DUMFRIES AND GALLOWAY NHS BOARD
Agenda and notice for meeting on Monday 1 February, 2016 at 10am.

VENUE:

Conference Room, Crichton Hall

Jeff Ace
Chief Executive

AGENDA
171

Chairman’s Opening Remarks

172

Apologies for absence

173

Declarations of Interest
This item gives members the opportunity to declare an interest in any of the
items appearing on today’s agenda.

174

Minute of the Meeting held on 7 December 2015
The Board is asked to approve the minute of the meeting held on 7 December
2015.
Page 5

175

Matters Arising

INVOLVING PEOPLE, IMPROVING QUALITY
176

Improving Safety, Reducing Harm
The Board is asked to receive this report and consider progress on work being
undertaken through the Maternity and Children’s Quality Improvement
Collaborative
Page 15

177

Prevention & Control of Infection Report
The Board is asked to receive this Prevention and Control of Infection report and
note in particular the position of NHS Dumfries and Galloway with regard to the
SAB and CDI HAI HEAT targets.
Page 27
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178

Staff Survey
The Board is asked to note the Staff Survey Report which provides a detailed
picture of the 2015 results from the Survey which took place in August /
September 2015. A programme of Presentations will be given to the service and
key groups sponsored by Staff Governance Committee and APF, highlighting
key findings and seeking input to the Staff Governance Action Plan for 2016/17,
which will be developed and approved by APF and Staff Governance Committee
Page 42

ITEMS OF PERFORMANCE / DELIVERY
179

Financial Performance
The Board is asked to note and consider the month nine financial position
Page 127

180

Performance Report
The Board is asked to discuss and note the information In Section 1 on the level
of clinical activity and access times achieved within services to 31/12/2015.
Section 2 highlights data on efficiency of clinical services as measured against
clinical efficiency targets. Finally, section 3 summarises a wider range of activity
and provides data on bed occupancy throughout the system.
Page 166

181

Capital Performance
The Board is asked to note, the allocations received to date, the programme
budgets and the capital expenditure incurred to date.

182

Festive Period Performance

Page 192

The Board is asked to note and discuss highlights from the festive period.
Page 196
183

Mental Health Dementia Care in the West of the Region
The Board is asked to note the 6 month consultation and engagement process
which will run until May 2016. The Board is asked to note as per page 5 of the
engagement plan that a number of meetings have been set up in the
Wigtownshire locality to discuss the proposed changes to mental health
provision. Further meetings will be established in response to any requests from
within the local community
Page 203
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184

LDP Guidance
The Board are asked the note the 2016/17 Local delivery Plan (LDP) Guidance
which has been published to NHS Boards, advising them of the requirement to
submit a Draft plan for 4th March 2016 as well as a revised plan to incorporate
IJB plans by 31st May 2016. The attached paper sets out these submission
requirements in detail as well as the revised template for submission.
Page 212

ITEMS FOR APPROVAL / DISCUSSION
185

Board Briefing
This paper provides Members with a briefing on a range of health and
partnership related issues.
Page 254

ITEMS FOR NOTING
186

Minute of the Area Clinical Forum held on 23 September 2015
The minute of the Area Clinical Forum held on 23 September 2015 is presented
to Board
Page 286

187

Minute of the Performance Committee held on 7 September 2015
The minute of the Performance Committee meeting held on 7 September 2015 is
presented to Board
Page 290

188

Minute of the Performance Committee held on 2 November 2015
The minute of the Performance Committee meeting held on 2 November 2015 is
presented to Board
Page 299

189

Minute of the Staff Governance Committee held on 28 September 2015
The minute of the Staff Governance Committee held on 28 September 2015 is
presented to Board.
Page 310
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190

Minute of the Audit and Risk Committee held on 21 September 2015
The minute of the Audit and Risk Committee held on 21 September 2015 is
presented to Board
Page 314

191

Minute of the Healthcare Governance Committee held on 9 November 2015
The minute of the Healthcare Governance Committee held on 9 November 2015
is presented to Board
Page 325

192

Date of Next Meeting
The next formal meeting of the NHS Board will be held on Monday 4 April 2016.

193

Any Other Competent Business
Members should notify the Corporate Business Manager of any items of
business not on the agenda that they wish to raise prior to the commencement of
Board Business at 10 am.
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Agenda Item 174

DUMFRIES AND GALLOWAY NHS BOARD
NHS Board Meeting
Minutes of the NHS Board Meeting held on 7th December 2015 at 10.00am in the
Conference Room, Crichton Hall, Dumfries.
Minute Nos: 137-170
Present
Mr P N Jones
Mrs P Halliday
Mr J Ace
Mrs K Lewis
Prof H Borland
Dr A Cameron
Mrs M Cossar
Mr R Allan
Mrs G Cardozo
Ms L Bryce
Dr L Douglas
Ms G Stanyard
Mr R Nicholson
Mr J Beattie

-

Chairman
Vice Chair
Chief Executive
Director of Finance
Nurse Director
Medical Director
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Employee Director

Apologies
Ms C Sharp

-

Workforce Director

In Attendance
Mrs J White
Dr A Carnon
Mrs L Davidson
Mrs L Bunney
Mrs Vicky Freeman
Ms Viv Gration
Mrs L Geddes
Mrs Linda McKie

-

Chief Operating Officer
Joint Interim Director of Public Health
Deputy Director of HR & Workforce Development
Head of Primary Care Development (for item 151)
Acting Head of Strategy Planning (for item 146)
Programme Manager (for item 146)
Corporate Business Manager
Executive Assistant (Minute Secretary)

137.

Chairman’s Welcome
The Chair welcomed members to the NHS Board Meeting. The Chief Executive
highlighted to Board members the challenges faced due to the extreme weather
conditions over the weekend, which necessitated the council calling a major
Event on Saturday 5 December.
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NHS challenges were relatively minor and included telephone issues in the West,
transport of staff to work and admission of vulnerable adults to Thomas Hope
Hospital. On Sunday evening 6 December, NHS Cumbria called a major incident
due to power failure which led to an increase in admissions to Dumfries and
Galloway Royal Infirmary (DGRI). The Chief Executive praised the General
Manager on call over the weekend and highlighted to members the weather
forecast risks for the remainder of the week.
138.

Apologies for Absence
Apologies for the meeting have been noted above.

139.

Declarations of Interest
The Chair asked Board members if they had any declarations of interest in
relation to the items listed on the agenda for this meeting.
Ronnie Nicholson, Non-Executive Board Member noted interest in item 145.

140.

Minutes of meeting held on 5th October 2015
NHS Board members agreed the minute taken at the previous meeting on
5th October 2015, with the following amendment.
The Nurse Director asked for the Director of Finance to be added to the list of
attendees noted on the front page of the October 2015 minute.
Action: L McKie

141.

Matters Arising
The Chairman advised members that Hazel Borland, Nurse Director, would be
leaving the Board at the end of December 2015 to take up the post of
Nurse Director within NHS Ayrshire & Arran and wished her well in the new role.

142.

Improving Safety, Reducing Harm
The Nurse Director presented the Improving Safety, Reducing Harm paper,
focusing on Significant Adverse Event (SAE) reporting, which was strengthened
in April 2013 following guidance from Healthcare Improvement Scotland. The
report highlighted a total of 15 adverse events submitted for consideration as a
SAE review between 1 September 2014 - 31 August 2015.
The Nurse Director noted the SAE categories contained within the Board policy:
●
G (Permanent patient harm)
●
H (Intervention required to sustain life)
●
I (Patient death)
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All potential SAEs are immediately escalated to a senior manager. The Nurse
Director described to Board members the Quality and Patient Safety
Leadership Group (QPSLG), which had been established to oversee these SAE
review processes. The group is chaired by the Nurse Director, with membership
including
the
Medical
Director,
and
Deputy
Nurse
Director,
Associate Director of Allied
Health
Professionals
(AHP)
and
Associate Medical Directors and Chief Pharmacist, who meet on a weekly basis.
The QPSLG also receive regular updates on current investigations. On
completion of the investigation the review findings and lessons learned are
presented by the lead reviewer to QPSLG with actions agreed as required.
The Chairman enquired whether this was an internal arrangement and whether
there were other boards NHS Dumfries and Galloway could learn from? /the
Nurse Director advised that every year Healthcare Improvement Scotland seek
confirmation on arrangements, lessons learnt and improvements. One of our
improvements this year has been a move towards involving families / patients in
SAE reviews. Senior clinicians sit down with families to share findings and agree
next steps. The Medical Director highlighted that there had been 4 or 5 external
case reviews authorised.
Non- Executive Member, Robert Allan, asked if the Board was satisfied the
reporting of adverse events was robust, the Nurse Director advised that reporting
on the DATIX system was more robust than previously and reminded Board
members that work had been completed in order to make the reporting system
more user friendly; highlighting to members a paper tabled at a recent Healthcare
Governance Committee meeting on monitoring processes and governance
arrangements in place.
Non-Executive Member, Moira Cossar, highlighted that this was a standing item
on the Area Clinical Forum agenda.
Mr Allan enquired whether there was any additional work that could help capture
information, the Nurse Director advised that a lot of work has been undertaken
through directorates, to make this a success with staff and maximise learning.
NHS Board noted the report.
143.

Patient Experience Report
The Nurse Director presented the Patient Experience Report, which provided the
Board with the performance figures for Quarter 2 within the 2015-16 financial
year, from July to September 2015.
Complaints have reduced in this quarter, which the Nurse Director highlighted
within the paper at Table 1.
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The table provides a summary of the number of formal complaints received in
Quarter 2 (July - September 2015) and the combined overall totals, referring to
the percentage of complaints completed and responded to within 20 working
days in 2014/15 and 2015/2016
Mr Allan praised the significant progress that had been made, however,
commented that the board could learn from Prison Service Reporting. The
Nurse Director advised that the Prison Service complaints were much simpler
and fewer, with less staff involved making the process flow quicker, whereas the
majority of NHS Dumfries and Galloway’s complaints are completed at
Directorate level. Moira Cossar further added that the majority of the
Prison Service complaints were due to straightforward medication queries.
Non-Executive Member, Penny Halliday enquired as to whether some of the
complaints were down to patients accessing transport, also highlighting that
positive feedback doesn’t always get captured by the organisation. The
Nurse Director advised that there would be a paper highlighting concerns at the
next Healthcare Governance Committee in January 2016, which may reflect that
issue of transport difficulties were more prevalent than indicated in the formal
complaints.
Non-Executive Member, Grace Cardozo enquired if the Board captured
complaints data on protected characteristics? The Nurse Director advised that
the Board did not collate this data unless the Complainant felt that this was part
of the nature of their complaint. Through meetings and conversations with the
complainant this often becomes apparent and support offered through an
appropriate advocacy agency if needed.
The Chief Executive advised that most complaints were received by either
telephone or letter, and was concerned over the increase in detailed personal
information that would be required from the complainant to provide analysis of
protected characteristics.
It was agreed that the Nurse Director would contact other Boards for any
additional information.
Action: H Borland
The Board noted the report.
144.

Prevention and Control of Infection Report
The Nurse Director presented the Prevention and Control of Infection Report,
which highlights the implementation of the National HAI Taskforce at Board level.
Non-Executive Member, Grace Cardozo asked for clarification around the colour
coding against Wards 8 and 15 on the hand hygiene element of the report. The
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Nurse Director advised that this showed that in these wards there was a lack of
hand hygiene data. However, other HAI data indicates a level of reassurance
with regard to practice in this area.
NHS Board received and noted the report
145.

Revalidation for Nurses
The Nurse Director updated board members on the Nursing and Midwifery
Council’s new model for the Revalidation of all nurses and midwives.
A local Revalidation Steering Group has been established, Chaired by the
Nurse Director.
Non-Executive Member, Laura Douglas asked for clarification around who would
be leading on this piece of work? The Nurse Director advised that the Associate
Nurse Director has been appointed as Chair of the Revalidation Group. The
group has been established to assist in providing strategic professional
leadership, governance and guidance for all nurses and midwives progressing
through revalidation for the first time during 2016. The Nurse Director advised
that the CNO has agreed to fund a small number of fixed term Band 7 posts
within each Board to assist with co-ordination and implementation of the
revalidation process. For Dumfries and Galloway this will equate to a 0.5 WTE.
NHS Board noted the report.

146.

Draft Joint Strategic Plan for Health & Social Care Integration
Vicky Freeman, Acting Head of Strategic Planning presented the Draft Joint
Strategic Plan for Health and Social Care Integration paper to Board Members,
highlighting that the plan was out for consultation to the localities, with comments
due to be submitted over the next couple of months in readiness for presenting at
the Integration Joint Board on 17 March 2016.
The Chairman enquired to whether the NHS Board were to approve or note the
plan, Mrs Freeman advised that it was the role of the Integration Joint Board to
approve the final plan, however, a copy of the final plan will be presented to
Performance Committee for noting at the meeting on 7th March 2016.
The Chief Officer advised members that during the consultation process,
comments from members would be incorporated into an informal session with
IJB members should the wider Board wish it.
The Chief Officer confirmed that that the Nurse Director and Liz Manson,
Corporate
Policy
&
Community
Planning
Manager
at
Dumfries and Galloway Council
had
been
liaising
with
the
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Scottish Health Council around effective management of the engagement
programme. The Chief Officer agreed to liaise with Catherine Withington,
Integration Programme Support Manager, to bring an update on the engagement
programme back to the next meeting.
Action: J White
Non-Executive Member, Penny Halliday led on a discussion around the potential
involvement of Building Healthy Communities in the strategy. The Chief Officer
agreed that this was a good suggestion and will take this to the strategy team.
Action: J White
Mrs Halliday noted that the Strategic Plan should be read by Members in the
context of the Audit Scotland Report on integration.
NHS Board noted the Report.
147.

Financial Performance
The Director of Finance presented the Financial Performance for 7 months to
31 October 2015 paper to Board members, highlighting the slightly improvement
financial position at the end of month 7.
Board members were highlighted to the revised forecast positions of each
Directorate, noting ongoing pressures with GP Prescribing and improved position
for Mental Health Directorate.
The Director of Finance highlighted to Board members the overspend for the
Quarter 2 position, highlighting the need to review any financial planning
assumptions and reserve movements to understand any opportunities and risks
to the year-end position.
The Director of Finance noted that efficiencies of between 3% and 5% would be
required to achieve a breakeven position for the next financial year. Detailed
work is still to be completed on CRES Plans prior to next Performance
Committee.
Board Members were advised of the upcoming Financial Planning meeting being
held on 17 December 2015, prior to the Performance Committee meeting in
January 2016.
Non-Executive Member, Penny Halliday discussed effective community
engagement, highlighting the need for communities to take an active role in
decision making. This was particularly important during times of significant cost
pressure and accelerated service redesign.
NHS Board noted the report.
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148.

Performance Report
The Chief Officer presented the Performance Report to members, highlighting
that although challenges continue to be faced, many areas have seen
improvement against their targets.
Cancer Waiting Times were discussed, as were acute flow pressures where the
Chief Officer highlighted the importance of the availability of social work, AHP’s
and Pharmacy on the delivery of 7 day discharge.
The work to redesign outpatient pathways was noted and it was agreed to
provide a more detailed update on this work to Board in 2016.
Non-Executive Member, Grace Cardozo enquired as to whether the board were
performing from a patient’s perspective with regards to HEAT targets. The
Chief Officer advised that alternative options are being reviewed in regard to
quality performance assessment.
Non-Executive Member, Penny Halliday highlighted that Darataigh had shown
how difficult things can become without enough care home beds. The
Chief Officer advised that it was the location of the beds that was often the issue,
adding that the future models must also be able to sustain and support patients
within their communities.
Non-Executive Member, Robert Allan raised his concerns with regard to
cancellations of elected surgery and the serious impact this can have on the
patients involved. The Chief Officer advised the new Nurse Manager would be
looking into alternative options for pre-assessments with a view to reducing
medical cancellations.
The Joint Interim Director of Public Health highlighted the ongoing assessment
work in recognising the gaps in care homes bed assessments and lack of
appropriate housing.
NHS Board noted the report.

149.

Capital Performance Report
The Director of Finance presented the Capital Performance report to members,
summarising that allocations of £6.818m have been received from the Scottish
Government Health and Social Care Directorate to the end of October 2015.
It was noted that Women and Children’s Hub would complete on time and the
Director of Finance continued to highlight the equipment / development
programme and resources for 2016, showing no impact to the board.
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NHS Board approved the revised budget position recognising the return of £0.9m
to Scottish Government Health and Social Care Directorate to be returned to the
Board in a future year for support with the replacement equipment process for
the new hospital.
150.

Medical Staffing GP Paper
The Medical Director presented the Medical Staffing GP paper to members,
highlighting that although the Board were showing an improvement within
Medical recruitment, substantial gaps could be evidenced within the GP
coverage.
Training Posts continue to show an improvement; the Medical Director advised
members that the main significant advantage being the provision of free
accommodation in the residences for doctors, continuing to highlight that for the
second year in a row, NHS Dumfries and Galloway were amongst the top ten
training hospitals across the UK for foundation year training.
Non-Executive Member, Gill Stanyard enquired as to what negotiations /
strategies were the Board implementing to improve medical recruitment. The
Medical Director advised that the Board had employed a Recruitment Officer to
work within Dumfries and Galloway Royal Infirmary to look at current practices
and revamp the Board’s recruitment website. Overseas recruitment programmes
had also been undertaken.
NHS Board noted the report and confirmed arrangements for workshop later in
the day.

151.

Dental Salaried Services Review
Linda Bunney, Head of Primary Care Development, presented the Dental
Salaried Services Review paper to members, which provides background to the
outcome of the Salaried Services Review and provides an update on programme
made in Newton Stewart to improve capacity, accessibility and sustainability for
the service.
The Board had previously agreed to retain salaried dental provision in
Newton Stewart since there were concerns over local General Dental Practice
capacity and disabled access to facilities. In a new development, one of the
town’s practices has now announced a significant expansion plan that could
potentially address both issues. It would, therefore, be appropriate to
communicate to members of the public (and to local elected members who had
taken close interest in dental provision) that we would review Board’s position.
The Employee Director advised members that Unison had been involved in local
discussions.
NOT PROTECTIVELY MARKED
Page 8 of 10

13

The Chairman asked Linda Bunney to ensure that the appropriate community
engagement processes were completed and for patients to receive 3 months
notice prior to any change
NHS Board supported the recommendation of the recommendation of the
Salaried Service Review Implementation Group that patients from Newton
Stewart Dental Clinic can be dispersed to the independent contractor sector in
due course.
152.

Darataigh
The Chief Executive verbally updated board members that following reflection on
the decision to not reopen Darataigh as a result of the boiler failure, the Board
had committed to undertaking a 6 month period of engagement with the local
community regarding the future shape of EMI services in the West of the Region.
As a result, the beds at Darataigh would be available during this 6 month period
for admissions as deemed clinically appropriate by the clinical team.
Board members discussed the rationale for the clinical model which led to the
decision to withdraw from inpatient provision at Darataigh and reiterated their
support for an enhanced community team in the locality.
Penny Halliday raised the issue of mixed messages and misinformation within
the community as there have been unclear statements issued around this
subject. Penny Halliday advised that the community require an understanding of
what services are being offered. It was agreed that the period of public
engagement would help to ensure clarity within the community about the
rationale for the future shape of services.
Grace Cardozo stated that there should have been more community engagement
prior to the decision making, and Non Executive board members should have
been satisfied with information on this aspect prior to making any final decision.
NHS Board noted the verbal update.

153.

Board Briefing
The Chief Executive presented the Board Briefing to members, highlighting the
Carol Service in Easterbrook Church on Tuesday 8 December.
NHS Board noted the report.

154.

Minute of the NHS Board Meeting held on 1 June 2015
NHS Board noted the minute of the NHS Board Meeting held on 1 June 2015.
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155.

Minute of Staff Governance Committee held on 29 June 2015
NHS Board noted the minute of the Staff Governance Committee held on
29 June 2015.

156.

Minute of Public Health Committee held on 24 August 2015
The Board noted the minute of the Public Health Committee held on
14 September 2015.

157.

Minute of the Person Centred Health & Care Committee held on
17 August 2015
NHS Board noted the minute of the Person Centred Health & Social Care
Committee held on 17 August 2015.

158.

Minute of Healthcare Governance Committee held on 14 September 2015
NHS Board noted the minute of the Healthcare Governance Committee held on
14 September 2015.

159.

Any Other Competent Business
The Chairman confirmed his decision to champion the White Ribbon Scotland
Campaign for Dumfries & Galloway, on behalf of the Board. The White Ribbon
Campaign is primarily aimed at encouraging men to pledge not to condone
abusive behaviour, with this in mind.
NHS Board endorsed the decision to support the campaign going forward.

160.

Date of Next Meeting
The next NHS Board meeting will be held on 1 February 2016 at 10am – 1pm in
the Conference Room, Crichton Hall, Dumfries.
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Agenda Item 176

DUMFRIES and GALLOWAY NHS BOARD
1st Febuary 2016

Improving Safety Reducing Harm: Maternity Children’s Quality
Improvement Collaborative
Author:
Maureen Stevenson
Patient Safety & Improvement Manager

Sponsoring Director:
Jeff Ace
Chief Executive

Date: 14th January 2016
RECOMMENDATION
The Board is asked to receive this report and consider progress on work being
undertaken through the Maternity and Children’s Quality Improvement Collaborative.

CONTEXT
Strategy / Policy:
The Healthcare Quality Strategy for NHS Scotland has three quality ambitions to
provide safe, effective, person-centred care. Scottish Patient Safety Programme is
central to the delivery of these ambitions and supports the Scottish Government’s
2020 Vision to provide safe, high quality care, whatever the setting. The Maternity
and Children’s Quality Improvement Collaborative is one of four core patient safety
programmes. The Maternity and Children Quality Improvement Collaborative
oversees the activity of the SPSP's maternity, neonatal and paediatric strands
Organisational Context / Why is this paper important / Key messages:
The three strands within the Maternity and Children’s Quality Improvement
Collaborative programme are all at different stages of development and require
significant support to develop the infrastructure, capability and capacity to deliver
real improvements for our patients.
The Report provides highlights of our improvement work.
Key Messages:
•
•
•

The Maternity & Children’s Quality Improvement Collaborative has been
extended to March 2016
The neonatal component of the collaborative commenced in November 2013
Staff are having difficulty finding capacity to engage productively in all
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•
•
•

elements of the MCQIC Programme.
We need to continue to grow capability, in the understanding and appliance of
improvement science and support staff to find the space to learn, test and
make improvements in care
Patient Safety & Improvement Team are working with Women and Children’s
Management Team to ensure priority areas are identified and supported.
Staff who are engaged in the safety programmes are to be congratulated for
the enthusiasm and dedication shown to improving the quality and safety of
patient care.

GLOSSARY OF TERMS
CVC
MCQIC
PAWS
PEWS
SBAR
SPSP

Central Venous Catheter
Maternity and Children Quality Improvement Collaborative
Paediatric Advanced Warning Score
Paediatric Early Warning System
Situation, Background, Assessment, Recommendation
Scottish Patient Safety Programme
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MONITORING FORM
Policy / Strategy

Healthcare Quality Strategy

Staffing Implications

No staffing implications

Financial Implications

No financial implications

Consultation / Consideration

Annual report

Risk Assessment

Patient safety and risk management are connected
activities. Improving patient safety reduces the risk
to patients, staff and the organisation.

Sustainability

Sustainability of improvement is a key aim of this
programme

Compliance
Objectives
Single
(SOA)

with

Outcome

Corporate 2

Agreement Not Applicable

Best Value

Vision and leadership
Governance & Accountability

Impact Assessment
Improving patient safety applies across all patient groups.
This report refers to implementation of a national improvement programme
EQIA Not applicable at this time
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Introduction
The Maternity and Children Quality Improvement Collaborative (MCQIC)
oversees/encompasses
the
activity
of
the
Scottish
Patient
Safety
Programme's maternity, neonatal and paediatric improvement programmes. Its
overall aim is to improve outcomes and reduce inequalities in outcomes by providing
a safe, high quality care experience for all women, babies and families in Scotland.
MCQIC was launched in March 2013 and is a programme of quality improvement
that will run until March 2016. The original aim of December 2015 has been
extended to March 2016 with a likely programme relaunch thereafter.
The Scottish Patient Safety Programme (SPSP) adopts the Breakthrough Series
Collaborative Model in delivering six learning sessions interspersed with action
periods. Action periods are described as the times between learning sessions where
local teams are undertaking small tests of change to bring about improvement in
care provision. As part of the SPSP, the Collaborative uses the improvement
methodology tool - The Model for Improvement - to support testing and implementing
changes. The Collaborative holds a national learning session every six months
where the three communities come together to share and learn from each other.
There is an overall MCQIC Driver Diagram and the maternity, neonatal and
paediatric strands each have their own driver diagrams which map out the theory of
improvement for NHS Boards to use across Scotland. This high level Driver
Diagram, depicted below integrates the person centered, leadership & culture,
teamwork and clinically effective care components as a core part of improving
outcomes and reducing harm for patients.

The three strands as well as having individual Driver Diagrams each have individual
measurement plans and quarterly reporting mechanisms to Healthcare Improvement
Scotland.
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Local Implementation
Leadership
A more focussed Women and Children’s leadership input has been developing to
ensure that MCQIC is identifying and supporting local as well as national priorities.
Progress with MCQIC is now routinely discussed at management meetings with
formal reports to Hospital Management Board and Primary & Community Care
Management Board every month.
Each of the programmes has a nominated clinical lead and improvement support
from Patient Safety & Improvement Team. The Maternity strand has in addition a
Maternity Champion who works in support of this programme two days a week.
Culture
Culture is a key component of our safety and improvement programmes. It is
assessed using a survey tool which staff are actively encouraged to complete and
discuss the findings. Maternity services have recently completed the survey, results
are currently being analysed with plans for this to be used in Neonatal services and
Paediatrics.
Measurement
A national measurement plan is in place for each of the programme strands to
support teams to input and analyse their data. This has recently changed
significantly for paediatrics which has created some challenges for the local team.
Paediatric Care
The key objective of the Paediatric Care strand is to reduce avoidable harm by 30%
by March 2016. One of the mechanisms used to demonstrate this is the Paediatric
Serious Harm Key Indicators, developed from the Cincinnati Children's Hospital
model.
The areas of focus for paediatric care are:
•
•
•
•
•
•

Serious safety events
Ventilator associated pneumonia (children requiring mechanical ventilation
are transferred to a tertiary centre therefore this does not apply locally)
Central venous catheter blood stream infection
Unplanned admission to intensive care
Medicines harm, and
Child protection harm

The paediatric team have demonstrated sustained reliability with infection related
measures with very low rates of harm detected by the Paediatric Serious Harm
Indicator. The indicator looks at serious infections, medication errors and unplanned
escalation of care. All harms identified in the last year have been due to unplanned
admissions to Paediatric Intensive Care Unit, necessitating a transfer out of the
region as this level of specialist care is not available locally.
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To support the reduction of harm in acute care settings for adolescents, children and
infants, there is also a focus on the identification and appropriate treatment of the
deteriorating patient, the development of a national Paediatric Early Warning Score
(PEWS), and the development of a sepsis bundle.
Dumfries & Galloway developed a local Paediatric Advanced Warning System
(PAWS) ahead of national developments but is now changing to the national PEWS
system. The new national PEWS chart has been tested in Dumfries & Galloway as
well as a number of other Boards. The chart is live in two Boards and will follow to
Dumfries & Galloway in Q1 2016 (January – March).
The range of measures collected in the Ward includes:
•
•
•

Infection related measures: Hand hygiene, Central Venous Catheter (CVC),
and Peripheral Venous Catheter maintenance bundles and unplanned
admissions,
Safety and reliability measures: Child protection harm, Observations (PEWS)
related measures, Medication errors.
Person centred care measures: user satisfaction, daily goals and ‘Must do
with me’.

Improving team communication has been a significant focus for the team during
2015 and they have implemented a series of safety briefs and huddles throughout
the day to ensure all staff are aware of safety critical issues and that daily goals are
in place and understood for all children.
The team plan to refocus efforts on improving return rates for satisfaction
questionnaires during 2016 and to fully implement the national PEWS system.
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Maternity
The Maternity Care strand aims to support clinical teams to improve the quality and
safety of maternity healthcare. The overall aims of the Maternity Care strand are to:
•

increase the percentage of women satisfied with their experience of maternity
care to > 95% by March 2016, and
• reduce the incidence of avoidable harm in women and babies by 30% by
March 2016.

Avoidable harm is defined by the further sub aims to:
reduce stillbirths and neonatal mortality by 15%
reduce severe post-partum haemorrhage (PPH) by 30%
reduce the incidence of non-medically indicated elective deliveries prior to 39
weeks gestation by 30%
4. offer all women carbon monoxide (CO) monitoring at the booking for antenatal
care appointment
5. refer 90% of women who have raised CO levels or who are smokers to
smoking cessation services, and
6. provide a tailored package of antenatal care to all women who continue to
smoke during pregnancy
1.
2.
3.

Data collection is well established in maternity services and enables monitoring of
performance over time. Charts are provided to illustrate progress for items 1 to 5
above. There is no data currently available to indicate progress with number 6.
Outcome data on stillbirths and infant deaths is available and currently demonstrates
a downward trend, although we are looking at very small numbers (3 stillbirths and 4
infant deaths in 2014*). The charts below look at the rate of stillbirths and infant
deaths; the red square denotes the target.

*data is published annually by ISD in August for the previous year
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Maternity Data for Avoidable Harm sub-aims
1.
2.

reduce stillbirths and neonatal mortality by 15%
reduce severe post-partum haemorrhage (PPH) by 30%

Instances of stillbirth and severe post partum haemorrhage are treated as adverse
events and investigated accordingly. Within maternity services the clinical team will
review each case and share learning.
reduce the incidence of non-medically indicated elective deliveries prior to 39
weeks gestation by 30%
4. offer all women carbon monoxide (CO) monitoring at the booking for antenatal
care appointment
3.

The charts below indicate that the rate of non-medically indicated elective deliveries
prior to 39 weeks gestation has not reduced, although the actual numbers are
relatively low. In relation to CO monitoring significant progress has been made with
95% of women now offered monitoring and 100% of women with raised CO levels
are referred to the smoking cessation service.
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5.

refer 90% of women who have raised CO levels or who are smokers to
smoking cessation services

The maternity team have also been testing improvements in communication
mechanisms through the introduction of:
Safety/Surgical briefings
Safety briefings have been taking place reliably for the past 9 months. Briefings are
lead by the midwifery team leader, or a midwife practitioner. The team are testing
improvements to the quality of the brief. The chart below shows compliance rates.
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SBAR
SBAR (Situation Background Assessment & Recommendation) is a communication
tool used in many areas of healthcare to provide a structured means of conveying
critical information. The maternity assessment unit (MAU) started using SBAR in
October 2014. A sticker is being used to encourage the use of SBAR when recording
in patient’s notes. The quality of SBAR recording remains variable but is showing
signs of improvement. SBAR style handover is also being tested.

Maternity MEWS
MEWS (Maternity Early Warning System) is currently being implemented in paper
form in Cresswell Maternity Unit. This is a significant change in practice and there is
currently no national system available. The MEWS system charts observations of:
temperature, respiration, heart rate, blood pressure and urine output as well as very
specific maternity related measures.
Testing is underway to improve the timeliness of observations. We are testing a local
minimum standard of frequency of completion, based on the patient’s reason for
admission and current condition.

Neonates
The neonatal programme is in its infancy, starting a lot later than the other two
strands of MCQIC, the official launch date was April 2013, although the programme
was not started until the end of 2013.
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The key objective of the Neonatal Care strand is to achieve a 30% reduction in
avoidable harm in Neonatal Services by March 2016 by seeking to reduce:
•
•
•
•
•

harm from mechanical ventilation (babies requiring mechanical ventilation are
transferred to another unit out with D&G)
harm from invasive lines
harm from high risk medicines
harm from transitions of care, and
undetected deterioration

and also to:
•
•

increase natural feeding, and
ensure service user engagement.

Locally our neonatal team have prioritised reducing harm from invasive lines through
the reliable implementation of peripheral vascular catheter (PVC) bundle; high risk
medicines through implementation of gentamicin (high risk antibiotic) bundle and
transitions of care by improving communication processes. Patient safety is now on
the agenda for every team meeting. Run charts are routinely discussed with reasons
for variation investigated.
The safety culture survey for neonates staff is expected to go out in January 2016.
SBAR
Handover development is ongoing in Neonates. Typically a baby in Neonates does
not change condition every shift, so the concept of a new SBAR handover for every
baby every shift change does not apply.
Measurement and Recording
The Neonatal Team are collecting data on Gentamicin (a high risk medication) and
PVC. The data below indicates largely, a high level of reliability.
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Priorities beyond March 2016 have been identified nationally. These include:
•
•
•

Avoidable harm from central venous access devices, including infection.
Harm associated with hypothermia in newborn infants.
Harm associated with failed recognition of the deteriorating patient

Conclusions & Recommendations
The MCQIC programme is undoubtedly making progress in embedding quality and
safety in to how they deliver care and services.
Although the programme is due to come to an end in March 2016 we anticipate a
continuation of the work and are locally looking to integrate a philosophy and
capability for continuous improvement in the quality and safety of care within clinical
teams.
Building the capacity and capability to deliver improvement in the quality and safety
of care undoubtedly remains a focus. The Patient Safety & Improvement Team is
currently consulting locally and nationally on how this might be supported and
accelerated over the next year.
Outcome measures for each of the strands have been difficult to assess as the tools
to measure harm have not been designed for use in a district general hospital where
the level of care provided is of a more general and less critical nature. We are
working with the national team and other district general hospitals to find more
appropriate measures.
Significant changes to the measurement plan nationally have created operational
challenges for local teams in terms of capacity and capability; the Patient Safety &
Improvement team are working with teams to find potential solutions. It is hoped that
the new electronic case record currently being implemented in Maternity and later
Neonates will smooth this process and reduce the reliance on paper audits and
manual data collection.
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RECOMMENDATION
The Board is asked to receive this Prevention and Control of Infection report and
note in particular the position of NHS Dumfries and Galloway with regard to the SAB
and CDI HAI HEAT targets.

Strategy / Policy
This paper demonstrates implementation of the national HAI Taskforce at NHS
Board level. This HAI harm reduction activity supports implementation of the
HealthCare Quality Strategy.
Organisational Context / Why is this paper important?
This report meets the Scottish Government requirements for reporting of key
Healthcare Associated Infection (HAI) data, including performance against HAI
Delivery Plan targets for Staphylococcus aureus bacteraemia (SAB) and Clostridium
difficile infection (CDI). It is prepared using the national standardised template and is
placed on the NHS Dumfries & Galloway public web site following endorsement by
the NHS board.
Key messages:
• The local target for Staphylococcus aureus bacteraemia (SAB) has been
breached but as an NHS board we remain comparable with most Scottish
NHS boards.
•

The Clostridium difficile Infection (CDI) target has not yet been breached but
is vulnerable.

•

A C Diff ’summit’ was held locally and supported by Health Protection
Scotland (HPS). The summit provided assurance that NHS Dumfries and
Galloway are adhering to best practice guidelines and are performing at least
as well as other NHS Boards in Scotland.

•

Ward 16 was closed for 5 days due to an outbreak of gastrointestinal illness
which affected 8 patients and no staff.
NOT PROTECTIVELY MARKED
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GLOSSARY
Acute Occupied Bed Days (AOBD)
Clostridium difficile Infection (CDI)
Healthcare Associated Infection (HAI)
Healthcare Environment Inspection (HEI)
Health Protection Scotland (HPS)
Infection Control Team (ICT)
Infection Control Public Involvement Group (ICPIG)
Meticillin Sensitive Staphylococcus Aureus (MSSA)
Meticillin Resistant Staphylococcus Aureus (MRSA)
Staphylococcus aureus bacteraemia (SAB)
Surgical Site Infection (SSI)
Total Occupied Bed Days (TOBD)
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MONITORING FORM
Policy / Strategy Implications

Healthcare Quality Strategy
Achievement of HAI HEAT targets

Staffing Implications

Nil

Financial Implications

Nil

Consultation

Update paper only consultation not required

Consultation with Professional Update paper only. Contents are agenda items for
discussion at PCCD and HMG and SCN meetings
Committees
Also presented to APF at each meeting.
Risk Assessment

Addressed through the corporate risk register

Best Value

Governance and Accountability
• sound governance at a strategic and
operational level

Sustainability

Fewer infections will reduce bed occupancy and
use of resources

Compliance
Objectives

Single
(SOA)

with

Outcome

Corporate 7. To meet and where possible, exceed goals and
targets set by the Scottish Government Health
Directorate for NHS Scotland, whilst delivering the
measurable targets in the Single Outcome
Agreement.
Agreement Keeping the population safe

Impact Assessment
Not required. Update paper only
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NHS Dumfries and Galloway
Healthcare Associated Infection Reporting Template (HAIRT)
Section 1– Board Wide Issues
This section of the HAIRT covers Board wide infection prevention and control
activity and actions. For reports on individual hospitals, please refer to the
‘Healthcare Associated Infection Report Cards’ in Section 2.
A report card summarising Board wide statistics can be found at the end of
section 1
Key Healthcare Associated Infection Headlines
•

The local target for Staphylococcus aureus bacteraemia (SAB) has been breached
but as an NHS board we remain comparable with most Scottish NHS boards.

•

The Clostridium difficile Infection (CDI) target has not yet been breached but is
vulnerable.

•

A C Diff ’summit’ was held locally and supported by Health Protection Scotland
(HPS). The summit provided assurance that NHS Dumfries and Galloway are
adhering to best practice guidelines and are performing at least as well as other
NHS Boards in Scotland.

•

Ward 16 was closed for 5 days due to an outbreak of gastrointestinal illness which
affected 8 patients and no staff.
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1. Staphylococcus aureus (including MRSA)
Staphylococcus aureus is an organism which is responsible for a large number of healthcare
associated infections, although it can also cause infections in people who have not had any
recent contact with the healthcare system. The most common form of this is Meticillin
Sensitive Staphylococcus Aureus (MSSA), but the more well known is MRSA (Meticillin
Resistant Staphylococcus Aureus), which is a specific type of the organism which is resistant
to certain antibiotics and is therefore more difficult to treat. More information on these
organisms can be found at:
Staphylococcus aureus : http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346
MRSA:http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252
NHS Boards carry out surveillance of Staphylococcus aureus blood stream infections, known
as bacteraemias. These are a serious form of infection and there is a national target to
reduce them. The number of patients with MSSA and MRSA bacteraemias for the Board
can be found at the end of section 1 and for each hospital in section 2. Information on the
national surveillance programme for Staphylococcus aureus bacteraemias can be found at:
http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.aspx?id=30248

At the time of writing NHS Dumfries and Galloway have missed the local target of no more
than 26 cases of SAB we had set for 2015-2016.
There have been 30 cases to date. As a board we continue to be comparable to the
Scottish average but this is not a place we are comfortable with and will seek to improve
on this.
Figure 1

The majority of cases continue to be skin and soft tissue related and many of these are
simple scrapes and abrasions in elderly patients. Skeletal and joint infections have been
mainly discititis and septic arthritis unrelated to invasive treatment.
There have been fewer SAB related to Peripheral Vascular Cannula than in previous years
which is encouraging due to the large amount of work that has been undertaken to
improve and monitor practice in this area.
We have seen a slight increase in the number of SAB resulting in patients who use
recreationally use intravenous drugs.
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Figure 2

2. Clostridium difficile
Clostridium difficile is an organism which is responsible for a large number of healthcare
associated infections, although it can also cause infections in people who have not had any
recent contact with the healthcare system. More information can be found at:
http://www.nhs.uk/conditions/Clostridium-difficile/Pages/Introduction.aspx

NHS Boards carry out surveillance of Clostridium difficile infections (CDI), and there is a
national target to reduce these. The number of patients with CDI for the Board can be found
at the end of section 1 and for each hospital in section 2. Information on the national
surveillance programme for Clostridium difficile infections can be found at:
http://www.hps.scot.nhs.uk/haiic/sshaip/ssdetail.aspx?id=277

Figure 3

Whilst our local target for C Difficile Infections (CDI) has not yet been breached it is likely
to be. At the time of writing there have been 37 cases of CDI our local target was to have
no more than 40 cases by April 2016.
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As the target was unlikely to be achieved and in order to establish that all the correct
actions are being taken to address C Difficile risk factors then a ‘C Diff summit’ took place
on 20th November and epidemiological support was provided by HPS.
Local data was discussed in depth and a national perspective was brought by HPS. The
summit provided assurance that NHS Dumfries and Galloway are adhering to best practice
guidelines and are performing at least as well as other NHS Boards in Scotland.
Figure 4

3. Hand Hygiene
Hand hygiene data is collected and entered by wards and departments following the
Scottish Patient Safety Programme methodology. The detail for this element of the report
is included in the report cards as the appendix to this report.
All areas are expected to submit 20 observations. Areas submitting less than this are
marked non compliant.
Unfortunately Ward 18 was unable to provide data for the month of December as their
auditor had recently left the department and training is planned for other members of staff.
4. Surgical Site Infection
National data, published quarterly by Health Protection Scotland, includes inpatient
infections for Breast, Abdominal Hysterectomy, Colorectal, Major Vascular, Knee
Arthroplasty, Reduction of long bone fracture, Repair of neck of femur. This surveillance
of SSI is in addition to the mandatory requirement which consists of Hip Arthroplasty and
Caesarean section.
Inpatient and readmission to day 30 are included for Hip Arthroplasty and inpatient and
readmission to day 10 for Caesarean Section. By using these criteria, the data is stratified
to allow us to be compared nationally.
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Rates are below those nationally for all but one procedure, small bowel surgery, and the
caveat of small numbers applies here.
During the summer months an increase in the number of orthopaedic wound infections
was noted by clinical staff. This did not exceed the national reported SSI rates for this
category of procedure but, as a local increase in incidence, it was investigated by the
Infection Control Team with the assistance of the clinical team. A thorough examination of
cases and practices including the theatre air quality was conducted and no patient to
patient cross infection or breakdown in practice was indentified.
1st July 2015 to 30th September 2015
Table 1 – National Reporting
Category of
procedure

Number of
procedures

SSI’s

SSI rate (%)

National SSI
rate (%)

Abdominal
hysterectomy
Breast surgery

20

0

0.0

1.6

14

0

0.0

0.0

Caesarean section

62

0

0.0

1.2

Hip arthroplasty

51

0

0.0

0.5

Knee arthroplasty

55

0

0.0

0.1

Large bowel surgery

42

1

2.4

6.3

Major vascular surgery

23

0

0.0

0.0

Reduction of long bone
fracture
Repair of neck of
femur
Small bowel surgery

4

0

0.0

0.0

62

0

0.0

1.0

4

1

25.0

9.1

Total

337

2

0.6

-

Local data includes infections reported in all patients at any time in the surveillance
period.
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Table 2 - Local Reporting
Category of
procedure

Number of
procedures

SSI’s

SSI rate (%)

National SSI
rate (%)

Abdominal
hysterectomy
Breast surgery

20

2

10.0

12.50

14

0

0.0

6.67

Caesarean section

62

1

1.61

31.38

Hip arthroplasty

51

0

0.0

8.39

Knee arthroplasty

55

2

3.64

11.54

Large bowel surgery

42

3

7.14

8.00

Major vascular surgery

23

1

4.35

4.35

Reduction of long bone
fracture
Repair of neck of femur

4

0

0.0

0.00

62

0

0.0

15.85

Small bowel surgery

4

1

25.0

9.09

Total

337

10

3.0

-

5.

Gastrointestinal infection in Ward 16.

Ward 16 was closed between 7-11 December with an outbreak of gastrointestinal illness
clinically consistent with Norovirus.
A total of 8 patients and no staff were affected.
Samples were tested locally and by the Scottish National Virology laboratory were unable
to positively identify a pathogen. This is not unusual as there are many thousands of
viruses and it is not possible to test for all. Samples were negative for all routinely tested
bacteria and viruses.
The ward staff and domestics services worked well together to enhance cleaning and all
infection control measures which reduced the length of ward closure and transmission
significantly.
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Healthcare Associated Infection Reporting Template (HAIRT)
Section 2 – Healthcare Associated Infection Report Cards
The following section is a series of ‘Report Cards’ that provide information, for each acute hospital and key
community hospitals in the Board, on the number of cases of Staphylococcus aureus blood stream infections
(also broken down into MSSA and MRSA) and Clostridium difficile infections, as well as hand hygiene and
cleaning compliance. In addition, there is a single report card which covers all community hospitals [which
do not have individual cards], and a report which covers infections identified as having been contracted from
outwith hospital. The information in the report cards is provisional local data, and may differ from the
national surveillance reports carried out by Health Protection Scotland and Health Facilities Scotland. The
national reports are official statistics which undergo rigorous validation, which means final national figures
may differ from those reported here. However, these reports aim to provide more detailed and up to date
information on HAI activities at local level than is possible to provide through the national statistics.

Understanding the Report Cards – Infection Case Numbers
Clostridium difficile infections (CDI) and Staphylococcus aureus bacteraemia (SAB) cases are presented for
each hospital, broken down by month. Staphylococcus aureus bacteraemia (SAB) casesare further broken
down into Meticillin Sensitive Staphylococcus aureus (MSSA) and Meticillin Resistant Staphylococcus
aureus (MRSA). More information on these organisms can be found on the NHS24 website:
Clostridium difficile :http://www.nhs24.com/content/default.asp?page=s5_4&articleID=2139&sectionID=1
Staphylococcus aureus :http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346
MRSA:http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252&sectionID=1
For each hospital the total number of cases for each month are those which have been reported as positive
from a laboratory report on samples taken more than 48 hours after admission. For the purposes of these
reports, positive samples taken from patients within 48 hours of admission will be considered to be
confirmation that the infection was contracted prior to hospital admission and will be shown in the “out of
hospital” report card.
Targets
There are national targets associated with reductions in C.diff and SABs. More information on these can be
found on the Scotland Performs website:
http://www.scotland.gov.uk/About/Performance/scotPerforms/partnerstories/NHSScotlandperformance
Understanding the Report Cards – Hand Hygiene Compliance
Hospitals carry out regular audits of how well their staff are complying with hand hygiene. Each hospital
report card presents the combined percentage of hand hygiene compliance with both opportunity taken and
technique used broken down by staff group.
Understanding the Report Cards – Cleaning Compliance
Hospitals strive to keep the care environment as clean as possible. This is monitored through cleaning and
estates compliance audits. More information on how hospitals carry out these audits can be found on the
Health Facilities Scotland website:
http://www.hfs.scot.nhs.uk/online-services/publications/hai/
Understanding the Report Cards – ‘Out of Hospital Infections’
Clostridium difficile infections and Staphylococcus aureus (including MRSA) bacteraemia cases are all
associated with being treated in hospitals. However, this is not the only place a patient may contract an
infection. This total will also include infection from community sources such as GP surgeries and care
homes and. The final Report Card report in this section covers ‘Out of Hospital Infections’ and reports on
SAB and CDI cases reported to a Health Board which are not attributable to a hospital.
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NHS Dumfries and Galloway Board report card
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total SABS

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

0
4
4

1
1
2

0
1
1

0
2
2

2
2
4

0
1
1

0
1
1

0
1
1

1
6
7

0
4
4

0
2
2

1
2
3

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages 65 plus
Ages 15 plus

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

0
4
4

2
2
4

1
4
5

2
5
7

3
1
4

3
1
4

2
0
2

1
5
6

1
0
1

0
4
4

3
3
6

0
3
3

Cleaning Compliance (%)

Board Total

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

97.5

97.0

95.77

98.4

97.2

97.8

97.8

97.8

98.4

98.1

97.2

97.7

Estates Monitoring Compliance (%)

Board Total

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

98.9

98.9

98.86

99.0

99.5

99.5

99.7

99.7

99.7

99.5

99.3

99.7
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NHS HOSPITAL REPORT CARD - DGRI
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total SABS

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

0
4
4

1
1
2

0
1
1

0
1
1

2
2
4

0
1
1

0
1
1

0
1
1

1
6
7

0
4
4

0
2
2

1
2
3

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages 65 plus
Ages 15 plus

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

0
2
2

1
2
3

0
3
3

2
3
5

2
1
3

1
1
2

1
0
1

0
2
2

0
0
0

0
3
3

2
1
3

0
1
1

Cleaning Compliance (%)

Board Total

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

95.4

95.6

96.5

95.0

95.4

95.7

95.8

96.2

95.4

95.5

95.0

95.8

Estates Monitoring Compliance (%)

Board Total

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

96.1

97.1

97

96.7

97.2

98.2

97.6

98.0

98.3

97.6

98.2

98.6
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NHS HOSPITAL REPORT CARD – Galloway Community Hospital
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total SABS

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

0
0
0

0
0
0

0
0
0

0
1
1

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages 65 plus
Ages 15 plus

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

0
0
0

0
0
0

0
1
1

0
1
1

0
0
0

0
0
0

0
0
0

1
0
1

0
0
0

0
0
0

0
0
0

0
0
0

Cleaning Compliance (%)

Board
Total

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

97.9

99.3

98.2

99.4

97.0

98.1

98.3

97.9

98.6

98.4

97.2

98.4

Estates Monitoring Compliance (%)

Board
Total

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

99.5

99.8

99.5

99.5

100

100

100

100

99.9

99.9

99.7

99.8
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NHS COMMUNITY HOSPITALS REPORT CARD
The community hospitals covered in this report card include:
• Annan Hospital
• Castle Douglas
• Kirkcudbright
• Lochmaben
• Moffat
• Newton Stewart
• Thomas Hope
• Thornhill

Staphylococcus aureus bacteraemia monthly case numbers
MRSA
MSSA
Total SABS

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

Clostridium difficile infection monthly case numbers
Ages 15-64
Ages 65 plus
Ages 15 plus

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

0
0
0

0
0
0

0
0
0

0
1
1

0
0
0

0
0
0

0
0
0

0
1
1

0
0
0

0
0
0

0
0
0

0
0
0

NHS OUT OF HOSPITAL REPORT CARD
Staphylococcus aureus bacteraemia monthly case numbers
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STAFF SURVEY PRESENTATION
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Linda Davidson
Deputy Director of Human Resources
and Workforce Development

Sponsoring Director:
Caroline Sharp
Workforce Director
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RECOMMENDATION
The Board are invited to review the Staff Survey Report and discuss the results to
highlight potential priority areas for improvement by the Staff Governance
Committee.

CONTEXT
Strategy / Policy:
This paper supports the Board’s local Staff Governance Policy, which is influenced
by national policies and guidance.
Organisational Context / Why is this paper important / Key messages:
The Staff Survey Report provides a detailed picture of the 2015 results from the
Survey which took place in August / September 2015.
A programme of
Presentations will be given to the service and key groups sponsored by Staff
Governance Committee and APF, highlighting key findings and seeking input to the
Staff Governance Action Plan for 2016/17, which will be developed and approved by
APF and Staff Governance Committee. .
Key Messages
•

The annual Staff Survey is an important “litmus test” of staff experiences within
our organisation and across the wider NHS.

•

The Staff Governance Committee oversees the development of the annual Staff
Governance Action Plan, which aims to address issues identified in the report.

•

The results will be cascaded throughout the organisation through a planned
programme of presentations during February and March.
Staff will be
encouraged to contribute to action planning through this process.
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•

The results of this year’s survey show some positive trends however there is a
general theme of remaining static or slight regression from 2014.

•

Our Results continue to be amongst the most positive in Territorial Boards in
NHS Scotland.

Glossary
APF – Area Partnership Forum
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MONITORING FORM
Policy / Strategy

Staff Governance Policy

Staffing Implications

Taking the results and putting them into actions to
discuss with Staff and include them in any possible
outcomes.

Financial Implications

No financial implications identified

Consultation / Consideration

Staff Governance Committee – 25th January 2016

Risk Assessment

Not applicable

Sustainability

Not applicable

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate The Staff Survey enables us to plan actions which
assist with all the Corporate Objectives
Agreement Not applicable

Vision Leadership
Governance and Accountability

Impact Assessment
This is a national staff survey and the Equality Impact Assessment (EQIA) has been
carried out by the Scottish Government Health Department in line with the equality
legislation.
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1

Introduction

Capita Surveys and Research was commissioned by the Scottish Government (SG) to carry out the fieldwork
and analysis for the 2015 NHSScotland Staff Survey. This report provides an overview of the results of the
Survey for NHS Dumfries and Galloway, and the changes from the 2014 survey findings.
For ease of reference this report is accompanied by a separate document called the Appendices to NHS
Board Report and contains a number of appendices which provide further supporting information to help
you to make sense of the survey results. These appendices are:
Appendix A: A user guide has been prepared to help NHS Boards to get the most out of their individual
Board Reports. The guide is intended to assist readers in understanding and interpreting the survey results.
It describes the types of questions included in the survey, the way the results were calculated and provides
important points and caveats that the reader should be aware of when using and interpreting the findings.
Appendix B: Comprises of a series of tables showing the percentage of positive and the percentage of
negative responses received for each question, in 2015 and 2014. The column on the right of the table uses
a colour coding system to show whether the differences between the positive responses in 2014 and 2015
were statistically significant improvements (green), statistically significant deteriorations (red) or not
statistically different from each other (grey).
Appendix C: Comprises of a series of tables showing the percentage of positive responses received for each
question, by each NHS Board in NHSScotland. For ease of reading, Boards have been grouped into three
categories: Mainland Boards, Island Boards and National Bodies / Special Boards.
Appendix D: Comprises of a series of tables showing the percentage of positive responses received for each
question, by each staff group within NHS Dumfries and Galloway. In order to preserve anonymity results for
sub‐groups comprising of fewer than ten respondents are not shown (the total number of responses is
shown as <10 and the results column is left blank). Responses from these staff groups have been included
in the overall Board results.

Survey methodology
The fieldwork for the 2015 Staff Survey was conducted between 10th August and 23rd September 2015. As
in previous years, all members of staff across NHSScotland were invited to participate. The survey was
multi‐modal and gave staff the opportunity to contribute their views anonymously on‐line (using a secure
URL and individual password), by postal questionnaire or over the telephone.

Percentage of positive results
The key unit of measurement provided throughout this report is the percentage of staff who responded
‘positively’ to each question. For each question, the percentage of positive responses was calculated
according to the number of respondents who provided a valid answer to that question. Please see
Appendix A in the Appendices to NHS Board Report for further details.

Rounding of results
For ease of reading, all results are reported to the nearest whole number. Please note that rounding to the
nearest whole number occasionally results in total percentages that do not add up to exactly 100%: this is a
consequence of rounding and is not an error.
All reported differences between results are calculated from un‐rounded data, with rounding then applied
to the ‘difference’ figure. This may result in a percentage difference being reported that differs from the
difference that can be seen between the two rounded figures. This is not an error.
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Protecting the anonymity of respondents
In order to preserve the anonymity of staff and honour the commitment that was made to staff through
the survey process, results relating to groups with fewer than ten respondents are not reported.

Data analysis presented in this report
Included in the Appendices to NHS Board Report are results for individual NHS Boards (Appendix C) and
staff groups (Appendix D).
‘HB’ is used to represent 'Health Board' where space does not allow this to be written in full.
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2
Summary of NHSScotland Staff Survey ‐ NHS Dumfries and
Galloway
A total of 1,755 NHS Dumfries and Galloway staff (41%) responded to the NHSScotland Staff Survey 2015
between 10th August and 23rd September 2015. The 2015 response rate for NHS Dumfries and Galloway
was three percentage points higher than in 2014 (38%): a statistically significant improvement in response
rate. The national NHSScotland response rate was 38% (60,681). The response rate for NHS Dumfries and
Galloway was above the average for NHS Boards.
Figure 1 on page 8 shows a comparison of response rates between Health Boards for 2015, 2014 and 2013.
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Figure 1: A three year comparison of the 2013, 2014 and 2015 response rates for the NHSScotland Staff
survey by NHS Board (grouped by Board type and ranking of response rate)1 2
NHSScotland

28%

38%
35%

Mainland Boards
49%
53%
50%
45%
43%
39%
42%
36%
34%
41%
38%
36%
39%
36%
33%
38%
36%

NHS Borders
NHS Ayrshire and Arran
NHS Forth Valley
NHS Dumfries and Galloway
NHS Fife
NHS Lothian

23%

NHS Grampian

28%

NHS Tayside

37%
33%

35%
33%

19%

35%
31%
26%
33%
32%
31%
30%
25%
20%

NHS Lanarkshire
NHS Highland
NHS Greater Glasgow and Clyde
Island Boards
NHS Shetland

59%

38%

65%

53%
52%
48%
48%
45%
49%

NHS Orkney
NHS Western Isles
National Bodies/Special Boards

84%

NHS Health Scotland

90%
94%

80%
82%
80%
77%
74%
69%

Healthcare Improvement Scotland
NHS National Services Scotland
NHS24

61%

51%

NHS Education for Scotland

55%
53%

30%
37%
36%
38%
37%
33%
32%
34%

NHS National Waiting Times Centre
Scottish Ambulance Service
The State Hospitals Board for Scotland
2015

2014

61%

46%

60%

2013

NHS Dumfries and Galloway 2015
1

th

Percentage response calculated according to the number of NHSScotland staff in post (headcount) on 30 June 2015. (Source: NHS Scotland
Workforce)
2
A member of staff may be employed by more than one NHS Board; however each member of staff is counted only once in the NHSScotland
headcount total.
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2.1

Key findings

Summarised below are the main survey findings in relation to each of the five strands of the Staff
Governance Standard and the overall experience of working for NHSScotland.

Well informed (See Figure 4, page 20)
There were five questions/statements in the ‘Well Informed’ section of the survey: the positive percentage
score increased for none of the questions when compared with the 2014 results and three questions had
scores that decreased.
The following were answered less positively in 2015:




Q1‐1 I am kept well informed about what is happening in NHS Dumfries and Galloway (57% in 2015
compared with 60% in 2014);
Q 1‐3 When changes are made at work, I am clear how they will work out in practice (41% in 2015
compared with 43% in 2014); and
Q1‐5 I understand how my work fits into the overall aims of NHS Dumfries and Galloway (77% in
2015 compared with 79% in 2014).

The most positive perception in this section was for the statement: I am clear what my duties and
responsibilities are, with 84% of staff agreeing with the statement.

Appropriately trained and developed (See Figure 5, page 21)
The percentage of NHS Dumfries and Galloway staff indicating they have had a KSF development review,
performance review; appraisal, Personal Development Plan meeting or equivalent is 65%.
The sub‐questions then answered by staff who had a review showed an increase on two of the four
questions compared with the 2014 results:



Q2‐3 Did it help you agree clear objectives for your work? (68% in 2015 compared with 67% in 2014);
and
Q2‐4 Did you agree a Personal Development Plan (PDP) or equivalent? (84% in 2015 compared with
81% in 2014).

Two sub‐questions answered by staff showed a decrease compared with the 2014 results:



Q2‐2 Did it help you to improve how you do your job? (45% in 2015 compared with 46% in 2014); and
Q2‐5 Have you received, or expect to receive, the training that was identified in that plan? (75% in
2015 compared with 82% in 2014).

The most positive perception in this section was for the statement: Did you agree a Personal Development
Plan (PDP) or equivalent? (84%).

Involved in decisions (See Figure 6, page 22)
There were four questions/statements in the ‘Involved in Decisions’ section of the survey; all questions/
statements showed a decrease since 2014.
The following were answered less positively in 2015:





Q3‐1 Staff are always consulted about changes at work (29% in 2015 compared with 33% in 2014);
Q3‐2 I have sufficient opportunities to put forward new ideas or suggestions for improvement in my
workplace (55% in 2015 compared with 60% in 2014);
Q3‐3 I am confident my ideas or suggestions would be listened to (43% in 2015 compared with 45%
in 2014); and
Q3‐4 I have a choice in deciding what I do at work (39% in 2015 compared with 43% in 2014).

The most positive perception in this section was for the statement: I have sufficient opportunities to put
forward new ideas or suggestions for improvement in my workplace (55%).

NHSScotland Staff Survey 2015

Page 9

NHS Dumfries and Galloway Report

54

Treated fairly and consistently, with dignity and respect in an environment where diversity is
valued (See Figures 7 and 8, pages 23‐24)
There were five questions/statements in the ‘Treated Fairly and Consistently, with Dignity and Respect in
an Environment where Diversity is Valued’ section of the survey. The positive percentage score for all
questions/statements showed a decrease since 2014.
The following were answered less positively in 2015:






Q4‐1 My line manager encourages me at work (62% in 2015 compared with 65% in 2014);
Q4‐2 I get the help and support I need from colleagues (77% in 2015 compared with 78% in 2014);
Q4‐3 NHS Dumfries and Galloway acts fairly and offers equality of opportunity with regard to career
progression/promotion (61% in 2015 compared with 62% in 2014);
Q4‐4 During the past 12 months while working for NHS Dumfries and Galloway, have you
experienced unfair discrimination from your manager? (8% in 2015 compared with 5% in 2014); and
Q4‐5 During the past 12 months while working for NHS Dumfries and Galloway, have you
experienced unfair discrimination from other colleagues? (9% in 2015 compared with 7% in 2014).

Provided with a continuously improving and safe working environment promoting health and
wellbeing of staff, patients and the wider community (See Figures 9‐11, pages 25‐28)
There were eight questions/statements in this section of the survey; one question/statement showed an
increase and six decreased since 2014.
The following were answered more positively in 2015:


Q5‐5 During the last 12 months while working for NHS Dumfries and Galloway have you
experienced bullying/harassment from your manager? (8% in 2015 compared with 9% in 2014).

The following were answered less positively in 2015:







Q5‐1 I can meet all the conflicting demands on my time at work (44% in 2015 compared with 47% in
2014);
Q5‐2 There are enough staff for me to do my job properly (32% in 2015 compared with 34% in
2014);
Q5‐3 I believe it is safe to speak up and challenge the way things are done if I have concerns about
quality, negligence or wrongdoing by staff (57% in 2015 compared with 61% in 2014);
Q5‐4 Have you had any health and safety training paid for or provided by NHS Dumfries and
Galloway? E.g. Fire training, manual handling etc. (86% in 2015 compared with 91% in 2014);
Q5‐10 During the past 12 months while working for NHS Dumfries and Galloway, have you
experienced emotional/verbal abuse from patients/service users or other members of the public?
(35% in 2015 compared with 29% in 2014); and
Q5‐11 During the past 12 months while working for NHS Dumfries and Galloway, have you
experienced physical violence from patients/service users or other members of the public? (9% in
2015 compared with 8% in 2014).
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Overall experience of working for NHS Dumfries and Galloway (See Figure 12, pages 29‐30)
There were eight questions/statements in this section of the survey (including two additional national
questions included in the 2015 survey); the percentage score for one question/statement showed an
increase and five had decreased since 2014.
The following was answered more positively in 2015:


Q6‐3 I am happy to go the ‘extra mile’ at work when required (91% in 2015 compared with 90% in
2014).

The following were answered less positively in 2015:






Q6‐1 Care of patients/service users is NHS Dumfries and Galloway's top priority (69% in 2015
compared with 71% in 2014);
Q6‐2 I am able to do my job to a standard I am personally pleased with (67% in 2015 compared with
70% in 2014);
Q6‐4 I would recommend my workplace as a good place to work (59% in 2015 compared with 66%
in 2014);
Q6‐5 I still intend to be working with NHS Dumfries and Galloway in 12 months time (79% in 2015
compared with 80% in 2014); and
Q6‐6 I am satisfied with the sense of achievement I get from work (62% in 2015 compared with 67%
in 2014).

The most positive perception in this section was for the statement: I am happy to go the ‘extra mile’ at
work when required (91%).
Two additional national questions were included in the 2015 survey which match those used in the
NHSScotland iMatter survey. One of the questions i.e. I have confidence and trust in my direct line manager
was one of the most positive perceptions included in the survey in 2015 with 77% of staff agreeing with the
statement.

Additional questions for NHS Dumfries and Galloway (See Figure 13, page 31)
NHS Dumfries and Galloway had three additional questions in the 2015 staff survey.
Over half of respondents (53%) said they have all the information they currently need about the
development of the New Hospital, and the associated Clinical Change Programme, and they know where
they can access information on the major issues affecting the Board.
Some 47% of respondents said they have all the information they currently need about Health and
Social Care Integration.
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2.2

Most and least positive perceptions in NHS Dumfries and Galloway

This section summarises the most positive and most negative responses to the attitudinal questions in the
survey, as presented in Figure 2, page 13.
The six attitudinal questions answered most positively by NHS Dumfries and Galloway staff were:







Q6‐3 I am happy to go the ‘extra mile’ at work when required (91% agree);
Q1‐4 I am clear what my duties and responsibilities are (84%);
Q6‐5 I still intend to be working with NHS Dumfries and Galloway in 12 months time (79%);
Q4‐2 I get the help and support I need from colleagues (77%);
Q6‐7 I have confidence and trust in my direct line manager (77%); and
Q1‐5 I understand how my work fits into the overall aims of NHS Dumfries and Galloway (77%).

The five attitudinal questions answered least positively by NHS Dumfries and Galloway staff were:






2.3

Q3‐1 Staff are always consulted about changes at work (29%);
Q5‐2 There are enough staff for me to do my job properly (32%);
Q3‐4 I have a choice in deciding what I do at work (39%);
Q1‐3 When changes are made at work, I am clear how they will work out in practice (41%); and
Q3‐3 I am confident my ideas or suggestions would be listened to (43%).

Differences from NHSScotland 2015

This section summarises the differences in percentage point terms between NHS Dumfries and Galloway
responses and those from staff across NHSScotland, as presented in Figure 3b, page 15.
Out of the 31 top line questions included in the survey, NHS Dumfries and Galloway had 11 which were
more positive than the national score, five with no difference, and 15 questions answered less positively.
The top question answered more positively by NHS Dumfries and Galloway staff than the national score
was:


Q5‐4 Have you had any health and safety training paid for or provided by your Health Board? e.g.
fire training, manual handling etc. (7 percentage points).

The top question answered less positively by NHS Dumfries and Galloway staff than the national score was:


2.4

In the last 12 months, have you had a Knowledge and Skills Framework (KSF) development review,
performance review, appraisal, Personal Development Plan meeting or equivalent? (-9 percentage
points).

Statistically significant changes from 2014

The statistically significant differences in percentage point terms between NHS Dumfries and Galloway
responses for 2015 and 2014, as presented in Figure 3, page 14; show that for the 29 comparable top line
questions included in the survey, NHS Dumfries and Galloway had no statistically significant increases
compared to 2014, 25 with no statistically significant change and four statistically significant decreases.
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Figure
2 ‐ Percentage of positive responses to each attitudinal question in the NHS Dumfries & Galloway Staff
Survey 2015 (ordered from most to least positive result)
Diff from
% Change
from 2014 NHSScotland
2015
HB
Q6‐3 Happy to go the ‘extra mile’ at work when required

91%

Q1‐4 Clear what my duties and responsibilities are

84%

Q6‐5 Still intend to be working within Board in 12 mths time

79%

Q4‐2 I get the help and support I need from colleagues

77%

Q6‐7 I have confidence and trust in my direct line manager

77%

Q1‐5 Understand how work fits into overall aims of Board

77%

Q6‐1 Care of patients/service users is Board’s top priority

69%

Q6‐2 Able to do job to standard I'm personally pleased with

67%

+1

+2

0

‐1

‐1

+2

‐1

‐2
‐2

‐2

0

‐2

+2

‐3

0

Q6‐6 Satisfied with sense of achievement I get from work

62%

‐5

‐1

Q1‐2 Line manager communicates effectively with me

62%

0

‐1

Q4‐1 My line manager encourages me at work

62%

‐3

‐1

Q4‐3 Board acts fairly and offers equality of opportunity

61%

‐1

‐1

‐7

0

Q6‐4 Would recommend workplace as a good place to work

59%

Q1‐1 Kept well informed about what is happening in Board

57%

‐3

+2

Q5‐3 Safe to speak up and challenge way things are done

57%

‐4

+1

‐5

+2

Q3‐2 Sufficient opportunities to put forward new ideas

55%

Q6‐8 I feel senior managers responsible for the wider
organisation are sufficiently visible

54%

+1

Q5‐1 Can meet conflicting demands on time at work

44%

‐3

‐2

Q3‐3 Confident ideas or suggestions would be listened to

43%

‐2

+2

‐2

+1

‐4

‐1

‐2

‐1

‐4

+1

Q1‐3 When changes made, I'm clear how they'll work out

41%

Q3‐4 I have a choice in deciding what I do at work

39%

Q5‐2 Enough staff for me to do my job properly

32%

Q3‐1 Staff are always consulted about change at work

29%

% of positive responses
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Figure
3 ‐ Percentage change in positive responses to each question in the NHS Dumfries & Galloway Staff
Survey between 2015 and 2014 (ordered from most to least positive percentage change)
Significant
improvement

Significant
deterioration

Q6‐3 Happy to go the ‘extra mile’ at work when required

1%

1%

Q5‐5 Experienced bullying/harassment from your manager

1%

1%

Q1‐2 Line manager communicates effectively with me

0%

Q1‐4 Clear what my duties and responsibilities are

0%

Q5‐6 Experienced bullying/harassment from other colleagues

0%

Q4‐5 Experienced unfair discrimination from other colleagues

1% ‐1%

Q4‐2 I get the help and support I need from colleagues

1% ‐1%

Q4‐3 Board acts fairly and offers equality of opportunity

1% ‐1%

Q6‐5 Still intend to be working within Board in 12 mths time

1% ‐1%

Q5‐11 Experienced physical violence from patients/service users or
other members of the public

1% ‐1%

Q3‐3 Confident ideas or suggestions would be listened to

‐2%

Q5‐2 Enough staff for me to do my job properly

‐2%

Q1‐3 When changes made, I'm clear how they'll work out

‐2%

Q6‐1 Care of patients/service users is Board’s top priority

‐2%

Q1‐5 Understand how work fits into overall aims of Board

‐2%

Q1‐1 Kept well informed about what is happening in Board

‐3%

Q5‐1 Can meet conflicting demands on time at work

‐3%

Q6‐2 Able to do job to standard I'm personally pleased with

‐3%

Q4‐1 My line manager encourages me at work

‐3%

Q4‐4 Experienced unfair discrimination from your manager

‐3%

Q3‐1 Staff are always consulted about change at work

‐4%

Q3‐4 I have a choice in deciding what I do at work

‐4%

Q5‐3 Safe to speak up and challenge way things are done

‐4%

Q6‐6 Satisfied with sense of achievement I get from work

‐5%

Q3‐2 Sufficient opportunities to put forward new ideas

‐5%

Q2‐1 A Knowledge and Skills Framework (KSF) development review

‐5%

Q5‐4 Health and Safety training paid for or provided by NHS
Dumfries and Galloway

‐5%

Q5‐10 Experienced emotional/verbal abuse from patients/service
users or other members of the public
Q6‐4 Would recommend workplace as a good place to work

No significant
change

‐6%
‐7%

% change from 2014
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59 3b ‐ Percentage change in positive responses to each question in the NHS Dumfries & Galloway Staff
Survey 2015 compared with the NHSScotland National results. (ordered from most to least positive
percentage change)
Significant
improvement

Significant
deterioration

Q5‐4 Health and Safety training paid for or provided by NHS
Dumfries and Galloway

No significant
change

7%

Q3‐3 Confident ideas or suggestions would be listened to

2%

2%

Q6‐5 Still intend to be working within Board in 12 mths time

2%

2%

Q1‐1 Kept well informed about what is happening in Board

2%

2%

Q6‐3 Happy to go the ‘extra mile’ at work when required

2%

2%

Q3‐2 Sufficient opportunities to put forward new ideas

2%

2%

Q6‐1 Care of patients/service users is Board’s top priority

2%

2%

Q3‐1 Staff are always consulted about change at work

1% 1%

Q1‐3 When changes made, I'm clear how they'll work out

1% 1%

Q6‐8 I feel senior managers responsible for the wider
organisation are sufficiently visible

1% 1%

Q5‐3 Safe to speak up and challenge way things are done

1% 1%

Q1‐5 Understand how work fits into overall aims of Board

0%

Q4‐5 Experienced unfair discrimination from other colleagues

0%

Q6‐2 Able to do job to standard I'm personally pleased with

0%

Q6‐4 Would recommend workplace as a good place to work

0%

Q5‐5 Experienced bullying/harassment from your manager

0%

Q4‐1 My line manager encourages me at work

1% ‐1%

Q1‐4 Clear what my duties and responsibilities are

1% ‐1%

Q1‐2 Line manager communicates effectively with me

1% ‐1%

Q3‐4 I have a choice in deciding what I do at work

1% ‐1%

Q4‐3 Board acts fairly and offers equality of opportunity

1% ‐1%

Q4‐4 Experienced unfair discrimination from your manager

1% ‐1%

Q5‐2 Enough staff for me to do my job properly

1% ‐1%

Q5‐10 Experienced emotional/verbal abuse from
patients/service users or other members of the public

1% ‐1%

Q5‐11 Experienced physical violence from patients/service
users or other members of the public

1% ‐1%

Q6‐6 Satisfied with sense of achievement I get from work

1% ‐1%

Q4‐2 I get the help and support I need from colleagues

2% ‐2%

Q5‐6 Experienced bullying/harassment from other colleagues

2% ‐2%

Q6‐7 I have confidence and trust in my direct line manager

2% ‐2%

Q5‐1 Can meet conflicting demands on time at work

2% ‐2%

Q2‐1 A Knowledge and Skills Framework (KSF) development
review

‐9%

% change from NHSScotland 2015
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2.5

Identifying opportunity for improvement across NHS Dumfries and Galloway

This part of the report displays all primary questions in the survey compared to the results in 2014, but
excludes sub set or secondary questions. Table 1 (see page 18) contains the full question text; the 2015
percentage; the 2014 percentage; and the percentage change between the two years. (Due to rounding,
the percentage difference may appear to be 1 percentage point different to the figure that would be
obtained by simply comparing the rounded percentages for the two years).
Where questions are negatively worded the positive perception is shown to enable the ranked order to be
determined e.g. The results for the question: During the past 12 months while working for your health
board, have you experienced unfair discrimination from your manager? are displayed for those who said NO
to this question i.e. in the example below, 7% of staff said they felt they had experienced unfair
discrimination from their manager, therefore this is displayed as 93%. The text of these questions is
highlighted in grey in the table.
NHSScotland example:

The 2015 question results are in a descending ranked order i.e. the most positive responses appear at the
top of the list. The 2014 results are displayed alongside the 2015 rankings and both sets of results are
colour coded to help to identify areas of strength or improvement.
The cells containing questions results are colour coded Red, Amber or Green according to the percentage of
respondents giving a positive response:


GREEN indicates ‘strength’‐ agreement from 65% or more of staff



AMBER indicates ‘opportunities for improvement’ ‐ agreement from between 41% and 64%



RED indicates ‘areas for improvement’ ‐ agreement from 40% or fewer staff.

The parameters for the ‘red’, ‘amber’ and ‘green’ colour coding have been set by Capita for this survey in
line with the parameters used in analysis of the results of other public sector staff surveys. When using a
5‐point scale the cut‐off for ‘areas of strength’ is usually questions or statements generating an average
score of over 4.00 on a scale of 1 to 5. Analysis of the national survey data informed the conversion of the
threshold for ‘areas of strength’ to questions or statements where 65% or more strongly agree or agree.
Similarly, the cut‐off for ‘areas for improvement’ is usually questions or statements generating a score
below 3.00 (mid‐point on the scale from 1 to 5) and this is converted into 40% or fewer staff agreeing.
The red/amber/green colour coding is designed to act as a guide to interpreting the results and to help to
identify areas of strength and areas that present opportunities for improvement.
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The coloured text in the third column highlights where there has been a change in perception between the
years. The summary table of improvements, no significant change or deteriorations between the years
shown below is shown at the top of each page.
NHS Dumfries and Galloway statistically significant differences:
Statistically significant improvements:
No statistically significant change (NSC):
Statistically significant deteriorations:

0
25
4

Only statistically significant differences are presented in green or red font. Where a zero or a small, but not
statistically significant change, has occurred the percentage agreeing, NSC (no significant change) is shown
in amber font.
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Table
62 1 shows the percentage of respondents who gave positive responses to the question
Responses to negatively‐phrased questions (highlighted in grey) have been treated in reverse to allow direct comparison with positively‐worded
questions. e.g. ‘Q4‐5 During the past 12 months while working for my health board, have you experienced unfair discrimination from other
colleagues?’, the percentage stated represents the respondents who said ‘No’ to that question (i.e. gave the positive response).
65% or higher ‐ Strength
41% ‐ 64% ‐ Opportunity for improvement
40% or lower ‐ Needs improvement

Statistically significant improvements:
No statistically significant change (NSC):
Statistically significant deteriorations:
Total number of responses:

1755

2015
%

Question

0
25
4

1612

Diff
SS
+/‐
2014
%

Q5‐5 During the last 12 months while working for NHS Dumfries and Galloway have you experienced bullying/harassment from your
manager? ('No', or positive response used in calculation)

92

91

NSC

Q4‐4 During the past 12 months while working for NHS Dumfries and Galloway, have you experienced unfair discrimination from your
manager? ('No', or positive response used in calculation)

92

95

NSC

Q4‐5 During the past 12 months while working for NHS Dumfries and Galloway, have you experienced unfair discrimination from other
colleagues? ('No', or positive response used in calculation)

92

93

NSC

Q5‐11 During the past 12 months while working for NHS Dumfries and Galloway, have you experienced physical violence from
patients/service users or other members of the public? ('No', or positive response used in calculation)

91

92

NSC

Q6‐3 I am happy to go the ‘extra mile’ at work when required

91

90

NSC

Q5‐4 Have you had any health and safety training paid for or provided by NHS Dumfries and Galloway? E.g. Fire training, manual
handling etc.

86

91

‐5

Q5‐6 During the past 12 months while working for NHS Dumfries and Galloway, have you experienced bullying/harassment from other
colleagues? ('No', or positive response used in calculation)

85

85

NSC

Q1‐4 I am clear what my duties and responsibilities are

84

84

NSC

Q6‐5 I still intend to be working with NHS Dumfries and Galloway in 12 months time

79

80

NSC

Q1‐5 I understand how my work fits into the overall aims of NHS Dumfries and Galloway

77

79

NSC

Q6‐7 I have confidence and trust in my direct line manager

77

Q4‐2 I get the help and support I need from colleagues

77

78

NSC

Q6‐1 Care of patients/service users is NHS Dumfries and Galloway's top priority

69

71

NSC

Q6‐2 I am able to do my job to a standard I am personally pleased with

67

70

NSC

Q5‐10 During the past 12 months while working for NHS Dumfries and Galloway, have you experienced emotional/verbal abuse from
patients/service users or other members of the public? ('No', or positive response used in calculation)

65

71

‐6

Q2‐1 In the last 12 months, have you had a Knowledge and Skills Framework (KSF) development review, performance review,
appraisal, Personal Development Plan meeting or equivalent?

65

70

‐5

Q1‐2 My line manager communicates effectively with me

62

62

NSC

Q6‐6 I am satisfied with the sense of achievement I get from work

62

67

NSC

Q4‐1 My line manager encourages me at work

62

65

NSC

Q4‐3 NHS Dumfries and Galloway acts fairly and offers equality of opportunity with regard to career progression/promotion

61

62

NSC

NHSScotland Staff Survey 2015
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Table
63 1 shows the percentage of respondents who gave positive responses to the question
Responses to negatively‐phrased questions (highlighted in grey) have been treated in reverse to allow direct comparison with positively‐worded
questions. e.g. ‘Q4‐5 During the past 12 months while working for my health board, have you experienced unfair discrimination from other
colleagues?’, the percentage stated represents the respondents who said ‘No’ to that question (i.e. gave the positive response).
65% or higher ‐ Strength
41% ‐ 64% ‐ Opportunity for improvement
40% or lower ‐ Needs improvement

Statistically significant improvements:
No statistically significant change (NSC):
Statistically significant deteriorations:
Total number of responses:

1755

2015
%

Question

0
25
4

1612

Diff
SS
+/‐
2014
%

Q6‐4 I would recommend my workplace as a good place to work

59

66

‐7

Q5‐3 I believe it is safe to speak up and challenge the way things are done if I have concerns about quality, negligence or wrongdoing
by staff

57

61

NSC

Q1‐1 I am kept well informed about what is happening in NHS Dumfries and Galloway

57

60

NSC

Q3‐2 I have sufficient opportunities to put forward new ideas or suggestions for improvement in my workplace

55

60

NSC

Q6‐8 I feel senior managers responsible for the wider organisation are sufficiently visible

54

Q5‐1 I can meet all the conflicting demands on my time at work

44

47

NSC

Q3‐3 I am confident my ideas or suggestions would be listened to

43

45

NSC

Q1‐3 When changes are made at work, I am clear how they will work out in practice

41

43

NSC

Q3‐4 I have a choice in deciding what I do at work

39

43

NSC

Q5‐2 There are enough staff for me to do my job properly

32

34

NSC

Q3‐1 Staff are always consulted about changes at work

29

33

NSC

66

69

‐3

Averages:
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Figure 4 ‐ Well Informed
64

Q1‐1 I am kept well informed about what is happening in NHS Dumfries
and Galloway
8

50

25

14

43

18

14

% Strongly
Agree

34

% Agree

31

22

% Neutral

37

14

Change
from 2014
0%

Total
Responses:
1738

Positive %
41

Change
from 2014
‐2 %

Total
Responses:
1739

Positive %
84

Change
from 2014
0%

Total
Responses:
1736

Positive %
77

Change
from 2014
‐2 %

2
0

Q1‐5 I understand how my work fits into the overall aims of NHS Dumfries
and Galloway
37

Positive %
62

% Strongly
Disagree

Q1‐4 I am clear what my duties and responsibilities are

40

Total
Responses:
1740

6

% Disagree

47

Change
from 2014
‐3 %

6

Q1‐3 When changes are made at work, I am clear how they will work out
in practice
7

Positive %
57

4

Q1‐2 My line manager communicates effectively with me

19

Total
Responses:
1743

19

3
1

% Always

% Often

% Sometimes

% Seldom

% Never

Percentages may not add up to 100% due to rounding
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Figure 5 ‐ Appropriately Trained and Developed
65

Q2‐1 In the last 12 months, have you had a Knowledge and Skills
Framework (KSF) development review, performance review, appraisal,
Personal Development Plan meeting or equivalent?
65

Positive %
65

Change
from 2014
‐5 %

Total
Responses:
1121

Positive %
45

Change
from 2014
‐1 %

Total
Responses:
1120

Positive %
68

Change
from 2014
+1%

Total
Responses:
1121

Positive %
84

Change
from 2014
+3%

Total
Responses:
913

Positive %
75

Change
from 2014
‐7 %

35

Q2‐2 Did it help you to improve how you do your job? (based on the
number of respondents answering 'Yes' to all types of review/appraisal in
Q2‐1)
45

55

Q2‐3 Did it help you agree clear objectives for your work? (based on the
number of respondents answering 'Yes' to all types of review/appraisal in
Q2‐1)
68

32

Q2‐4 Did you agree a Personal Development Plan (PDP) or equivalent?
(based on the number of respondents answering 'Yes' to all types of
review/appraisal in Q2‐1)
84

16

Q2‐5 Have you received, or expect to receive, the training that was
identified in that plan? (based on the number of respondents answering
'Yes' to Q2‐4)
75

% Yes

Total
Responses:
1744

25

% No

Percentages may not add up to 100% due to rounding
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Figure 6 ‐ Involved in Decisions
66

Q3‐1 Staff are always consulted about changes at work

4

25

27

31

43

25

13

% Strongly
Agree

33

% Agree

30

% Neutral

18

% Always

32

% Often

Positive %
55

Change
from 2014
‐5 %

Total
Responses:
1740

Positive %
43

Change
from 2014
‐2 %

Total
Responses:
1743

Positive %
39

Change
from 2014
‐4 %

% Strongly
Disagree

% Disagree

38

% Sometimes

Total
Responses:
1745

10

Q3‐4 I have a choice in deciding what I do at work

8

Change
from 2014
‐4 %

6

Q3‐3 I am confident my ideas or suggestions would be listened to

10

Positive %
29

12

Q3‐2 I have sufficient opportunities to put forward new ideas or
suggestions for improvement in my workplace
12

Total
Responses:
1747

15

% Seldom

7

% Never

Percentages may not add up to 100% due to rounding
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Figure 7 ‐ Treated Fairly and Consistently, with Dignity and Respect in an Environment where Diversity is
67
Valued

Q4‐1 My line manager encourages me at work

24

38

22

10

48

16

% Strongly
Agree

42

% Agree

27

% Neutral

% Disagree

Change
from 2014
‐3 %

Total
Responses:
1748

Positive %
77

Change
from 2014
‐1 %

Total
Responses:
1735

Positive %
61

Change
from 2014
‐1 %

5 2

Q4‐3 NHS Dumfries and Galloway acts fairly and offers equality of
opportunity with regard to career progression/promotion
19

Positive %
62

6

Q4‐2 I get the help and support I need from colleagues

29

Total
Responses:
1741

7

4

% Strongly
Disagree

Percentages may not add up to 100% due to rounding
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Figure 8 ‐ Responses Relating to Unfair Discrimination
68

Q4‐4 During the past 12 months while working for NHS Dumfries and
Galloway, have you experienced unfair discrimination from your manager?
8

Total
Responses:
1739

Positive %
92

Change
from 2014
‐3 %

Total
Responses:
1731

Positive %
92

Change
from 2014
‐1 %

Total
Responses:
222

Positive %
29

Change
from 2014
‐3 %

Total
Responses:
63

Positive %
25

Change
from 2014
‐14 %

92

Q4‐5 During the past 12 months while working for NHS Dumfries and
Galloway, have you experienced unfair discrimination from other
colleagues?
9

92

% Yes

% No

Q4‐6 Did you report the unfair discrimination you experienced? (based on
the number of respondents answering 'Yes' to Q4‐4 or Q4‐5)
29

71

Q4‐7 Were you satisfied with the response you received? (based on the
number of respondents answering 'Yes' to Q4‐6)
25

75

% Yes

% No

Q4‐8 I did not report the discrimination because... (based on the number
of respondents answering 'No' to Q4‐6)
(a) ...I felt nothing would happen
(b) ...I was unaware of how to report it
(c) ...I thought it would take too much time to report it

89
24
33

(d) ...I feared what would happen if I did report it

78

(e) ...I thought it would take too long for anything to be done about it

55

(f) ...I was concerned about confidentiality

78
Agree %

Percentages may not add up to 100% due to rounding
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Figure 9 ‐ Provided with a Continuously Improving and Safe Working Environment Promoting the Health and
69
Wellbeing
of Staff, Patients and the Wider Community

Q5‐1 I can meet all the conflicting demands on my time at work

7

36

24

24

28

21

32

% Strongly
Agree

45

% Agree

21

% Neutral

Change
from 2014
‐3 %

Total
Responses:
1749

Positive %
32

Change
from 2014
‐2 %

Total
Responses:
1743

Positive %
57

Change
from 2014
‐4 %

15

Q5‐3 I believe it is safe to speak up and challenge the way things are done
if I have concerns about quality, negligence or wrongdoing by staff
12

Positive %
44

9

Q5‐2 There are enough staff for me to do my job properly

3

Total
Responses:
1751

14

% Disagree

8

% Strongly
Disagree

Percentages may not add up to 100% due to rounding
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Figure 9 continued ‐ Provided with a Continuously Improving and Safe Working Environment Promoting the
70 and Wellbeing of Staff, Patients and the Wider Community
Health

Q5‐4

Have you had any health and safety training paid for or provided by NHS Dumfries and Galloway?
E.g. Fire training, manual handling etc.
Yes, in the last 12 months

77

Yes, more than 12 months ago

9

No

10

Not applicable to me 4
%

Percentages may not add up to 100% due to rounding
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Figure 10 ‐ Provided with a Continuously Improving and Safe Working Environment Promoting the Health and
71
Wellbeing
of Staff, Patients and the Wider Community

Q5‐5 During the last 12 months while working for NHS Dumfries and
Galloway have you experienced bullying/harassment from your manager?
8

Total
Responses:
1735

Positive %
92

Change
from 2014
+1%

Total
Responses:
1730

Positive %
85

Change
from 2014
0%

Total
Responses:
336

Positive %
37

Change
from 2014
+1%

Total
Responses:
122

Positive %
34

Change
from 2014
‐4 %

92

Q5‐6 During the past 12 months while working for NHS Dumfries and
Galloway, have you experienced bullying/harassment from other
colleagues?
15

85

% Yes

% No

Q5‐7 Did you report the bullying/harassment you experienced? (based on
the number of respondents answering 'Yes' to Q5‐5 or Q5‐6)
37

63

Q5‐8 Were you satisfied with the response you received? (based on the
number of respondents answering 'Yes' to Q5‐7)
34

66

% Yes

% No

Q5‐9 I did not report the bullying/harassment because... (based on the
number of respondents answering 'No' to Q5‐7)
(a) ...I felt nothing would happen
(b) ...I was unaware of how to report it
(c) ...I thought it would take too much time to report it

88
19
30

(d) ...I feared what would happen if I did report it

80

(e) ...I thought it would take too long for anything to be done about it

47

(f) ...I was concerned about confidentiality

79
Agree %

Percentages may not add up to 100% due to rounding
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Figure 11 ‐ Provided with a Continuously Improving and Safe Working Environment Promoting the Health and
72
Wellbeing
of Staff, Patients and the Wider Community

Q5‐10 During the past 12 months while working for NHS Dumfries and
Galloway, have you experienced emotional/verbal abuse from
patients/service users or other members of the public?
35

Total
Responses:
1748

Positive %
65

Change
from 2014
‐6 %

Total
Responses:
1742

Positive %
91

Change
from 2014
‐1 %

Total
Responses:
610

Positive %
95

Change
from 2014
+5%

Total
Responses:
606

Positive %
50

Change
from 2014
‐3 %

Total
Responses:
297

Positive %
77

Change
from 2014
+7%

65

Q5‐11 During the past 12 months while working for NHS Dumfries and
Galloway, have you experienced physical violence from patients/service
users or other members of the public?
9

91

Q5‐12 Was it discriminatory in nature? (based on the number of
respondents answering 'Yes' to Q5‐10 or Q5‐11)
5

95

% Yes

% No

Q5‐13 Did you report the emotional/verbal abuse or physical violence you
experienced? (based on the number of respondents answering 'Yes' to Q5‐
10 or Q5‐11)
50

50

Q5‐14 Were you satisfied with the response you received? (based on the
number of respondents answering 'Yes' to Q5‐13)
77

% Yes

23

% No

Q5‐15 I did not report the emotional/verbal abuse or physical violence
because... (based on the number of respondents answering 'No' to Q5‐13)
(a) ...I felt nothing would happen
(b) ...I was unaware of how to report it

54
9

(c) ...I thought it would take too much time to report it
(d) ...I feared what would happen if I did report it
(e) ...I thought it would take too long for anything to be done about it
(f) ...I was concerned about confidentiality

29
15
27
22
Agree %

Percentages may not add up to 100% due to rounding
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Figure 12 ‐ General ‐ Overall Experience of Working in NHS Dumfries and Galloway
73

Q6‐1 Care of patients/service users is NHS Dumfries and Galloway's top
priority
23

46

18

10

49

16

14

45

40

27

10

43

14

% Strongly
Agree

43

% Agree

23

% Neutral

Change
from 2014
‐3 %

Total
Responses:
1730

Positive %
91

Change
from 2014
+1%

Total
Responses:
1730

Positive %
59

Change
from 2014
‐7 %

Total
Responses:
1731

Positive %
79

Change
from 2014
‐1 %

Total
Responses:
1725

Positive %
62

Change
from 2014
‐5 %

4 3

Q6‐6 I am satisfied with the sense of achievement I get from work

18

Positive %
67

4

Q6‐5 I still intend to be working with NHS Dumfries and Galloway in 12
months time
36

Total
Responses:
1732

7 2
1

Q6‐4 I would recommend my workplace as a good place to work

19

Change
from 2014
‐2 %

4

Q6‐3 I am happy to go the ‘extra mile’ at work when required

45

Positive %
69

3

Q6‐2 I am able to do my job to a standard I am personally pleased with

18

Total
Responses:
1719

% Disagree

11

5

% Strongly
Disagree

Percentages may not add up to 100% due to rounding
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Figure 12 ‐ General ‐ Overall Experience of Working in NHSScotland
74

Q6‐7 I have confidence and trust in my direct line manager

24

34

19

9

7

% Strongly
Agree

24

% Agree

23

% Slightly Agree

18

17

% Slightly
Disagree

Positive %
77

Total
Responses:
1726

Positive %
54

7

Q6‐8 I feel senior managers responsible for the wider organisation are
sufficiently visible
7

Total
Responses:
1732

11

% Disagree

% Strongly
Disagree

Percentages may not add up to 100% due to rounding
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Figure 13 ‐ NHS Dumfries and Galloway local Questions
75

Q10‐1 I have all the information I currently need about the development
of our New Hospital, and the associated Clinical Change Programme
7

46

29

13

41

33

16

% Strongly
Agree

46

% Agree

28

% Neutral

16

% Disagree

Total
Responses:
1731

Positive %
47

Total
Responses:
1721

Positive %
53

5

Q10‐3 I know where I can access information on the major issues affecting
the Board
6

Positive %
53

4

Q10‐2 I have all the information I currently need about Health and Social
Care Integration
5

Total
Responses:
1739

3

% Strongly
Disagree

Percentages may not add up to 100% due to rounding
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76

3 Participant profile
This section provides a ‘Sample Profile’ detailing the employment and socio‐demographic characteristics of
the staff who responded to the survey, presented in chart format.
It was not possible to calculate accurate response rates for individual staff groups as some of the staff
group categories used within the survey do not map directly to the SWISS (Scottish Workforce Information
Standard System) categories that the staffing figures for NHSScotland are based on.
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Figure 14 ‐ Participant Profile ‐ Staff Group
77

Q7‐1

To which staff group do you belong?

Administrative and Clerical (e.g. records staff, clerical services,
information, finance, HR, other corporate services and central
functions etc.)

26

Doctors in Training

1

Executive Grades/Senior Managers

2

Health Promotion

2

Medical/Dental

7

Medical/Dental Support Group (including dental nursing,
hygienist etc.)

1

Other Therapeutic Staff (psychology, counselling, optometry
etc.)

1

Pharmacy (including pharmacy technicians)

1

Salaried General Dental Practitioner

<1

Salaried General Practitioner

<1

Allied Health Profession Staff (Physiotherapy, occupational
therapy, radiography, dietetics, speech and language therapy,
clinical etc.) ‐ Qualified/Registered

10

Allied Health Profession Staff (Physiotherapy, occupational
therapy, radiography, dietetics, speech and language therapy,
clinical etc.) ‐ Support/Helpers/Instructors etc

2

Healthcare Science/Scientific and Technical Staff (including 3
BMS, clinical sciences/physiology etc.) ‐ Qualified/Registered
Healthcare Science/Scientific and Technical Staff (including
BMS, clinical sciences/physiology etc.) ‐ Support
Nursing/Midwifery Staff ‐ Auxiliary/Support (including
auxiliaries, HCAs, students, nursery nurse)
Nursing/Midwifery Staff ‐ Nurse Bank

1
7
<1

Nursing/Midwifery Staff ‐ Registered Nurse/Midwife

25

Nursing/Midwifery Staff ‐ Ward Manager/Senior Charge Nurse 4
Personal and Social Care ‐ Registered Social Worker

<1

Personal and Social Care ‐ Social Care Support Staff

<1

Personal and Social Care ‐ Other (other community care
worker, chaplain etc.)

<1

Support Service ‐ Maintenance/Estates

1

Support Service ‐ Other Support Services (domestic, catering,
portering, hotel services/transport/laundry/sterile services
etc.)

2

Other 3
%

Percentages may not add up to 100% due to rounding
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Figure 14a ‐ Participant Profile ‐ Contract Type & Length of Service
78

Q8‐1

Do you work at NHS Dumfries and Galloway?
Full Time

53

Part Time

35

Full Time (shift worker) 4
Part Time (shift worker)

6

Sessional

1

Prefer not to answer

2
%

Q8‐2

How long have you worked in the NHS in Scotland?
Less than 1 year

5

More than 1 year but less than 2 years

5

More than 2 years but less than 5 years

10

More than 5 years but less than 10 years

18

More than 10 years but less than 20 years

27

More than 20 years but less than 30 years

20

More than 30 years but less than 40 years

10

More than 40 years

1

Prefer not to answer

2
%

Percentages may not add up to 100% due to rounding
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Figure 14b ‐ Participant Profile ‐ Gender, Gender Reassignment, Age Group & Sexuality
79

Q8‐3

Are you:
Male

16

Female
Prefer not to answer

77
7
%

Q8‐4

Have you undergone, are you undergoing or do you intend to undergo gender reassignment?
Yes

<1

No
Prefer not to answer

95
5
%

Q8‐5

What was your age last birthday?
16 ‐ 20 years

1

21 ‐ 30 years

11

31 ‐ 40 years

16

41 ‐ 50 years

30

51 ‐ 65 years

33

Over 65 years
Prefer not to answer

1
9
%

Q8‐6

Which of the following options best describes how you think of yourself?
Bisexual

1

Gay/Lesbian

1

Heterosexual

87

Other

1

Prefer not to answer

10
%

Percentages may not add up to 100% due to rounding
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Figure 14c ‐ Participant Profile ‐ Religion
80

Q8‐7

Which religion, religious denomination or body do you belong to?
Buddhist

1

Church of Scotland

37

Hindu

<1

Muslim

1

Pagan

<1

Other Christian

9

Roman Catholic
Sikh

7
<1

None

32

Other

2

Prefer not to answer

12
%

Percentages may not add up to 100% due to rounding
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Figure 14d ‐ Participant Profile ‐ Ethnicity
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Q8‐8

Which best describes your ethnic group or background?
White ‐ Gypsy/Traveller

<1

White ‐ Irish

1

White ‐ Polish

<1

White ‐ Other British

16

White ‐ Scottish

73

White ‐ Other white ethnic group

2

Mixed or Multiple Ethnic Groups ‐ Any mixed or multiple
ethnic group

<1

Asian, Asian Scottish or Asian British ‐ Chinese, Chinese
Scottish or Chinese British

<1

Asian, Asian Scottish or Asian British ‐ Indian, Indian Scottish
or Indian British

1

Asian, Asian Scottish or Asian British ‐ Pakistani, Pakistani
Scottish or Pakistani British

<1

Asian, Asian Scottish or Asian British ‐ Other

<1

African ‐ African, African Scottish or African British

<1

Caribbean or Black ‐ Caribbean, Caribbean Scottish or
Caribbean British

<1

Other Ethnic Group ‐ Arab, Arab Scottish or Arab British

<1

Other Ethnic Group ‐ Other

<1

Prefer not to answer

5
%

Percentages may not add up to 100% due to rounding
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Figure 14e ‐ Participant Profile ‐ Caring Responsibilities & Disability
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Q8‐9

Do you have day to day caring responsibilities for dependent children or disabled/sick/elderly
people outside of work?
Yes

39

No
Prefer not to answer

56
5
%

Q8‐10

Do you consider yourself to be disabled within the definition of the Equality Act 2010?
Yes

2

No

93

Prefer not to say 4
%

Percentages may not add up to 100% due to rounding
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Figure 14f ‐ Participant Profile ‐ Area of Work
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Q9‐1

Which directorate do you mainly work in?
Acute and Diagnostic ‐ Administration

8

Acute and Diagnostic ‐ Blood Sciences

1

Acute and Diagnostic ‐ Cellular Sciences

1

Acute and Diagnostic ‐ Healthcare Support Worker 4
Acute and Diagnostic ‐ Medical

5

Acute and Diagnostic ‐ Nursing Trained

12

Acute and Diagnostic ‐ Radiology/ECG

2

Acute and Diagnostic ‐ Other 3
Corporate Services ‐ Dental

1

Corporate Services ‐ Finance 3
Corporate Services ‐ IT

1

Corporate Services ‐ Pharmacy

<1

Corporate Services ‐ Primary Care

1

Corporate Services ‐ Workforce/Occupational Health 3
Corporate Services ‐ Other

2

Mental Health ‐ Community Mental Health Nursing 3
Mental Health ‐ Darataigh

<1

Mental Health ‐ Medical

<1

Mental Health ‐ Midpark 4
Mental Health ‐ Other 4
Operational Services ‐ Catering

1

Operational Services ‐ Domestics

1

Operational Services ‐ Estates

1

Operational Services ‐ Other

1

Primary and Community Care Directorate ‐ Administration 4
Primary and Community Care Directorate ‐ AHP

5

Primary and Community Care Directorate ‐ Community Nursing 3
Primary and Community Care Directorate ‐ Cottage Hospitals

2

Primary and Community Care Directorate ‐ Galloway
Community Hospital

1

Primary and Community Care Directorate ‐ Locality ‐
Community Nurse

1

Primary and Community Care Directorate ‐ Locality ‐ Other

1

Primary and Community Care Directorate ‐ Management

1

Primary and Community Care Directorate ‐ Medical

1

Primary and Community Care Directorate ‐ Out of Hours

<1

Percentages may not add up to 100% due to rounding
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Figure 14f ‐ Participant Profile ‐ Area of Work
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Q9‐1

Which directorate do you mainly work in?
Primary and Community Care Directorate ‐ Other

1

Public Health (Corporate) ‐ Public Health (Corporate) 3
Women and Children ‐ Acorn House

<1

Women and Children ‐ Administration

1

Women and Children ‐ CAHMS

1

Women and Children ‐ Child Development Service

1

Women and Children ‐ Cresswell/Clenoch 4
Women and Children ‐ Health Visiting/School Nursing

2

Women and Children ‐ Medical

<1

Women and Children ‐ Sexual Health

1

Women and Children ‐ Ward 15

1

Women and Children ‐ Other

1
%

Percentages may not add up to 100% due to rounding
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NHSScotland Staff Survey 2015 Appendices to NHS Board Report
The NHSScotland Staff Survey 2015 was launched on 10th August 2015 and closed at 17:00 on 23rd
September 2015. Building on the work of previous staff surveys (2006, 2008, 2010, 2013 and 2014), the
survey gave all NHSScotland staff the opportunity to provide feedback on their experience of working for
the organisation.
The survey was multi‐mode and gave staff the opportunity to contribute their views either on‐line, over the
telephone or by postal questionnaire.
The results of the survey are intended to be used to identify areas where things are going well, but also to
highlight potential areas for improvement. The findings can also be used to monitor trends over time and to
assess organisational performance against the five key elements of the NHSScotland Staff Governance
Standard.

Introduction
The Appendices Report accompanies the NHS Board Report, and is designed to assist readers in
understanding and interpreting the survey results.
This report contains a number of appendices which provide further supporting information to help you to
make sense of the survey results, the appendices are:
Appendix A: This Guide is designed to help NHS Boards get the most out of their individual Board Reports.
It is intended to assist readers in understanding and interpreting the survey results. The Guide describes
the types of questions included in the survey, the way the results were calculated and important points and
caveats the reader should be aware of when using and interpreting the findings.
The Guide also provides some suggestions about how the findings can be used to identify opportunities for
improvement at a local level and how to take this knowledge forward to create an Action Plan to drive
improvement.
Appendix B: Comprises a series of tables showing the percentage of positive and the percentage of
negative responses received for each question, in 2014 and 2015. The column on the right of the table
uses a colour coding system to show whether the differences between the positive responses in 2014 and
2015 were statistically significant improvements (green), statistically significant deteriorations (red) or not
statistically different from each other (grey).
Appendix C: Comprises of a series of tables showing the percentage of positive responses received for
each question, by each NHS Board in NHSScotland. For ease of reading, Boards have been grouped into
three categories: Mainland Boards, Island Boards and National Bodies / Special Boards.
Appendix D: Comprises of a series of tables showing the percentage of positive responses received for
each question, by each staff group within your Board. In order to preserve anonymity results for sub‐
groups comprising fewer than ten respondents are not shown (the total number of responses is shown as
<10 and the results column is left blank). Responses from these staff groups have been included in the
overall results.
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Appendix A: Background
1

Types of survey questions

There were various types of questions used in the NHSScotland 2015 Staff Survey questionnaire. This
section describes the types of questions that were included and highlights any important information that
the reader should be aware of in relation to each question type.
1.1 ‘Top‐level’ and ‘sub’ questions
‘Top‐level’ questions are defined as questions to which all respondents were expected to provide an
answer.
Example:
Q5‐5 During the past 12 months while working for your health board have you experienced
bullying/harassment from your manager?
‘Sub‐questions’ are questions that respondents were expected to answer only where relevant to a previous
response.
Example:
Q5‐6 Did you report the bullying / harassment you experienced?
Note that the number of responses received for sub‐questions will always be much lower than that
received for top‐level questions as only a sub‐set of respondents will have provided an answer to each sub‐
question.
1.2 Attitudinal questions on a five point scale
Many of the survey questions were designed to capture the views of respondents in relation to a particular
statement. These questions were all phrased positively and invited participants to respond on a scale
between one and five, one being the most positive response and five being the least positive.
Example:
To what extent do you agree or disagree with
the following statements?
Q5‐1 Care of patients/service users is [Health
Board]’s top priority

Strongly
Agree

Agree

Neutral

Disagree

Strongly
Disagree

1

2

3

4

5

1.3 Attitudinal questions on a six point scale
Two additional questions have been included in 2015 with a six point scale. These questions have been
taken directly from iMatter which will allow for some national benchmarking across NHS Boards. These are:
‘Q7 I have confidence and trust in my direct line manager’
‘Q8 I feel senior managers responsible for the wider organisation are sufficiently visible’
These questions, similar to the five point scale, were phrased positively and invited participants to respond
on a scale between one and six, one being the most positive response and six being the least positive.
Example:
To what extent do you agree or disagree Strongly
with the following statements?
Agree
I
have
confidence
and
trust
in
my
Q6‐7
1
direct line manager

NHSScotland Staff Survey 2015
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Slightly
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2

3
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Slightly
Strongly
Disagree Disagree Disagree
4

5
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As with previous surveys, the main unit of measurement is the percentage of staff who answered positively
to each question. For example, for questions where respondents were asked to indicate their level of
agreement or disagreement, responses of strongly agree and agree were considered positive. Full details of
the response categories are shown below:

For each attitudinal question, the percentage of respondents who selected each response option is
reported along with the total percentage of positive responses. Note that it is important to look at these
detailed results, across all the response categories, when interpreting the survey findings.
1.4 Non‐scale questions
There were a number of non‐scale questions in the survey where respondents were invited to respond
either ‘Yes’ or ‘No’. Where the question was positive, ‘Yes’ was considered to be a positive response.
Example:
Q2‐4 Did you agree a Personal Development Plan (PDP) or equivalent?
Please note that there were seven questions in the survey where the question was negative (Q4‐4, Q4‐5,
Q5‐5, Q5‐6, Q5‐10, Q5‐11 and Q5‐12). For these questions, ‘No’ was considered to be a positive response.
Example:
Q5‐5 During the past 12 months while working for your health board have you experienced
bullying/harassment from your manager?
There were two non‐scale questions in the survey (Q2‐1 and Q5‐4) where there was more than one positive
response option. In these cases, both positive responses were considered to be equally positive.
Example:
In the last 12 months, have you had a Knowledge and Skills Framework (KSF) development review,
2.1
performance review, appraisal, Personal Development Plan meeting or equivalent?
1

No

If No, please go to
QUESTION BLOCK 3

3 Yes, other type of performance review,
appraisal, Personal Development Plan
meeting or equivalent

2 Yes, KSF development review

NHSScotland Staff Survey 2015
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2

Calculation and reporting of results

This section describes how the results in the NHS Board Reports were calculated.
2.1 Percentage of positive responses
As with previous surveys, the key unit of measurement provided throughout the report is the percentage of
staff who responded ‘positively’ to each question.
For each question, the percentage of positive responses was calculated according to the number of
respondents who provided a valid answer to that question. Respondents who did not provide a valid
answer were excluded (e.g. no answer given, multiple answers on a paper questionnaire where a single a
response is required, illegible written marks).
Example:
Total Number of
Responses

Number of Valid
Responses

1,023

Number of Positive
Responses

1,000

800

% of Positive
Responses
80%

The total number of valid responses received for each question is shown in the report.
For ease of reading, all percentages are reported to the nearest whole number. Please note that all
reported differences between results are based on rounded results.
Example:
2015 Result
(unrounded)
80.3

2014 Result
(unrounded)

2015 Result
(reported)

2014 Result
(reported)

Difference
(reported)

80.6

80

81

‐1%

Rounding percentages to the nearest whole number occasionally results in total percentages that do not
add up to exactly 100% (in some charts / tables percentages may total 99% or 101%).
In order to ensure maximum accuracy, all formal statistical testing was performed on unrounded results.
2.2 Protecting the anonymity of respondents
The survey asked respondents to provide information relating to their employment (e.g. staff group,
working pattern) and socio‐demographic profile (e.g. age, gender, ethnicity). This information has been
used to present the results for different groups of staff in the appendices of the report. The purpose of
these appendices is to help highlight any variation in response amongst staff groups.
In order to preserve anonymity, sub‐groups of staff comprising of fewer than ten respondents have not
been reported separately, however their responses have been included in overall NHSScotland and NHS
Board results.
Where possible, small staff groups were amalgamated. For example, there were very few respondents who
selected Student/Trainee as their staff group, therefore for the purposes of reporting this group has been
merged with the ‘other’ staff group.

NHSScotland Staff Survey 2015
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3

Guide to the NHS Board Report

The survey questionnaire was structured around the five key elements of the NHSScotland Staff Governance
Standard.
The Staff Governance Standard requires all Boards to demonstrate that staff are:
1.
2.
3.
4.
5.

Well Informed
Appropriately Trained and Developed
Involved in Decisions
Treated Fairly and Consistently, with Dignity and Respect in an Environment where
Diversity is Valued
Provided with a Continuously Improving and Safe Working Environment
Promoting the Health and Wellbeing of Staff, Patients and the Wider Community

The results presented in the report are set out according to these five elements, along with findings relating
to the overall experience of working for NHSScotland.
There are also specific sections relating to unfair discrimination, bullying and harassment, and emotional /
verbal or physical abuse. Broadly speaking, questions relating to unfair discrimination are aligned with the
'Treated Fairly and Consistently' Staff Governance strand, whereas questions relating to bullying and
harassment and emotional / verbal or physical abuse are aligned with the 'Provided with a Continuously
Improving and Safe Working Environment' strand.
3.1 Survey response
On page eight of the NHS Board report, you will find the percentage of staff who participated in the survey
within each NHS Board in 2013, 2014 and 2015.
It is important to note that the results in your report relate only to staff who responded to the survey; the
views of these staff may not necessarily represent all staff employed by your Board. If the response rate for
your Board is particularly low, please bear this in mind when interpreting the results.
You should also refer to your Board’s ‘Participant Profile’ (Figure 14 of the NHS Board report) when
considering response rate. This profile shows who responded to the survey within your Board. If you know
that around 40% of the staff within your Board are nurses, but only 20% of the survey respondents were
nurses, then this group may be under‐represented in your survey results.
If any of the staff groups are under‐represented then it may be useful to investigate whether these staff
groups face any barriers to participation your Board could address in order to encourage participation in
future surveys. It is found that there are barriers outwith your Board’s control (e.g. staff objected to certain
questions within the survey) it would be useful to feed this information back to the survey sponsors so that
this can be considered in the design of future surveys.
3.2 Key findings and summary of results
Section 2.1 of the report, the main findings of the survey are summarised for your Board, presented
under sub‐headings for each of the five Staff Governance Standard strands; and sub‐heading for the
‘overall experience’ and ‘additional questions for your Board’ sections of the survey.
Section 2.2 also presents the most and least positive results for your Board. Figure 2 on page 13 ranks the
results of all the attitudinal questions from most to least positive: this will help you to begin to identify
areas of strength or weakness within you survey results.
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The information on these pages is shown in a summary format that could easily be used within a
presentation for communicating results to staff. More detailed information is presented within the report
using alternative formats that will be useful for other situations (e.g. presentations to specific groups or
bodies).
Please note:
‐ Only attitudinal questions on a five‐point or six‐point scale are included in the key findings and Figure 2.
Non‐scale questions with only two response options (Yes / No) tend to score the most positively /
negatively in surveys, so their inclusion in this analysis would have skewed the results.
‐ There are some Yes / No type questions where one might expect the percentage of positive responses to
be extremely high (e.g. discrimination, bullying & harassment); including these questions in the most and
least positive results could be misleading.
3.3 Comparison to the 2014 Staff Survey and to NHSScotland 2015
Figure 3 on page 14 of the report shows the change in the percentage of positive responses within your
Board since the 2014 NHSScotland Staff Survey. The results are ranked from most to least improvement.
This figure will help you to gauge where responses have most improved or deteriorated since 2014. Only
the attitudinal questions on a five‐point scale are shown.
Comparisons with the 2014 results are colour coded according to whether the changes are statistically
significant. The green bars on the graph represent a statistically significant positive change in response
since the 2014 survey, whereas the red bars show a statistically significant negative change. Amber bars
indicated that any change observed is not statistically significant.
Note that the staff who responded to the 2014 survey may not be the same staff who responded in 2015.
Question Block 8 Q1 has been revised to help improve the quality of data collected by ensuring staff
understand the question better. The response options have been reduced to 6 for 2015. Staff will indicate
whether they are full time or part time; full time (shift worker) or part time (shift worker); Sessional or they
prefer not to say.
Two additional questions have been included (Question Block 6 Q7 and Q8). These questions have been
taken directly from iMatter which will allow for some national benchmarking across NHS Boards.
‘Q7 I have confidence and trust in my direct line manager’
‘Q8 I feel senior managers responsible for the wider organisation are sufficiently visible’
There may be instances in Figure 3 and 3b where, for example, a 1% difference for one question is shown
to be significant, but a 2% difference for another question is not. While this may seem strange there are a
number of reasons why this may occur; the most likely reason relates to the fact that, while all percentages
and percentage differences are reported to the nearest whole number, all statistical testing was performed
on unrounded results. The statistical significance calculations are also affected by the number of people
who provided a valid answer to each question and by results which approach the extremes (e.g. the
percentage of positive responses is >90% or <10%).
3.4 Identifying opportunity for improvement
Section 2.5 presents a ‘RAG’ (Red, Amber, Green) analysis of survey findings in 2015 and 2014. Pages 16
and 17 present an explanation of how to read and interpret the RAG table (Table 1) which is presented on
pages 18 and 19.
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This table concisely presents a lot of useful data from the current and previous survey, ordered from the
most to least positive responses in 2015. It therefore allows the reader to see the change in response
between years, upon which statistical significance testing has been performed using the 95% confidence
interval. A summary count is provided of the number of statistically significant improvements, statistically
significant deteriorations, and questions for which there was no significant change between 2014 and 2015.
The red/amber/green colour coding is designed to act as a guide to interpreting the results and to help to
identify areas of strength and areas that present opportunities for improvement. The parameters for the
‘red’, ‘amber’ and ‘green’ colour coding have been set by Capita for this survey in line with the parameters
used in our analysis of the results for other public sector staff surveys.
While Capita tends to use a numeric scoring system to analyse scale questions, to assist the reader the
colour coding for this survey is determined by the overall ‘positive’ percentage (in line with other forms of
analysis presented in this report). When using a 5‐point scale the cut‐off for ‘areas of strength’ is usually
questions or statements generating an average score of over 4.00 on a scale of 1 to 5. Analysis of the
national data led to converting the threshold to questions or statements where 65% or more agree or tend
to agree.
Similarly, the cut‐off for ‘areas for improvement’ is usually questions or statements generating a score
below 3.00 (mid‐point on the scale from 1 to 5) and this is converted into 40% or fewer staff agreeing.
It should be remembered that this colour coding is simply a guide for Boards, and that your knowledge of
your own Board, its workforce and local challenges will also influence which factors you feel are priorities
for implementing actions aimed at improving future staff survey perceptions.
3.5 Main results charts
On pages 20 to 28 you will find the results of the survey (Figures 4 to 11), set out according to the five
strands of the Staff Governance Standard. Figure 12, on pages 29 and 30, presents findings from the set of
questions about overall experience of working in your Board, and Figure 13 (page 31) presents findings
from questions asked specifically for your Board, in addition to the national questions.
All the main results charts (for scale response questions) are structured in a similar way:
1. Question: The text of the question that was asked.
2. Response chart: The percentage of respondents who selected each response option for this
question, rounded to the nearest whole percentage, is presented in a stacked bar chart. It is
important to look at this detailed breakdown, not just the percentage of positive responses, when
interpreting the survey results. Note that the rounding percentages occasionally results in the total
percentage not adding up to exactly 100%.
3. Total Responses: The number of valid responses that were received for this question.
4. % Positive 2015: The total percentage of positive responses that were received for this question in
2015. Note that the sum of all the positive responses shown in the bar chart will occasionally not
equal the figure shown under the ‘% Positive 2015’ heading. This is related to the rounding of
results and is not an error.
5. Change from 2014: The change in the percentage of positive responses to this question since the
2014 NHSScotland Staff Survey. This data may be presented as a positive (+) or negative (‐)
percentage according to whether the overall percentage of positive responses was higher or lower
than in 2014.
On pages 24, 27 and 28 of the report, the reasons that respondents gave for not reporting unfair
discrimination, bullying / harassment and physical violence or emotional / verbal abuse are shown.
Respondents were asked to indicate whether they agreed or disagreed with each of the reasons for non‐
reporting that were listed in the survey. Note that respondents may have agreed with all, some or none of
the reasons listed.
NHSScotland Staff Survey 2015
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4

How to use the information in this report

This section of the User Guide provides some suggestions about how the findings can be used to identify
opportunities for improvement at a local level and how to take this knowledge forward to create an Action
Plan to drive improvement.

4.1

Understanding and reflecting on the results

In order to make sense of your Board’s results, it may be worth considering the results in relation to a
series of questions. For example:
‐ What themes have emerged from the results and are these themes similar or different to 2014?
Strengths:
‐ Are the most positive results associated with one or two elements of the Staff Governance Standard?
‐ In what areas have results improved since 2014?
‐ In what areas are results more positive than NHSScotland as a whole?
Weaknesses:
‐ Are the least positive results associated with one or two elements of the Staff Governance Standard?
‐ In what areas have results deteriorated since 2014?
‐ In what areas are results less positive than NHSScotland as a whole?
‐ Were any of the results unexpected?
‐ Are there any big differences amongst staff group or socio‐demographic groups?
‐ Is there anything happening within staff groups, your Board or within NHSScotland that may have
influenced a specific result?
‐ Which results would you like to understand better?

4.2

Communicating the results to staff

Many staff within your NHS Board took time to participate in the survey, so it is important that the results
of the survey are shared across the organisation so that staff can see how their views are used to drive
change and make improvements. Results can be communicated in numerous ways; some examples include
giving presentations at staff meetings; writing articles for staff newsletters; placing highlight posters on
staff notice boards; making the full report available via your Intranet system; sharing local action plans
arising from the results.
Individual Boards are best placed to recognise the communication channels that work best locally; the
critical message is that the results are communicated to staff.
There are many figures and tables within your Board report that could be reused to communicate results to
staff. Areas of strength should be celebrated; communicating positive findings is just as important to staff
engagement as communicating the less positive ones.
A staff survey is a relatively blunt tool and the results presented in your report will not provide the full
picture. One of the major advantages of communicating survey findings to staff is that it provides Boards
with the opportunity to ask staff, or a particular group of staff, for further feedback that could help identify
and prioritise areas for improvement. Staff may also be able to contribute valuable ideas that could help to
tackle areas of weakness.
It may not always be possible to address or ‘fix’ a particular issue at this time, but it is important to explain
the reasons for this to staff.
NHSScotland Staff Survey 2015
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4.3

Further analysis

The report prepared for your Board is designed to provide a broad picture of your survey results and to
highlight areas of strength and weakness. The results have been further broken down according to staff and
socio‐demographic groups to aid you in interpreting the results.
Discussing the results with staff should also help you to understand the survey findings, however you may
find that you still require further information.
If a further breakdown of results would be useful to your organisation, for example results by gender within
each staff group, you will be able to access an online data interrogation tool ‘Investigate’ that will be
provided (along with a user guide) to your Board’s Survey Co‐ordinator by Capita Surveys and Research
early in 2015.
Please note that in order to preserve staff anonymity and honour the commitment that was made to staff,
results relating to groups comprising of fewer than ten respondents cannot be provided.

4.4

Action planning

The next step is to formulate an action plan to tackle the main areas of concern shown within your survey
results.
Once you have reflected on the results and have discussed them with staff, it should be clearer which areas
require the most attention within your Board and what you may be able to do to improve them.
It is important not to try to tackle everything at once; focus on the key areas where you could make a
difference within the Board, for a particular staff group or within a specific department.
There are numerous ways to construct an Action Plan, but the plan should:
1. be specific about each survey finding that your organisation plans to tackle;
2. be clear about the steps your organisation plans to take to address this finding;
3. be clear about the benefits your organisation hopes to achieve in tacking this issue and about who
will benefit;
4. be ambitious, but realistic, about what can be achieved;
5. identify who is responsible for putting each element of the plan into action;
6. set a timetable for each action and for follow‐up;
7. record how the impact of each action will be measured to see if it has made a positive difference.
Above all, the Action Plan should not be ‘imposed’ on staff, it should involve them. Staff should receive
feedback on how work towards achieving the goals detailed in the action plan is progressing.

4.5

Further information

If you have any questions about the information provided within your Board’s report or require further
advice, please contact the Capita NHSScotland Staff Survey Mailbox (ScotlandNSSTeam@capita.co.uk).
One of the survey team will be pleased to respond to you as soon as possible.

NHSScotland Staff Survey 2015
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Appendix B: Significant change in findings between 2014 and 2015
This section comprises a series of tables showing the percentage of positive and negative responses
received for each question, in 2015 and 2014. The column on the right of the table uses a colour coding
system to show whether the differences between the positive responses in 2014 and 2015 were statistically
significant improvements (green), statistically significant deteriorations (red) or not statistically different
from each other (grey).

NHSScotland Staff Survey 2015
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Appendix
B ‐ The results below show the positive and negative percentages in 2015 and 2014 for each question.
98
The table also shows any significant differences between the two positive percentages between the two years.
Note: All sub questions are excluded from the significance testing

Q1‐1 I am kept well informed about what is happening in NHS Dumfries
and Galloway
Q1‐2 My line manager communicates effectively with me

Q1‐3 When changes are made at work, I am clear how they will work out
in practice
Q1‐4 I am clear what my duties and responsibilities are

Q1‐5 I understand how my work fits into the overall aims of NHS Dumfries
and Galloway
Q2‐1 In the last 12 months, have you had a Knowledge and Skills
Framework (KSF) development review, performance review, appraisal,
Personal Development Plan meeting or equivalent?
Q3‐1 Staff are always consulted about changes at work

Q3‐2 I have sufficient opportunities to put forward new ideas or
suggestions for improvement in my workplace
Q3‐3 I am confident my ideas or suggestions would be listened to

Q3‐4 I have a choice in deciding what I do at work

Q4‐1 My line manager encourages me at work

NHSScotland Staff Survey 2015

2015 positive %

2015 negative %

2014 positive %

57%

18%

60%

15%

No significant change

62%

20%

62%

18%

No significant change

41%

28%

43%

26%

No significant change

84%

2%

84%

2%

No significant change

77%

4%

79%

4%

No significant change

65%

35%

70%

30%

Deterioration

29%

44%

33%

42%

No significant change

55%

20%

60%

19%

No significant change

43%

27%

45%

26%

No significant change

39%

22%

43%

21%

No significant change

62%

16%

65%

15%

No significant change
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Appendix
B ‐ The results below show the positive and negative percentages in 2015 and 2014 for each question.
99
The table also shows any significant differences between the two positive percentages between the two years.
Note: All sub questions are excluded from the significance testing

2015 positive %

2015 negative %

2014 positive %

77%

7%

78%

7%

No significant change

Q4‐3 NHS Dumfries and Galloway acts fairly and offers equality of
opportunity with regard to career progression/promotion

61%

12%

62%

13%

No significant change

Q4‐4 During the past 12 months while working for NHS Dumfries and
Galloway, have you experienced unfair discrimination from your manager?

92%

8%

95%

5%

No significant change

92%

9%

93%

7%

No significant change

44%

33%

47%

32%

No significant change

32%

47%

34%

44%

No significant change

Q5‐3 I believe it is safe to speak up and challenge the way things are done
if I have concerns about quality, negligence or wrongdoing by staff

57%

22%

61%

21%

No significant change

Q5‐4 Have you had any health and safety training paid for or provided by
NHS Dumfries and Galloway? E.g. Fire training, manual handling etc.

86%

10%

91%

7%

Deterioration

Q5‐5 During the last 12 months while working for NHS Dumfries and
Galloway have you experienced bullying/harassment from your manager?

92%

8%

91%

9%

No significant change

85%

15%

85%

15%

No significant change

Q4‐2 I get the help and support I need from colleagues

Q4‐5 During the past 12 months while working for NHS Dumfries and
Galloway, have you experienced unfair discrimination from other
colleagues?
Q5‐1 I can meet all the conflicting demands on my time at work

Q5‐2 There are enough staff for me to do my job properly

Q5‐6 During the past 12 months while working for NHS Dumfries and
Galloway, have you experienced bullying/harassment from other
colleagues?

NHSScotland Staff Survey 2015
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Significant
improvement or
deterioration
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Appendix
100 B ‐ The results below show the positive and negative percentages in 2015 and 2014 for each question.
The table also shows any significant differences between the two positive percentages between the two years.
Note: All sub questions are excluded from the significance testing

Q5‐10 During the past 12 months while working for NHS Dumfries and
Galloway, have you experienced emotional/verbal abuse from
patients/service users or other members of the public?
Q5‐11 During the past 12 months while working for NHS Dumfries and
Galloway, have you experienced physical violence from patients/service
users or other members of the public?
Q6‐1 Care of patients/service users is NHS Dumfries and Galloway's top
priority
Q6‐2 I am able to do my job to a standard I am personally pleased with

Q6‐3 I am happy to go the ‘extra mile’ at work when required

Q6‐4 I would recommend my workplace as a good place to work

Q6‐5 I still intend to be working with NHS Dumfries and Galloway in 12
months time
Q6‐6 I am satisfied with the sense of achievement I get from work

Q6‐7 I have confidence and trust in my direct line manager

Q6‐8 I feel senior managers responsible for the wider organisation are
sufficiently visible

NHSScotland Staff Survey 2015

2015 positive %

2015 negative %

2014 positive %

65%

35%

71%

29%

Deterioration

91%

9%

92%

8%

No significant change

69%

13%

71%

10%

No significant change

67%

17%

70%

16%

No significant change

91%

3%

90%

3%

No significant change

59%

14%

66%

13%

Deterioration

79%

7%

80%

6%

No significant change

62%

16%

67%

13%

No significant change

77%

23%

54%

46%
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Appendix C: Results by NHS Board
This section comprises of a series of tables showing the percentage of positive responses received for each
question, by each NHS Board in NHSScotland. For ease of reading, Boards have been grouped into three
categories: Mainland Boards, Island Boards and National Bodies / Special Boards.

NHSScotland Staff Survey 2015
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Appendix
C ‐ Results by NHS Board ‐ Mainland Health Boards
Table 1 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHSScotland, by NHS Board.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data due to rounding.
Mainland Healthboards

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research
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NHS Greater Glasgow and
Clyde

NHS Highland

NHS Lanarkshire

NHS Lothian

NHS Tayside

4812

NHS Grampian

8791

NHS Forth Valley

4184

NHS Fife

5238 11844 3275

NHS Dumfries and Galloway

2565

NHS Borders

3466

NHS Ayrshire and Arran

1755

NHSScotland 2013

Q2‐1 In the last 12 months, have you had a Knowledge and Skills Framework (KSF) development review, performance review, appraisal,
Personal Development Plan meeting or equivalent? ('Yes, KSF development review', 'Yes, other type of performance review, appraisal,
Personal Development Plan meeting or equivalent' & 'Yes, but type of review unclear')
Q2‐2 Did it help you to improve how you do your job? (based on the number of respondents answering 'Yes' to all types of
review/appraisal in Q2‐1)
Q2‐3 Did it help you agree clear objectives for your work? (based on the number of respondents answering 'Yes' to all types of
review/appraisal in Q2‐1)
Q2‐4 Did you agree a Personal Development Plan (PDP) or equivalent? (based on the number of respondents answering 'Yes' to all
types of review/appraisal in Q2‐1)
Q2‐5 Have you received, or expect to receive, the training that was identified in that plan? (based on the number of respondents
answering 'Yes' to Q2‐4)

1551

NHSScotland 2014

Question
Q1‐1 I am kept well informed about what is happening in my health board
Q1‐2 My line manager communicates effectively with me
Q1‐3 When changes are made at work, I am clear how they will work out in practice
Q1‐4 I am clear what my duties and responsibilities are
Q1‐5 I understand how my work fits into the overall aims of my health board

4730

NHSScotland 2015

Appropriately Trained and Developed

Well Informed

Section

Total number of respondents 60681 55077 44389

55
63
40
85
77

56
63
41
86
78

48
61
39
83
66

60
64
42
87
80

45
60
38
86
77

57
62
41
84
77

51
61
41
85
76

57
62
42
85
78

62
63
43
86
77

58
65
41
85
78

40
58
37
83
73

58
67
45
87
81

52
63
41
87
79

52
58
36
82
74

74

75

73

73

85

65

66

85

70

82

67

86

70

67

43

43

39

40

41

45

43

40

47

42

36

42

47

39

66

67

66

70

68

68

65

61

71

65

58

63

74

63

84

84

83

89

84

84

82

79

84

88

76

84

88

81

76

77

75

78

70

75

80

75

80

74

74

76

79

75
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Appendix
C ‐ Results by NHS Board ‐ Mainland Health Boards
Table 1 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHSScotland, by NHS Board.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data due to rounding.
Mainland Healthboards

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research
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NHS Greater Glasgow and
Clyde

NHS Highland

NHS Lanarkshire

NHS Lothian

NHS Tayside

4812

NHS Grampian

8791

NHS Forth Valley

4184

NHS Fife

5238 11844 3275

NHS Dumfries and Galloway

2565

NHS Borders

3466

NHS Ayrshire and Arran

1755

NHSScotland 2013

Q4‐1 My line manager encourages me at work
Q4‐2 I get the help and support I need from colleagues
Q4‐3 My health board acts fairly and offers equality of opportunity with regard to career progression/promotion
Q4‐4 During the past 12 months while working for my health board, I have not experienced unfair discrimination from my manager?
Q4‐5 During the past 12 months while working for my health board, I have not experienced unfair discrimination from any
colleagues?
Q4‐6 Did you report the unfair discrimination you experienced? (based on the number of respondents who have experienced
discrimination in the last 12 months)
Q4‐7 Were you satisfied with the response you received? (based on the number of respondents who had reported being
descriminated against in the last 12 months)

1551

NHSScotland 2014

Question
Q3‐1 Staff are always consulted about changes at work
Q3‐2 I have sufficient opportunities to put forward new ideas or suggestions for improvement in my workplace
Q3‐3 I am confident my ideas or suggestions would be listened to
Q3‐4 I have a choice in deciding what I do at work

4730

NHSScotland 2015

Treated Fairly and Consistently, with
Dignity and Respect in an Environment
where Diversity is Valued

Involved in
Decisions

Section

Total number of respondents 60681 55077 44389

28
53
41
40

29
54
42
40

26
49
37
38

30
52
40
38

26
55
43
42

29
55
43
39

28
55
45
42

28
55
42
37

30
54
43
44

27
51
40
39

25
52
41
42

31
54
44
40

28
54
43
40

25
51
39
38

63
79
62
93

63
79
59
94

59
76
44
92

64
79
65
93

62
80
58
93

62
77
61
92

60
80
61
91

63
79
62
93

62
80
62
93

62
79
63
93

61
77
57
92

66
81
63
93

63
80
63
93

58
78
58
91

92

93

92

92

92

92

92

92

92

92

92

92

91

91

34

35

34

36

40

29

32

30

39

32

34

32

37

35

29

26

27

28

30

25

26

31

33

34

26

27

31

30
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Appendix
C ‐ Results by NHS Board ‐ Mainland Health Boards
Table 1 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHSScotland, by NHS Board.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data due to rounding.
Mainland Healthboards

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research
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NHS Greater Glasgow and
Clyde

NHS Highland

NHS Lanarkshire

NHS Lothian

NHS Tayside

4812

NHS Grampian

8791

NHS Forth Valley

4184

NHS Fife

5238 11844 3275

NHS Dumfries and Galloway

2565

NHS Borders

3466

NHS Ayrshire and Arran

1755

NHSScotland 2013

1551

NHSScotland 2014

Question
Q5‐1 I can meet all the conflicting demands on my time at work
Q5‐2 There are enough staff for me to do my job properly
Q5‐3 I believe it is safe to speak up and challenge the way things are done if I have concerns about quality, negligence or wrongdoing
by staff
Q5‐4 Have you had any health and safety training paid for or provided by your health board? E.g. Fire training, manual handling etc.
Q5‐5 During the last 12 months while working for my health board, I have not experienced bullying/harassment from my manager?
Q5‐6 During the past 12 months while working for my health board, I have not experienced bullying/harassment from any
colleagues?
Q5‐7 Did you report the bullying/harassment you experienced? (based on the number of respondents who have experienced
bullying/harassment in the last 12 months)
Q5‐8 Were you satisfied with the response you received? (based on the number of respondents who had reported being
bullied/harassed in the last 12 months)
Q5‐10 During the past 12 months while working for my health board, I have not experienced emotional/verbal abuse from
patients/service users or other members of the public?
Q5‐11 During the past 12 months while working for my health board, I have not experienced physical violence from patients/service
users or other members of the public?
Q5‐12 Those who experienced emotional/verbal abuse/physical violence who said it was not of a discriminatory nature
Q5‐13 Did you report the emotional/verbal abuse or physical violence you experienced? (based on the number of respondents who
have experienced physical violence from patients/service users or other members of the public in the last 12 months)
Q5‐14 Were you satisfied with the response you received? (based on the number of respondents who had reported they had been
subject to emotional/verbal abuse / physical violence from patients/service users or other members of the public in the last 12

4730

NHSScotland 2015

Provided with a Continuously Improving and Safe Working Environment Promoting
Section
the Health and Wellbeing of Staff, Patients and the Wider Community

Total number of respondents 60681 55077 44389

46
33

45
33

42
31

47
33

42
30

44
32

47
34

43
30

43
31

49
36

43
31

44
34

45
30

43
31

56

57

52

57

57

57

58

56

56

57

54

58

58

54

79
92

80
91

82
89

87
92

81
93

86
92

86
91

80
93

73
92

76
92

81
91

84
92

87
92

86
90

87

85

85

87

86

85

88

87

86

88

84

88

86

85

37

37

36

36

39

37

39

35

40

35

38

35

39

38

36

37

37

34

39

34

36

35

39

37

36

37

39

36

66

67

68

63

64

65

63

61

65

68

67

64

63

66

92

92

91

90

89

91

92

91

92

93

93

94

90

90

91

91

91

93

92

95

94

94

91

92

93

94

90

92

47

50

50

45

57

50

46

49

48

47

48

49

50

49

67

67

66

63

74

77

72

68

72

64

67

65

73

71
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Appendix
C ‐ Results by NHS Board ‐ Mainland Health Boards
Table 1 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHSScotland, by NHS Board.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data due to rounding.
Mainland Healthboards

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research
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NHS Lothian

NHS Tayside

4812

NHS Lanarkshire

8791

NHS Highland

4184

NHS Greater Glasgow and
Clyde

5238 11844 3275

NHS Grampian

2565

NHS Forth Valley

3466

NHS Fife

55
63
87
50
75
60

1755

NHS Dumfries and Galloway

67
68
90
61
79
63

1551

NHS Borders

NHSScotland 2013

67
67
89
59
77
63
79
53

4730

NHS Ayrshire and Arran

NHSScotland 2014

Question
Q6‐1 Care of patients/service users is my health board's top priority
Q6‐2 I am able to do my job to a standard I am personally pleased with
Q6‐3 I am happy to go the ‘extra mile’ at work when required
Q6‐4 I would recommend my workplace as a good place to work
Q6‐5 I still intend to be working with my health board in 12 months time
Q6‐6 I am satisfied with the sense of achievement I get from work
Q6‐7 I have confidence and trust in my direct line manager
Q6‐8 I feel senior managers responsible for the wider organisation are sufficiently visible

NHSScotland 2015

General

Section

Total number of respondents 60681 55077 44389

71
68
90
62
83
63
80
55

58
63
87
57
74
62
79
51

69
67
91
59
79
62
77
54

66
67
89
60
78
63
79
54

68
64
88
59
77
62
80
51

66
65
90
60
76
63
79
52

67
68
89
58
80
62
80
54

60
64
89
56
75
61
77
47

69
68
91
63
80
64
83
59

65
66
90
60
79
65
80
51

66
64
88
56
76
60
75
46
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Appendix
C ‐ Results by NHS Board ‐ Island Boards and National Bodies/Special Boards
Table 2 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHSScotland, by NHS Board.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not
reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data report due to rounding.
Island Boards

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research
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NHS Shetland

NHS Western Isles

479

NHS Orkney

441

The State Hospital

308

Scottish Ambulance Service

221

NHS24

1602

NHS Health Scotland

970

NHS Education for Scotland

623

Healthcare Improvement
Scotland

2703

NHSScotland 2013

216

NHSScotland 2014

Q2‐1 In the last 12 months, have you had a Knowledge and Skills Framework (KSF) development review, performance review,
appraisal, Personal Development Plan meeting or equivalent? ('Yes, KSF development review', 'Yes, other type of performance review,
appraisal, Personal Development Plan meeting or equivalent' & 'Yes, but type of review unclear')
Q2‐2 Did it help you to improve how you do your job? (based on the number of respondents answering 'Yes' to all types of
review/appraisal in Q2‐1)
Q2‐3 Did it help you agree clear objectives for your work? (based on the number of respondents answering 'Yes' to all types of
review/appraisal in Q2‐1)
Q2‐4 Did you agree a Personal Development Plan (PDP) or equivalent? (based on the number of respondents answering 'Yes' to all
types of review/appraisal in Q2‐1)
Q2‐5 Have you received, or expect to receive, the training that was identified in that plan? (based on the number of respondents
answering 'Yes' to Q2‐4)

626

NHSScotland 2015

Section
Well Informed
Appropriately Trained and Developed

Question
Q1‐1 I am kept well informed about what is happening in my health board
Q1‐2 My line manager communicates effectively with me
Q1‐3 When changes are made at work, I am clear how they will work out in practice
Q1‐4 I am clear what my duties and responsibilities are
Q1‐5 I understand how my work fits into the overall aims of my health board

281

NHS National Services
Scotland
NHS National Waiting Times
Centre

National Bodies/Special Boards
Total number of respondents 60681 55077 44389

55
63
40
85
77

56
63
41
86
78

48
61
39
83
66

74
74
37
81
76

59
73
45
84
73

68
78
32
78
65

63
69
43
84
80

61
68
45
88
83

54
73
44
91
85

39
42
20
76
63

54
65
42
89
79

41
69
35
83
74

45
67
44
88
81

58
68
48
86
75

74

75

73

97

87

95

80

76

71

53

82

72

60

50

43

43

39

47

54

55

40

49

49

25

45

54

48

52

66

67

66

78

79

77

66

73

59

44

65

73

66

66

84

84

83

93

93

93

81

85

55

64

89

79

75

83

76

77

75

80

84

81

79

80

76

59

73

68

77

72
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Appendix
C ‐ Results by NHS Board ‐ Island Boards and National Bodies/Special Boards
Table 2 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHSScotland, by NHS Board.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not
reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data report due to rounding.
Island Boards

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research
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NHS Shetland

NHS Western Isles

479

NHS Orkney

441

The State Hospital

308

Scottish Ambulance Service

221

NHS24

1602

NHS Health Scotland

970

NHS Education for Scotland

623

Healthcare Improvement
Scotland

2703

NHSScotland 2013

216

NHSScotland 2014

Q4‐1 My line manager encourages me at work
Q4‐2 I get the help and support I need from colleagues
Q4‐3 My health board acts fairly and offers equality of opportunity with regard to career progression/promotion
Q4‐4 During the past 12 months while working for my health board, I have not experienced unfair discrimination from my
manager?
Q4‐5 During the past 12 months while working for my health board, I have not experienced unfair discrimination from any
colleagues?
Q4‐6 Did you report the unfair discrimination you experienced? (based on the number of respondents who have experienced
discrimination in the last 12 months)
Q4‐7 Were you satisfied with the response you received? (based on the number of respondents who had reported being
descriminated against in the last 12 months)

626

NHSScotland 2015

Section
Involved in
Decisions
Treated Fairly and Consistently, with
Dignity and Respect in an Environment
where Diversity is Valued

Question
Q3‐1 Staff are always consulted about changes at work
Q3‐2 I have sufficient opportunities to put forward new ideas or suggestions for improvement in my workplace
Q3‐3 I am confident my ideas or suggestions would be listened to
Q3‐4 I have a choice in deciding what I do at work

281

NHS National Services
Scotland
NHS National Waiting Times
Centre

National Bodies/Special Boards
Total number of respondents 60681 55077 44389

28
53
41
40

29
54
42
40

26
49
37
38

50
76
51
51

35
61
51
52

62
71
46
60

38
59
45
43

34
57
45
41

29
39
31
16

13
25
17
22

28
54
40
41

25
54
39
48

30
61
46
46

41
63
51
50

63
79
62

63
79
59

59
76
44

76
82
70

77
86
72

79
84
71

69
79
68

67
76
72

70
84
59

40
69
36

64
82
52

71
80
55

72
81
59

68
78
59

93

94

92

95

96

94

95

92

95

85

83

94

93

95

92

93

92

93

96

95

94

90

93

86

85

92

92

90

34

35

34

32

21

39

29

30

50

32

45

30

33

24

29

26

27

38

38

86

23

33

21

13

9

60

39

38
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Appendix
C ‐ Results by NHS Board ‐ Island Boards and National Bodies/Special Boards
Table 2 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHSScotland, by NHS Board.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not
reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data report due to rounding.
Island Boards

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research
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NHS Shetland

NHS Western Isles

479

NHS Orkney

441

The State Hospital

308

Scottish Ambulance Service

221

NHS24

1602

NHS Health Scotland

970

NHS Education for Scotland

623

Healthcare Improvement
Scotland

2703

NHSScotland 2013

216

NHSScotland 2014

626

NHSScotland 2015

Section
Provided with a Continuously Improving and Safe Working Environment Promoting the
Health and Wellbeing of Staff, Patients and the Wider Community

Question
Q5‐1 I can meet all the conflicting demands on my time at work
Q5‐2 There are enough staff for me to do my job properly
Q5‐3 I believe it is safe to speak up and challenge the way things are done if I have concerns about quality, negligence or wrongdoing
by staff
Q5‐4 Have you had any health and safety training paid for or provided by your health board? E.g. Fire training, manual handling etc.
Q5‐5 During the last 12 months while working for my health board, I have not experienced bullying/harassment from my
manager?
Q5‐6 During the past 12 months while working for my health board, I have not experienced bullying/harassment from any
colleagues?
Q5‐7 Did you report the bullying/harassment you experienced? (based on the number of respondents who have experienced
bullying/harassment in the last 12 months)
Q5‐8 Were you satisfied with the response you received? (based on the number of respondents who had reported being
bullied/harassed in the last 12 months)
Q5‐10 During the past 12 months while working for my health board, I have not experienced emotional/verbal abuse from
patients/service users or other members of the public?
Q5‐11 During the past 12 months while working for my health board, I have not experienced physical violence from
patients/service users or other members of the public?
Q5‐12 Those who experienced emotional/verbal abuse/physical violence who said it was not of a discriminatory nature
Q5‐13 Did you report the emotional/verbal abuse or physical violence you experienced? (based on the number of respondents
who have experienced physical violence from patients/service users or other members of the public in the last 12 months)
Q5‐14 Were you satisfied with the response you received? (based on the number of respondents who had reported they had been
subject to emotional/verbal abuse / physical violence from patients/service users or other members of the public in the last 12
months)

281

NHS National Services
Scotland
NHS National Waiting Times
Centre

National Bodies/Special Boards
Total number of respondents 60681 55077 44389

46
33

45
33

42
31

60
46

59
55

57
48

58
45

60
50

65
44

29
15

51
40

42
29

46
32

51
46

56

57

52

63

65

60

62

63

48

31

45

54

58

61

79

80

82

63

68

87

72

92

40

42

83

80

80

81

92

91

89

95

95

95

93

92

94

85

86

95

93

95

87

85

85

85

94

92

89

85

88

80

84

90

79

85

37

37

36

30

33

36

33

34

34

30

48

40

39

28

36

37

37

64

56

50

35

44

36

14

11

24

39

38

66

67

68

96

92

96

93

79

37

34

55

81

70

73

92

92

91

100

99

100

100

97

100

77

80

97

97

94

91

91

91

90

92

100

92

89

84

81

75

93

92

95

47

50

50

60

31

50

37

39

40

32

76

35

49

47

67

67

66

50

100

50

54

65

63

31

65

71

69

77
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Appendix
C ‐ Results by NHS Board ‐ Island Boards and National Bodies/Special Boards
Table 2 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHSScotland, by NHS Board.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not
reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data report due to rounding.
Island Boards

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research
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441

479

NHS Western Isles

85
80
94
78
78
72
84
58

308

NHS Shetland

74
74
89
66
76
61
83
66

221

NHS Orkney

55
73
91
60
54
58
85
75

1602

The State Hospital

71
78
92
73
65
67
88
68

970

Scottish Ambulance Service

74
74
94
67
68
59
84
73

623

NHS24

55
63
87
50
75
60

2703

NHS Health Scotland

NHSScotland 2013

67
68
90
61
79
63

216

NHS Education for Scotland

NHSScotland 2014

67
67
89
59
77
63
79
53

626

Healthcare Improvement
Scotland

NHSScotland 2015

Section
General

Question
Q6‐1 Care of patients/service users is my health board's top priority
Q6‐2 I am able to do my job to a standard I am personally pleased with
Q6‐3 I am happy to go the ‘extra mile’ at work when required
Q6‐4 I would recommend my workplace as a good place to work
Q6‐5 I still intend to be working with my health board in 12 months time
Q6‐6 I am satisfied with the sense of achievement I get from work
Q6‐7 I have confidence and trust in my direct line manager
Q6‐8 I feel senior managers responsible for the wider organisation are sufficiently visible

281

NHS National Services
Scotland
NHS National Waiting Times
Centre

National Bodies/Special Boards
Total number of respondents 60681 55077 44389

86
78
88
58
69
59
86
62

39
53
79
34
64
54
62
28

78
75
82
54
75
59
78
44

60
66
88
51
72
66
85
53

68
71
92
64
73
70
81
48

69
75
91
69
80
69
82
59
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Appendix D: Results by Staff Group
This section comprises of a series of tables showing the percentage of positive responses received for each
question, by each staff group within your Board. In order to preserve anonymity results for sub‐groups
comprising fewer than ten respondents are not shown (the total number of responses is shown as <10 and
the results column is left blank). Responses from these staff groups have been included in the overall
results.

NHSScotland Staff Survey 2015

Page 26
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Appendix
D ‐ Results by Staff Group
Table 1 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHS Dumfries & Galloway, by staff group.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data due to rounding.
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Prepared by Capita Surveys and Research

59

52

Other Staff Group

<10

Support Service

627

Personal and Social Care

71

Nursing/Midwifery Staff

Salaried General Practitioner

0

Healthcare Science/Scientific
and Technical Staff

Salaried General Dental
Practitioner

202

Ambulance

<10

Allied Health Profession Staff

<10

Pharmacy

20

Other Therapeutic Staff

23

Medical/Dental

<10

Health Promotion

124

Executive Grades/Senior
Managers

33

Doctors in Training

Q3‐1 Staff are always consulted about changes at work
Q3‐2 I have sufficient opportunities to put forward new ideas or suggestions for improvement in my
workplace
Q3‐3 I am confident my ideas or suggestions would be listened to
Q3‐4 I have a choice in deciding what I do at work

38

Administrative and Clerical

Q2‐1 In the last 12 months, have you had a Knowledge and Skills Framework (KSF) development review,
performance review, appraisal, Personal Development Plan meeting or equivalent? ('Yes, KSF development
review', 'Yes, other type of performance review, appraisal, Personal Development Plan meeting or equivalent'
& 'Yes, but type of review unclear')
Q2‐2 Did it help you to improve how you do your job? (based on the number of respondents answering 'Yes'
to all types of review/appraisal in Q2‐1)
Q2‐3 Did it help you agree clear objectives for your work? (based on the number of respondents answering
'Yes' to all types of review/appraisal in Q2‐1)
Q2‐4 Did you agree a Personal Development Plan (PDP) or equivalent? (based on the number of respondents
answering 'Yes' to all types of review/appraisal in Q2‐1)
Q2‐5 Have you received, or expect to receive, the training that was identified in that plan? (based on the
number of respondents answering 'Yes' to Q2‐4)

18

57
62
41
84
77

60
62
43
84
79

52
61
41
78
77

78
83
61
94
94

74
81
70
90
87

73
70
52
76
67

66
69
49
91
81

87
83
61
96
91

70
60
45
85
84

61
54
36
84
80

55
49
40
76
73

56
63
38
87
75

48
58
41
81
74

62
71
35
81
73

65

70

54

100

84

58

83

78

40

75

58

66

51

71

45

45

38

67

63

79

52

44

38

49

29

42

59

41

68

67

58

83

77

74

66

83

50

75

66

69

80

68

84

81

73

94

69

79

97

100

63

89

90

87

73

67

75

82

73

82

82

100

81

69

80

70

62

76

89

58

29

33

28

44

63

39

35

44

35

27

34

24

33

37

55

60

54

44

87

73

69

65

85

53

59

52

43

61

43
39

45
43

45
43

39
33

84
79

55
67

55
54

52
52

75
55

38
37

38
20

39
31

37
44

46
50

NHS Dumfries & Galloway
2015
NHS Dumfries & Galloway
2014

Section
Well Informed
Appropriately Trained and Developed
Involved in
Decisions

Question
Q1‐1 I am kept well informed about what is happening in NHS Dumfries & Galloway
Q1‐2 My line manager communicates effectively with me
Q1‐3 When changes are made at work, I am clear how they will work out in practice
Q1‐4 I am clear what my duties and responsibilities are
Q1‐5 I understand how my work fits into the overall aims of NHS Dumfries & Galloway

444

Medical/Dental Support
Group

Staff Group
Total number of respondents 1755 1612
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Appendix
D ‐ Results by Staff Group
Table 1 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHS Dumfries & Galloway, by staff group.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data due to rounding.

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research

59

52

Other Staff Group

<10

Support Service

627

Personal and Social Care

71

Nursing/Midwifery Staff

Salaried General Practitioner

0

Healthcare Science/Scientific
and Technical Staff

Salaried General Dental
Practitioner

202

Ambulance

<10

Allied Health Profession Staff

<10

Pharmacy

20

Other Therapeutic Staff

23

Medical/Dental

<10

Health Promotion

124

Executive Grades/Senior
Managers

33

Doctors in Training

38

Administrative and Clerical

Q4‐4 During the past 12 months while working for NHS Dumfries & Galloway, I have not experienced
unfair discrimination from my manager?
Q4‐5 During the past 12 months while working for NHS Dumfries & Galloway, I have not experienced
unfair discrimination from any colleagues?
Q4‐6 Did you report the unfair discrimination you experienced? (based on the number of respondents who
have experienced discrimination in the last 12 months)
Q4‐7 Were you satisfied with the response you received? (based on the number of respondents who had
reported being descriminated against in the last 12 months)

18

62
77
61

65
78
62

62
76
60

65
83
89

87
82
87

73
85
67

66
86
68

87
96
91

70
90
85

59
84
62

50
70
55

61
75
58

50
62
52

75
81
63

92

95

94

100

97

91

95

100

95

89

93

92

84

90

92

93

94

89

100

100

94

96

95

93

96

89

75

94

29

32

33

0

0

33

33

0

0

35

25

30

6

57

25

39

50

0

0

0

0

0

0

40

0

18

0

0

NHS Dumfries & Galloway
2015
NHS Dumfries & Galloway
2014

Section
Treated Fairly and Consistently, with
Dignity and Respect in an Environment
where Diversity is Valued

Question
Q4‐1 My line manager encourages me at work
Q4‐2 I get the help and support I need from colleagues
Q4‐3 NHS Dumfries & Galloway acts fairly and offers equality of opportunity with regard to career

444

Medical/Dental Support
Group

Staff Group
Total number of respondents 1755 1612
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Appendix
D ‐ Results by Staff Group
Table 1 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHS Dumfries & Galloway, by staff group.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data due to rounding.

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research

59

52

Other Staff Group

<10

Support Service

627

Personal and Social Care

71

Nursing/Midwifery Staff

Salaried General Practitioner

0

Healthcare Science/Scientific
and Technical Staff

Salaried General Dental
Practitioner

202

Ambulance

<10

Allied Health Profession Staff

<10

Pharmacy

20

Other Therapeutic Staff

23

Medical/Dental

<10

Health Promotion

124

Executive Grades/Senior
Managers

33

Doctors in Training

38

Administrative and Clerical

18

44
32

47
34

60
47

33
29

32
37

58
52

46
36

48
36

35
30

33
23

32
18

36
23

48
31

42
42

57

61

54

72

84

61

68

70

80

54

51

56

48

60

86

91

76

82

87

82

77

100

85

97

89

94

80

71

92

91

93

100

97

88

92

100

95

91

89

92

86

90

85

85

88

72

90

91

87

96

95

88

87

83

74

92

37

36

33

20

80

50

44

100

0

43

24

37

12

75

34

38

24

100

25

33

50

100

0

38

50

36

50

17

65

71

73

61

82

94

62

83

95

72

87

49

86

71

91

92

99

100

97

100

93

96

100

97

99

80

93

100

95

90

100

100

100

50

92

100

100

97

100

95

63

93

50

53

47

43

57

50

29

25

0

29

20

62

38

33

77

70

81

100

100

100

77

100

0

100

50

73

33

80

NHS Dumfries & Galloway
2015
NHS Dumfries & Galloway
2014

Section
Provided with a Continuously Improving and Safe Working Environment Promoting the Health and
Wellbeing of Staff, Patients and the Wider Community

Question
Q5‐1 I can meet all the conflicting demands on my time at work
Q5‐2 There are enough staff for me to do my job properly
Q5‐3 I believe it is safe to speak up and challenge the way things are done if I have concerns about quality,
negligence or wrongdoing by staff
Q5‐4 Have you had any health and safety training paid for or provided by your health board? E.g. Fire
training, manual handling etc.
Q5‐5 During the last 12 months while working for NHS Dumfries & Galloway, I have not experienced
bullying/harassment from my manager?
Q5‐6 During the past 12 months while working for NHS Dumfries & Galloway, I have not experienced
bullying/harassment from any colleagues?
Q5‐7 Did you report the bullying/harassment you experienced? (based on the number of respondents who
have experienced bullying/harassment in the last 12 months)
Q5‐8 Were you satisfied with the response you received? (based on the number of respondents who had
reported being bullied/harassed in the last 12 months)
Q5‐10 During the past 12 months while working for NHS Dumfries & Galloway, I have not experienced
emotional/verbal abuse from patients/service users or other members of the public?
Q5‐11 During the past 12 months while working for NHS Dumfries & Galloway, I have not experienced
physical violence from patients/service users or other members of the public?
Q5‐12 Those who experienced emotional/verbal abuse/physical violence who said it was not of a
discriminatory nature
Q5‐13 Did you report the emotional/verbal abuse or physical violence you experienced? (based on the
number of respondents who have experienced physical violence from patients/service users or other
members of the public in the last 12 months)
Q5‐14 Were you satisfied with the response you received? (based on the number of respondents who had
reported they had been subject to emotional/verbal abuse / physical violence from patients/service users
or other members of the public in the last 12 months)

444

Medical/Dental Support
Group

Staff Group
Total number of respondents 1755 1612
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Appendix
D ‐ Results by Staff Group
Table 1 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHS Dumfries & Galloway, by staff group.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data due to rounding.

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research

59

52

Other Staff Group

<10

Support Service

627

Personal and Social Care

71

Nursing/Midwifery Staff

Salaried General Practitioner

0

Healthcare Science/Scientific
and Technical Staff

Salaried General Dental
Practitioner

202

Ambulance

<10

Allied Health Profession Staff

<10

Pharmacy

20

Other Therapeutic Staff

23

Medical/Dental

<10

Health Promotion

124

Executive Grades/Senior
Managers

33

Doctors in Training

38

Administrative and Clerical

Q10‐1 I have all the information I currently need about the development of our New Hospital, and the
associated Clinical Change Programme
Q10‐2 I have all the information I currently need about Health and Social Care Integration
Q10‐3 I know where I can access information on the major issues affecting the Board

18

76
74
92
61
79
62
82
58

89
78
100
77
53
78
94
71

97
71
100
95
87
79
92
76

70
67
97
61
70
63
79
59

72
68
95
71
77
70
80
62

78
74
96
78
83
78
83
78

60
60
95
65
90
50
85
50

61
63
88
54
76
55
69
46

67
65
85
41
68
63
59
36

64
62
90
57
81
60
76
52

75
62
89
59
74
57
64
50

78
67
90
59
80
64
85
50

53

55

56

71

73

61

52

70

46

49

52

33

48

47
53

46
48

50
50

68
82

61
73

46
57

48
61

70
70

52
55

45
45

44
53

33
41

47
62

NHS Dumfries & Galloway
2015
NHS Dumfries & Galloway
2014

Section
General

Local
Questions

Question
Q6‐1 Care of patients/service users is NHS Dumfries & Galloway's top priority
Q6‐2 I am able to do my job to a standard I am personally pleased with
Q6‐3 I am happy to go the ‘extra mile’ at work when required
Q6‐4 I would recommend my workplace as a good place to work
Q6‐5 I still intend to be working with NHS Dumfries & Galloway in 12 months time
Q6‐6 I am satisfied with the sense of achievement I get from work
Q6‐7 I have confidence and trust in my direct line manager
Q6‐8 I feel senior managers responsible for the wider organisation are sufficiently visible

444

Medical/Dental Support
Group

Staff Group
Total number of respondents 1755 1612

69
67
91
59
79
62
77
54
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80
67
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Appendix
D ‐ Results by Area of Work
Table 2 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHS Dumfries & Galloway, by area of work.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data due to rounding.
Area of Work
219

57
62
41
84
77

60
62
43
84
79

51
55
35
84
77

59
65
43
78
79

63
71
48
83
76

54
59
43
80
72

62
65
45
88
76

61
63
46
72
74

65
72
46
88
80

Q2‐1 In the last 12 months, have you had a Knowledge and Skills Framework (KSF) development review, performance review, appraisal, Personal Development Plan meeting
or equivalent? ('Yes, KSF development review', 'Yes, other type of performance review, appraisal, Personal Development Plan meeting or equivalent' & 'Yes, but type of
review unclear')

65

70

59

60

75

46

72

67

73

Q2‐2
Q2‐3
Q2‐4
Q2‐5

Did it help you to improve how you do your job? (based on the number of respondents answering 'Yes' to all types of review/appraisal in Q2‐1)
Did it help you agree clear objectives for your work? (based on the number of respondents answering 'Yes' to all types of review/appraisal in Q2‐1)
Did you agree a Personal Development Plan (PDP) or equivalent? (based on the number of respondents answering 'Yes' to all types of review/appraisal in Q2‐1)
Have you received, or expect to receive, the training that was identified in that plan? (based on the number of respondents answering 'Yes' to Q2‐4)

45
68
84
75

45
67
81
82

43
63
83
72

42
64
72
73

41
73
87
75

59
86
79
74

47
72
87
77

52
58
77
71

48
71
90
81

Q3‐1
Q3‐2
Q3‐3
Q3‐4

Staff are always consulted about changes at work
I have sufficient opportunities to put forward new ideas or suggestions for improvement in my workplace
I am confident my ideas or suggestions would be listened to
I have a choice in deciding what I do at work

29
55
43
39

33
60
45
43

23
48
37
29

34
65
52
57

31
63
50
44

30
47
38
48

34
58
46
44

30
70
52
65

33
59
47
40

Q4‐1
Q4‐2
Q4‐3
Q4‐4
Q4‐5
Q4‐6
Q4‐7

My line manager encourages me at work
I get the help and support I need from colleagues
NHS Dumfries & Galloway acts fairly and offers equality of opportunity with regard to career progression/promotion
During the past 12 months while working for NHS Dumfries & Galloway, I have not experienced unfair discrimination from my manager?
During the past 12 months while working for NHS Dumfries & Galloway, I have not experienced unfair discrimination from any colleagues?
Did you report the unfair discrimination you experienced? (based on the number of respondents who have experienced discrimination in the last 12 months)
Were you satisfied with the response you received? (based on the number of respondents who had reported being descriminated against in the last 12 months)

62
77
61
92
92
29
25

65
78
62
95
93
32
39

54
75
55
90
88
29
22

69
76
69
96
95
27
33

71
79
66
97
95
36
20

53
63
58
88
83
0
0

65
85
64
93
95
42
31

67
89
67
94
100
0
0

71
77
65
91
92
29
38

Appropriately Trained and
Developed

Well Informed

Section

Operational Services

Women and Children

46

Primary and Community Care
Directorate
Public Health (Corporate) ‐
Public Health (Corporate)

350

Mental Health

61

Corporate Services

200

Acute and Diagnostic

188

Involved in
Decisions

626

Treated Fairly and
Consistently, with Dignity
and Respect in an
Environment where Diversity
is Valued

NHS Dumfries & Galloway
2015
NHS Dumfries & Galloway
2014

Total number of respondents 1755 1612

Question
Q1‐1 I am kept well informed about what is happening in NHS Dumfries & Galloway
Q1‐2 My line manager communicates effectively with me
Q1‐3 When changes are made at work, I am clear how they will work out in practice
Q1‐4 I am clear what my duties and responsibilities are
Q1‐5 I understand how my work fits into the overall aims of NHS Dumfries & Galloway

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research
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Appendix
D ‐ Results by Area of Work
Table 2 ‐ Percentage of positive responses to questions relating to the overall experience of working for NHS Dumfries & Galloway, by area of work.
Note: Sub questions for Q4‐8 A to F, Q5‐9 A to F and Q5‐15 A to F are not reported here due to the complexity of presenting the multiple reasons for not reporting.
Responses to negatively‐phrased questions have been treated in reverse to allow direct comparison with positively‐worded questions.
There may be variation up to 1% when compared to the Frequency Data due to rounding.
Area of Work

NHSScotland Staff Survey 2015
Prepared by Capita Surveys and Research
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46

219

Women and Children

350

Primary and Community Care
Directorate
Public Health (Corporate) ‐
Public Health (Corporate)

61

Operational Services

Q10‐1 I have all the information I currently need about the development of our New Hospital, and the associated Clinical Change Programme
Q10‐2 I have all the information I currently need about Health and Social Care Integration
Q10‐3 I know where I can access information on the major issues affecting the Board

200

Mental Health

Care of patients/service users is NHS Dumfries & Galloway's top priority
I am able to do my job to a standard I am personally pleased with
I am happy to go the ‘extra mile’ at work when required
I would recommend my workplace as a good place to work
I still intend to be working with NHS Dumfries & Galloway in 12 months time
I am satisfied with the sense of achievement I get from work
I have confidence and trust in my direct line manager
I feel senior managers responsible for the wider organisation are sufficiently visible

188

Corporate Services

Q6‐1
Q6‐2
Q6‐3
Q6‐4
Q6‐5
Q6‐6
Q6‐7
Q6‐8

NHS Dumfries & Galloway
2015
NHS Dumfries & Galloway
2014

Question
Q5‐1 I can meet all the conflicting demands on my time at work
Q5‐2 There are enough staff for me to do my job properly
Q5‐3 I believe it is safe to speak up and challenge the way things are done if I have concerns about quality, negligence or wrongdoing by staff
Q5‐4 Have you had any health and safety training paid for or provided by your health board? E.g. Fire training, manual handling etc.
Q5‐5 During the last 12 months while working for NHS Dumfries & Galloway, I have not experienced bullying/harassment from my manager?
Q5‐6 During the past 12 months while working for NHS Dumfries & Galloway, I have not experienced bullying/harassment from any colleagues?
Q5‐7 Did you report the bullying/harassment you experienced? (based on the number of respondents who have experienced bullying/harassment in the last 12 months)
Q5‐8 Were you satisfied with the response you received? (based on the number of respondents who had reported being bullied/harassed in the last 12 months)
Q5‐10 During the past 12 months while working for NHS Dumfries & Galloway, I have not experienced emotional/verbal abuse from patients/service users or other
members of the public?
Q5‐11 During the past 12 months while working for NHS Dumfries & Galloway, I have not experienced physical violence from patients/service users or other members of
the public?
Q5‐12 Those who experienced emotional/verbal abuse/physical violence who said it was not of a discriminatory nature
Q5‐13 Did you report the emotional/verbal abuse or physical violence you experienced? (based on the number of respondents who have experienced physical violence
from patients/service users or other members of the public in the last 12 months)
Q5‐14 Were you satisfied with the response you received? (based on the number of respondents who had reported they had been subject to emotional/verbal abuse /
physical violence from patients/service users or other members of the public in the last 12 months)

626

Acute and Diagnostic

Local
Questions

General

Provided with a Continuously Improving and Safe Working
Environment Promoting the Health and Wellbeing of Staff, Patients Section
and the Wider Community

Total number of respondents 1755 1612

44
32
57
86
92
85
37
34

47
34
61
91
91
85
36
38

40
28
53
86
90
83
36
31

45
37
57
79
94
88
41
27

46
31
60
95
95
82
54
50

46
34
56
87
87
83
8
0

46
38
62
84
93
91
33
31

72
52
65
87
89
89
40
25

40
29
57
91
95
85
37
43

65

71

60

85

44

93

63

87

77

91

92

89

100

77

98

95

98

97

95

90

94

100

96

75

97

83

96

50

53

45

32

72

25

45

67

49

77

70

69

88

90

100

79

100

63

69
67
91
59
79
62
77
54

71
70
90
66
80
67

65
64
88
54
77
58
71
48

81
70
92
63
80
62
81
57

74
68
92
67
82
68
82
67

78
63
94
61
78
56
68
55

69
71
92
64
80
65
81
56

80
76
91
67
74
63
80
57

64
63
93
60
83
62
83
57

48
37
44

66
55
62

52
48
57

43
38
46

55
58
56

69
64
69

56
45
59

53
47
53
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STAFF SURVEY 2015
FEEDBACK

118

Staff Survey Feedback
NHS D&G Core
Values

20:20 Vision
Staff
Governance
Standard

119

Overview
• NHSScotland Staff Survey was conducted
between 10th August and 23rd Sept 2015.
• This builds on the previous Staff Surveys which
gives NHS Scotland staff the opportunity to
provide feedback on their experience of
working for the organisation.
• All staff had the opportunity to participate
either on-line or by completing a paper copy

120

NHS D&G Local Questions
Question

No of
Responses

Strongly
Agree/
Agree

Neutral

Disagree/
Strongly
Disagree

II have all the information I currently need
about the development of our New Hospital
and the associated Clinical Change
Programme.

1739

53%

29%

17%

I have all the information I currently need
about Health and Social Care Integration.

1731

47%

33%

19%

I know where I can access information on the
major issues affecting the Board.

1721

53%

28%

19%

Response to questions relating to the ‘Well
Informed’ Staff Governance dimension
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Question

No of
Responses

Strongly
Agree/
Agree

Neutral

Disagree/
Strongly
Disagree

Changes
from
2014

I am kept well informed about what is
happening in my Board

1743

58%

25%

18%

-3%

My line manager communicates
effectively with me

1740

62%

18%

20%

0%

When changes are made at work, I am
clear how they will work out in practice

1738

41%

31%

28%

-2%

Always/
Often

Sometimes

Seldom/
Never

I am clear what my duties and
responsibilities are

1739

84%

14%

2%

0%

I understand how my work fits into the
overall aims of my Board

1736

77%

19%

4%

-2%
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Response to questions relating to the ‘Involved
in Decisions’ Staff Governance dimension

Question

Strongly
Agree/
Agree

Neutral

Disagree/
Strongly
Disagree

Changes from
2014

Staff are always consulted about change at work

29%

31%

12%

-4%

I am confident my ideas or suggestions would be
listened to

43%

30%

28%

-2%

Always/
Often

Sometimes

Seldom/
Never

I have a choice in deciding what I do at work

40%

38%

22%

-4%

I have sufficient opportunities to put forward
new ideas or suggestions for improvement in my
workplace

55%

25%

43%

-5%
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Response to questions relating to the ‘Treated Fairly
and Consistently’ Staff Governance dimension

Question

Strongly
Agree/
Agree

Neutral

Disagree/
Strongly
Disagree

Changes from
2014

My line manager encourages me at work

62%

22%

16%

-3%

I get the help and support I need from
colleagues

77%

16%

7%

-1%

My Board acts fairly and offers equality of
opportunity with regard to career
progression/promotion

61%

27%

11%

-1%

Response to questions relating to the ‘Provided
with a Continuously Improving and Safe Working
Environment’ Staff Governance dimension
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Question

Strongly
Agree/
Agree

Neutral

Disagree/
Strongly
Disagree

Change from
2014

I can meet all the conflicting demands on my
time at work

43%

24%

33%

-3%

There are enough staff for me to do my job
properly

31%

21%

47%

-2%

I believe it is safe to speak up and challenge the
way things are done if I have concerns about
quality, negligence or wrongdoing by staff

57%

21%

24%

+4%

Have you had any Health & Safety training paid
for or provided by your Board

Yes – in last 12 months - 77%
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Lets Celebrate
• An overall response
increase of 3%
response rate
• More staff highlighted
they are happy to go
the extra mile
• Increase of 4% of staff
responding to say they
feel happy to speak up
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What Next?
Work will continue with General Managers and
their Senior Teams working closely with the Senior
/ Workforce Business Partners, undertake more
detailed analysis (by Directorate)
Identify priorities for improvement and develop
action plans including feedback on priorities for
corporate action.
Staff Governance Action Plan and Self Assessment
(SAAT) will be approved via Staff Governance
Committee and APF.
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Agenda Item 179

DUMFRIES and GALLOWAY NHS BOARD
1st February 2016

Financial Performance: 9 Months to 31st December 2015
Author:
Graham Stewart
Deputy Director of Finance

Sponsoring Director:
Katy Lewis
Director of Finance

Date: 15th January 2016

RECOMMENDATION
The Board is asked to note and consider the month nine financial position and in
particular;
•
•
•
•
•

The deterioration in the year to-date position
The use of reserves to off-set the Directorates’ underlying CRES position
The ongoing financial risks and challenges.
The updated Scottish NHS draft budget statement from John Swinney
announced in December.
The Making Difficult Decisions Strategic Operating Procedure that supports
the challenge of achieving CRES as we move into 2016-17 and beyond

CONTEXT
Strategy / Policy:
The Board has a statutory financial target to deliver a breakeven position against its
Revenue Resource Limit (RRL).
Organisational Context / Why is this paper important/ Key messages:
The Board has a statutory financial target to deliver a breakeven position against its
Revenue Resource Limit (RRL). The financial position presented reflects the initial
revenue resource limit set by the Scottish Government which is in line with the LDP.
The Acute Services Redevelopment Project has required that £9m of funding over
the last three years has been banked with the Scottish Government that will be
drawn down in future years to support transitional costs, with £2m drawn down in
2015/16.
NOT PROTECTIVELY MARKED
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This report reflects the month nine position for 2015/16 and provides a summary of
the main financial issues during this period, including the delivery against efficiency
plans, the growing pressure on medical locum costs, as well as pressures within the
Acute and Diagnostics directorate as it continues to meet Access Targets.
The year to date (YTD) position of £489k over-spend, highlights the continuing
difficult financial challenge facing the Board in delivering a breakeven position
against a background of escalating finance pressures across the system, indicating
an increased over-spend position from month eight of £272k.
The main movement in December’s position relates to the continued over-spending
across Primary Care Prescribing, worsening by a further £346k in the month. The
cumulative over-spend is now £1.5m.
Whilst this continued worsening in Primary Care Prescribing will be reflected in the
up-dated Q3 forecast report, the use of non-recurring reserves will be necessary to
ensure a break-even position by the year end. This is being monitored closely to
ensure actions to minimise the scale of the risks identified above are implemented
successfully.
The Board is asked to note the updated position for the Board’s financial plan for
2016-17, following the updated NHS budget position by John Swinney on 16th
December 2015.
Overall baseline funding for NHS Dumfries and Galloway has increased by 1.7%
and there is an expectation that efficiencies of up to 5% will need to be delivered
across all NHS Boards to ensure a break-even position is maintained.
GLOSSARY OF TERMS
ADTC
ASRP
CIG
CNORIS
CRES
CRU
DGRI
IM&T
IPTR
LDP
MYR
NOACs
QOF
PFI
RRL
SGHSCD
SMC
UNPACS
WTR
YTD

-

Area Drugs and Therapeutics Committee
Acute Services Redevelopment Project
Capital Investment Group
Clinical Negligence and Other Risks Scheme
Cash Releasing Efficiency Scheme
Compensation Recovery Unit
Dumfries and Galloway Royal Infirmary
Information Management and Technology
Individual Patient Treatment Request
Local Delivery Plan
Mid-Year Review
Novel Oral Anti-Coagulants
Quality and Outcomes Framework
Private Finance Initiative
Revenue Resource Limit
Scottish Government Health & Social Care Directorates
Scottish Medical Consortium
Unplanned Activity
Working Time Regulations
Year To Date
NOT PROTECTIVELY MARKED
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MONITORING FORM
Policy / Strategy Implications

Supports agreed financial strategy in Local Delivery
Plan

Staffing Implications

Not required

Financial Implications

Financial reporting paper presented by Director of
Finance as part of the financial planning and
reporting cycle

Consultation / Consideration

Board Management Group

Risk Assessment

Financial Risks included in paper

Sustainability

Financial plan supports the sustainability agenda
through the delivery of efficient solutions to the
delivery of CRES.

Compliance
Objectives

with

Corporate To maximise the benefit of the financial allocation
by delivering efficient services, to ensure that we
sustain and improve services and support the
future model of services.
To meet and where possible exceed Scottish
Government goals and targets for NHS Scotland.

Single
(SOA)

Outcome

Best Value

Agreement Not required

This paper contributes to Best Value goals of sound
governance, accountability, performance scrutiny
and sound use of resources.

Impact Assessment
Financial decisions are impact assessed at the point of service and financial
planning and therefore no specific action required for this paper.

NOT PROTECTIVELY MARKED
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Summary Financial Position 2015/16
1.

The Board has a statutory financial target to deliver a breakeven position
against its Revenue Resource Limit (RRL). Whilst there are significant
pressures developing so far this year, which will continue for the rest of the
financial year, overall the Board is forecast to achieve a breakeven position (no
additional carry forward) for 2015/16.

2.

This report is to provide the Board with a monthly update on progress towards
delivery of both the breakeven target for 2015/16 and the level of efficiency
savings required to deliver this financial position. The report provides a
narrative on a range of financial analysis which are presented as appendices to
this report and based on the overall Board financial position. In addition it will
highlight financial risks and challenges which we must manage as a Board.

Financial Position
3.

The Board is reporting an over-spend of £489k against budgets based on nine
months expenditure to 31st December 2015. This is as per the financial
analysis presented in Appendix 2. The position reflects the pressures
previously identified which continue to be incurred as well as any new
pressures identified. Specifically, the on-going pressures around GP
Prescribing expenditure and on-going gap in the delivery of savings schemes
recurrently, are the two main areas for concern.

4.

Medical locum expenditure still remains a significant cost to the Board, but after
a few months of exceptional increases in locum use, the current trajectory is
back in-line with original forecasts provided at the start of the year.

Key Financial Risks
5.

The key financial risks as identified are summarised as follows:
•
•
•

Delivery of in-year Cash Releasing Efficiencies Savings, indentifying
recurring plans to ensure these are identified in full by the year end (£2.67m
recurring gap).
The continued high costs associated with medical locums and cover of
medical staffing rotas (£8.98m YTD - £7.2m within Acute and Diagnostics
Directorate).
GP prescribing and the uncertainty of future price and volume changes
(£1.5m YTD). The position worsened by £346k in December, again
highlighting the significant increases in both price and volume of prescribing
experienced this year.

Revenue Resource Limit (RRL)
6.

The Revenue Resource Limit is notified monthly by the Scottish Government
Health & Social Care Directorates (SGHSCD) and once the baseline allocation
has been issued, further allocations are issued in-year.
NOT PROTECTIVELY MARKED
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7.

The forecast RRL for 2015/16 (excluding Family Health Services allocation) is
£306.1m. This includes a confirmed revenue allocation of £305m based upon
the December allocation schedule, with an increase of £1,045k included in
anticipated allocations which relates to funding movements we have been
advised to expect but where the Scottish Government Health and Social Care
Directorates have not yet confirmed formally in the allocation schedule.

8.

In addition Family Health Services Non Discretionary allocation of £15.4m has
been added to this schedule to provide an overall projected Revenue Resource
Limited for 2015/16 of £321.4m.

9.

Appendix 1 provides details of allocations received during December 2015.

Efficiency Delivery Plan (CRES)
10. The financial plan for 2015/16 identified the need to deliver recurring
efficiencies of £7.96m. This plan is split £7.5m cash releasing efficiencies and
£460k productivity savings. Whilst only a modest increase over last year’s
requirement, the Directorates continue to struggle to identify the savings plan in
full as at the end of December 2015. A plan has been agreed by the Board
which identified efficiency schemes and this will be used to monitor and
manage plans against in-year.
11. Monthly budget scrutiny meetings are now held with the Chief Operating
Officer, Deputy Director of Finance and each General Manager to discuss
progress on the remaining gap on the CRES workstreams, as well as other
financial issues.
12. The Summary CRES position, by workstream, as shown in Appendix 3, is
summarised in Table 1 below:
Table 1
CRES GAP
Workstream

Acute
Services
Clinical Change
Community Services
Clinical Change
Corporate Services
Estates & Facilities
EMI Redesign
Prescribing
Procurement
Property Strategy
Unidentified CRES
Work-stream Total
Productivity Savings
Combined Total

Original
Recurring
Schemes

Total
Savings
Plan

In Year
15/16

Recurring
16/17

YTD
Variance

£k

Original
Nonrecurring
Schemes
£k

£k

£k

£k

£k

494

153

647

1

41

0

1,409

300

1,709

(164)

(164)

(123)

336
82
965
2,000
464
18
962
6,730
460
7,190

480
220
0
0
17
0
(400)
770
0
770

816
302
965
2,000
481
18
562
7,500
460
7,960

(21)
0
0
(750)
(28)
0
(562)
(1,524)
0
(1,524)

(91)
(66)
0
(750)
(10)
0
(1,632)
(2,673)
0
(2,673)

(27)
0
0
(563)
(7)
0
(421)
(1,142)
0
(1,142)
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13.

It is important to note that these targets do not reflect the level of savings
relating to each Directorate, but are the total savings across the system as
identified in each agreed workstream.

14.

The profile of the savings schemes to-date show an underachievement of
£1,142k against CRES, from the table above, this underlines the significant
level of challenge that remains this year in identifying the balance of £1,524k
for 2015/16 and the £2,673k recurrently as we move into the next financial
year.

15.

This recurring CRES Gap predominantly relates to the level of unidentified/
underachievement across both Prescribing workstreams and the balance
across Clinical Directorates, £750k and £1,632k respectively. Whilst Primary
Care and Community Services Directorate are achieving their element of the
Community Services Change Workstream overall, the Womens and Childrens’
Directorate continue to report an underachievement against their plans of
£164k.

16.

All remaining recurring gaps on the Operating Directorates have also been
moved to the Chief Operating Officer’s unidentified CRES workstream so they
can all be considered in totality as part of the review currently being led by the
Chief Operating Officer.

17.

A total of £375k has been released from reserves (held centrally) to help offset
the level of unidentified CRES YTD. The graph at Table 2 below illustrates the
achievement of delivery against each workstream for 2015/16 financial year.
Table 2

18. Risk analysis of the deliverability of the current CRES plan has been reviewed
as at end of month 9 and shows that 32% of schemes are now high risk, 35%
are medium risk and 33% are low risk.
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19. Detailed monitoring of all the efficiency schemes is carried out on an ongoing
basis by the Efficiency Group, supported by the Senior Finance Team, to
assess and highlight risks of CRES delivery. In addition the monthly budget
scrutiny meetings, chaired by the Chief Operating Officer, focuses on how each
Directorate is working on achieving the remaining balance in full on a recurring
basis.
Operating Directorates Summary
20. The Operating Directorates are showing an over-spend position as at the end
of December of £1,251k (£944k end November) with £421k of this over-spend
relating to unidentified CRES YTD (excluding the gap on Prescribing and
Corporate plans).
21. The table below highlights the summary variance by operating service as at
end of December 2015, as well as the revised forecast variance based upon
the latest month’s position and assumptions;
Directorate

YTD
Budget

YTD
Actual

YTD
Variance

Prior
month
variance
£k

In-month

£k

£k

£k

Acute & Diagnostics Directorate

70,045

70,177

(132)

(151)

19

Facilities & Clinical Support

13,494

13,509

(15)

(11)

(4)

Mental Health Directorate

15,035

14,588

447

372

75

Primary & Community Care

42,678

43,899

(1,221)

(883)

(338)

Women & Children’s Directorate

14,914

14,822

91

104

(13)

(421)

(374)

(47)

(1,251)

(944)

(307)

Operational Services CRES
Sub
Directorates

Total–Operating

155,744

156,995

Movement
£k

22. The main pressures facing the Operational Directorates are related to the overspend in Primary Care Prescribing and the YTD gap on 2015/16 CRES plans.
The sections below highlight the main issues affecting each Directorate.
Acute and Diagnostic Services
23. The Acute and Diagnostic Directorate’s small improvement in the month is due
to the cumulative agreed release of funding for the ENPs within the Galloway of
£68k in the month, funding the previous cost pressure identified.
24. This was off-set with the continuing pressures predominantly across non-pays
relating to increasing over-spend within theatres and labs consumables.
25. The cumulative over-spend on non-pays is now £555k. The over-spend on
drugs accounts for £100k of this pressure, relating to unachieved CRES and
activity pressures across Renal, Critical care, Ophthalmology as well as the
Galloway Community Hospital (for a high cost renal patient).
NOT PROTECTIVELY MARKED
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26. The remaining issues reflected in the YTD position for non-pays can be
summarised as relating to the on-going costs of delivering the access targets
for the Directorate. At a high level these relate to;
•
•
•
•
•

Non-pays pressure with labs - £99k
Opthalmology consumables - £85k
Respiratory consumables - £67k
General ward non-pays overspends - £63k
Related travel costs associated with quicker discharges and waiting
times - £43k

27. The largest financial risks associated with delivering a breakeven position for
Acute and Diagnostics Directorate continues to be the management of
providing safe and sustainable clinical care with the increasing numbers of
vacancies across Medical staffing, the on-going costs of hitting the Access
Targets, increased expenditure related to the increasing levels of activity and
the identification of recurring CRES solutions.
Mental Health Directorate
28. The Mental Health Directorate are reporting an under-spend of £447k at
December 2015 (£372k under-spend at November), with £334k of this within
staffing budgets.
29. The main areas of under-spend are within the Learning Disability Community
Teams (£115k), medical staffing within Adult and Older Adult Services due to
vacancies (£81k), Mental Health Community Teams (£73k), Psychology (£51k)
and Mental Health OT (£61k).
30. The under-spends associated with pays reflects the ongoing level of vacancies
across the Directorate, combined with recent retirement of a senior post and
difficulties in backfilling for maternity leave. There does however remain a
pressure on pays within Mental Health Inpatient areas (£21k), reflecting the
higher level of activity in the older adult wards and the placement of Allanbank
staff. The favourable income position of £69k off-sets this over-spend position
(relating to the reimbursement of Allanbank staff costs).
31. Non-pays are under spent by £47k YTD, with some underlying pressures
across drug expenditure within substance mis-use, off-set with a variety of
small under-spends across the other areas in the Directorate.
32. Recruitment to the Mental Health Change Programme is well underway across
the services and therefore the level of under-spend for the remaining three
months of the year will be much reduced and reflected in the revised forecast
variance.
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Facilities & Clinical Support
33. Facilities & Clinical Support are reporting a cumulative over-spend of £15k at
December 2015, with a small £4k over-spend in the month.
34. There has been very little movement on last month’s position, with a forecast
break-even position still expected. There are no significant movements to
report in the month with a small worsening of £6k on income the largest
movement in the month. This relates to the under recovery of income from the
Government’s carbon reduction scheme.
Primary and Community Care Directorate
35. Primary and Community Care Directorate is reporting an over-spend of £1,221k
to December 2015 (£883k over-spend at November). The entire shift is related
to the deteriorating position across GP Prescribing, with the latest actuals
received for month 6 much higher than previously anticipated.
36. Primary Care prescribing expenditure is overspent by £1.5m YTD, a shift of
£346k in the month. This continues to relate to ongoing pressures due to
volume and price issues continuing to rise at levels above those originally
anticipated in the opening budgets. This also highlights the continued costs
associated with some drugs remaining in short supply, with associated tariff
increases reflective of this national problem.
37. The detail behind this month’s shift on prescribing, relates to the October actual
costs being £45k higher than we had anticipated. This has then resulted in
November and Decembers estimates being increased to take account of this
increasing trend on expenditure as well as the seasonal increase associated
with December activity.
38. The increase in expenditure YTD has also revised the forecast outturn position
to £2.0m overspend compared to the previous £1.7m overspend. The risk of
continued increases in volume and price movements remains high.
39. The over-spend due to the mix of volume and price issues being incurred this
year is currently estimated to be 7.19% over-spent, reflecting the pressures
seen in recent months as well as slippage to CRES plans YTD (£463k). The
total gross ingredient cost has seen a 5.7% increase comparing the same
period as last year, whilst volume is up by 1.8% over the same time-frame.
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40. The table below provides a top level summary of the areas driving the overspend YTD (With a full analysis provided in Appendix 7);
M9
Variance

Forecast
Outturn

Unidentified CRES
Volume Growth
Tariff Impact due to Price Fluctuations

£463,073
£299,565
£739,956

£617,431
£399,420
£992,383

Total Forecast Prescribing Position

£1,502,594

£2,009,234

PCCD Prescribing Position
Explanation of Variances

41. As can be seen from above there are a variety of significant price increases
impacting across high volume and common drug expenditure, not previously
highlighted when setting the 2015/16 prescribing budgets. These are national
issues impacting all Health Boards across Scotland and finance continue to
work with prescribing colleagues with each clinical team to ensure these issues
are highlighted more accurately for next financial year..
42. Some of the largest swings have meant price increases of up to 10 times the
price paid last year (Metformin for example), with a number of drugs now
between 1.5 to 6 times more expensive than last year. This is mainly due to
changes in tariff regimes agreed nationally across the UK and increasing
numbers of drugs declared to be in short supply.
43.

The pays position of £450k under-spend across the Directorate helps to off-set
the adverse prescribing variance, with a favourable movement in the month of
£40k broadly in line with previous months’ trends.

44.

The under spends across Pays relate primarily to the regional STARS service
(£113k), with the remaining underspend relating to vacancies across Nursing
(£253k) and Ancillary staffing (£105k).

Women and Children
45. The Women and Children’s Directorate is reporting an overall under-spend of
£91k to December 2015, a small over-spend of £13k in the month.
46. Pays continue to under-spend due to the level of vacancies across Nursing
within Public Health and Neonatal (although there have been recent
appointments and new post holders started January), and AHP staffing. The
YTD under-spend is £293k at December 2015.
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47. Non-pays across Women and Children’s Directorate are £202k over-spent
YTD, made up of the unidentified CRES target 2015/16, combined with the
balance of 2014/15 CRES target still to be identified in full.
Corporate Services
48. The Corporate Directorates are reporting an overall under-spend of £305k
reflecting a £9k under-spend in the month. The table below provides a
summary of the position by each corporate area;
Directorate

YTD
Budget

YTD
Actual

YTD
Variance

Prior
month
variance
£k

In-month

£k

£k

£k

Chief Executive

948

938

10

10

0

Chief Operating Officer

5,359

5,362

(3)

29

(32)

Director of Nursing, Midwifery & AHPs

1,534

1,463

71

44

27

Finance Directorate

1,618

1,577

42

26

16

Medical Director

4,842

4,847

(5)

4

(9)

Public Health

1,947

1,829

118

116

2

Strategic Planning

1,313

1,260

53

38

15

Workforce Directorate

1,310

1,291

19

29

(10)

Non-recurring projects

410

410

0

0

0

Sub
Directorates

19,280

18,976

305

296

9

Total–Operating

Movement
£k

49. The YTD variance is related to the level of vacancies across the pays budget
within Public Health, Nursing, Medical Director and Strategic Planning, resulting
in an overall under-spend on pays of £427k (£385k under-spend at November).
50. The most significant under-spend within pays is within the Public Health
Directorate which is showing an under-spend of £107k (on-going vacancies
across the service).
51. The over-spend in non pays of £36k in the month relates increase costs
associated with board-wide recruitment (£14k), e-Health expenditure on service
contracts and infrastructure support (£33k) that are being reviewed in month
10.
Strategic Services
52. Strategic services has an under-spend of £82k at December (£97k underspend November).
53. Central income is below plan by £100k, relating to under achievement of RTA
income against plan.
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54. Externals are now £174k under-spent, reflecting activity levels in Cumbria and
Newcastle being lower than expected.
55. The over-spend relating to the foul water works for the new hospital has also
been funded this month (£53k), bringing the position for minor capital works
back into balance.
Non-core Expenditure
56. Non-core expenditure comprises of costs to the Board which are not transacted
as cash and include charges for depreciation, PFI, provisions and asset
impairments. These are funded by a separate non-core revenue allocation
provided by SGHSCD.
57. The budget for 2015-16 is currently anticipated at £7.221m, with a breakdown
between elements as follows

Allocation

Depreciation – Purchased
Depreciation – Donated
Depreciation – PFI*
Provisions
Capital Grants
Impairments
Total

Annual
Budget

Charges to Available
Date

£'000

£'000
3,105
123
161
312
369
59

£'000
1,145
55
1,413
88
0
391

4,129

3,092

4,250
178
1,574
400
369
450
7,221

58. The level of funding required for impairments depends on the type of
expenditure undertaken as part of the capital plan based on revised valuations
therefore this adjustment will not be actioned until year end.
Review of Key Financial Risks
59. There still remain financial risks to be resolved in ensuring the expected breakeven year end position is achieved. In particular the following are the main
issues:•
•
•

Delivery of CRES in-year –The in-year gap remains at £1.5m, with the
recurrent gap at £2.67m.
Reducing Medical Locum expenditure, especially across Acute and
Diagnostics Directorate, which is reporting an improved position compared
to earlier in the year but is still a significant risk.
On-going pressures and increasing costs and volume within Primary Care
Prescribing (in addition to the increased level of unidentified CRES as
above). These pressures continue to increase well above the anticipated
levels assumed at the start of the year and a workshop recently undertaken
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•
•

with the Medical Director and Pharmacy Team with GPs and Finance have
agreed an action plan to address some of these pressures.
Achievement of Access Targets within Acute and Diagnostics, with ongoing reliance on other providers, to help maintain the planned level of
performance, given the current level of demand in the system.
The increasing pressure on External SLAs for activity sent out-with the
Health Board’s boundaries, particularly to Lothian and the increasing
incidence of external high cost drugs and unexpected high cost patients
treated out of area. (This is seen as a high level of financial risk as we
continue to wait on other NHS Boards to provide validated activity
information on the YTD position, making it more difficult to assess the
potential increase in activity this year compared to the agreed level within
the SLAs).

Quarter 3 Review of Key Financial Risks
60. Directorates are currently reviewing their expectations for their updated forecast
outturn as part of the process for their quarter three review. A separate report
will be prepared and provided to the Performance Committee to update on the
expected forecast position of the Board before agreeing any release of
contingency reserves.
61. The only significant change within the month 9 position relates to the GP
Prescribing movement, which has led to a re-assessment of the forecast
outturn for that area within Primary Care and Community. As highlighted above
this has lead to an increased forecast over-spend for GP Prescribing of £2.2m
(from the previous estimate of £1.7m). The basis of the revised forecast takes
into account the most recent increase in actual data received as at January,
which includes actual costs April-October, with the most recent volume data for
November.
62. As part of the Q3 review we also need to review any financial planning
assumptions and any reserve movements to understand any opportunities/
risks and threats to the year-end position. This review will look at any
movements from the opening financial plan, any slippage and additional cost
pressures in year both considering the recurring and non-recurring impact.
Financial Plan 2016/17 onwards
63. The budget announcement by John Swinney on the 16th December 2015
clarified the position around Scottish NHS Budgets for 2016/17 following the UK
Chancellors spending review in November. The headline figure confirms an
overall uplift of £476m/5.5% for territorial boards, but it should be made clear
that more than half of this overall increase (£250m/2.9%) will be directed to
Health and Social Care Partnerships to support improved outcomes in social
care and cannot be used to support general pressures in Health.
64. With £30m of the overall uplift reserved for NRAC parity funding and £49m
already distributed to baselines during 2015/16, the underlying uplift available
to territorial boards, such as ourselves is significantly reduced to 1.7%. This will
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be applied to fund NHS uplifts and pressures but these continue to significantly
exceed the allocation uplift requiring most NHS Boards to deliver efficiencies of
up to 5% to remain in a breakeven position.
65. This uplift is further eroded in real terms when taken into account with the
reduced allocations being made available for the health bundles received to
deliver specific outcomes (e.g. effective prevention and e-Health), where a
7.5% top-slice is being made by the Scottish Government. When taken into
consideration with the reductions also likely to be applied to New Medicines
Funding and Alcohol and Drugs services, the baseline uplift is more likely to be
closer to 1.3%.
66. For Dumfries and Galloway the uplift of 1.7% equates to £4.5m this further
reduces to 1.3%/£3.6m with the other allocation changes. Work is ongoing to
develop detailed financial plans to assess the scale of the challenge and how
this will be managed through cost containment and detailed efficiency plans.
Known costs already in the system include the following;
•
•
•
•
•
•

Increased cost of employers national insurance
Pay inflation and Incremental Drift
SMC/Acute Prescribing Growth
GP Prescribing increases
Non-pay Inflation
External SLA Growth/Pressures
Total

- £2.2
- £3.2
- £2m
- £4m
- £0.5m
- £0.75m
- £12.65m

67. This gives a gap of £9m but does not consider the other activity and service
pressures currently being worked through by General Managers and Finance
colleagues.
68. The unprecedented scale of the level of savings required for this coming
financial year is currently expected to be in the region of £13m (5%). This is
substantially higher than ever previously achieved, following 4 years of
sustained levels of efficiency savings removed from budgets.
69. Achieving the necessary statutory requirement to breakeven with therefore
undoubtedly require the implementation of a number of major change
programmes, ensuring good governance is adhered to through the framework
of the Difficult Decisions protocol (as shown in appendix 8).
70. The next steps include:
•
•
•
•
•

Budget setting and financial planning work to conclude during January
Development of detailed CRES plans with GM’s and Directors ongoing
(budget scrutiny and update meetings during January).
Obtain clarity with SG on outstanding matters in relation to the allocation
Review of the difficult decisions framework
NHS Board update at workshop on 8th February
– Draft plans by end February
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– Board approval by end March
– Agreement of budgets for IJB by May
Making Difficult Decisions
71. A process for making difficult decisions was developed in 2010 and, following
wide consultation, approved by the Board Management Group, Scrutiny
Committee and NHS Board. Following feedback from NHS Board members and
senior managers, the process has been reviewed and updated, ensuring
equality protected characteristics are more fully reflected.
72. A process to support managers and the NHS Board in ‘making difficult
decisions’ is needed in order to robustly and openly defend any such difficult
decisions, whether covering large or small cost savings. If a decision is
assessed as not difficult or controversial, this process is not required.
73. The revised paper as attached in Appendix 8 is the updated Making Difficult
Decisions Operating Procedure as agreed by Management Team in January
2016. This approach allows the NHS Board to evidence that it has built
‘reasonableness, transparency, procedural fairness and accountability into its
decision making process’.
74. The key points from the review are:
• a decision may be difficult / controversial whatever the monetary value, i.e.
whether very small or very large
• conversely, this process is not required if the decision is assessed as not
difficult or controversial, whatever the value
• requirements around EQIA strengthened and protected characteristics
updated
• financial limits updated to reflect current delegated limits
• amending flowchart to simplify and clarify steps

75. The report includes the following appendices:
i.

Appendix 1 provides details of all revenue allocations received during the
current month. It also highlights anticipated allocations and the Board’s
expected final RRL.

ii.

Appendix 2 provides a detailed analysis of the budgeted and actual
financial position by operating directorate for period to 30th June 2015. It
identifies variances against budget and also highlights where CRES
targets have not been allocated to operating budgets.

iii.

Appendix 3 summarises the CRES plan for 2015/16.

iv.

Appendix 4 provides a summary of expenditure variances across the
organisation by expenditure type. This provides a more detailed analysis
of expenditure patterns per directorate.
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v.

Appendix 5 provides further detail behind the under and over-spends in
nursing pay budgets.

vi.

Appendix 6a and 6b provides details of expenditure on locum staff.

vii.

Appendix 7 provides a fuller analysis of the price and volume pressures
affecting GP Prescribing expenditure.

viii.

Appendix 8 details the ‘Making Difficult Decisions’ strategic operating
Procedure as agreed by Management Team on 19th January in the
support of CRES delivery.
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NHS DUMFRIES AND GALLOWAY
REVENUE RESOURCE ANALYSIS
At 31st December 2015
Baseline
Recurring
£000s

Revenue Allocation as at 30th November 2015

267,467

Other
Distinction Awards
National Ophthalmology Workstream
NHSS Disabled Graduate Scheme
NSS National Screening Programmes, National MCNs & Risk Share
NSD Risk Share
Pharmacy pre registration students to NES
Pharmacy pre registration students to NES
SDAI 1st Tranche AG
SDAI 2st Tranche RH
SDAI 2st Tranche RH
Support Implementation of NMC Revalidation

Earmarked
Recurring
£000s

29,991

Non
Recurring
£000s

1,599

Non
Core
£000s

6,261

36

(467)
(109)
54
(31)
100
20
20
19

Family Health Services Non Discretionary Allocation
Total Revenue Allocation (incl FHS)

(577)
266,890
266,890

59
30,050
(200)
29,850

204
1,803
285
2,088

305,318

36
40
5
(467)
(109)
54
(31)
100
20
20
19
0
0

40
5

Non Core

Total Allocations
Revenue Allocation as at 31st December 2015
Anticipated Allocations
Total Revenue Allocation (excl FHS)

Total
£000s

0
6,261
960
7,221

(314)
305,005
1,045
306,050
15,394
321,444
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NHS DUMFRIES AND GALLOWAY
EXPENDITURE ANALYSIS
9 Months Ended 31st December 2015
Annual Budget

Pays Ytd

Pay

Non Pay

Income

Total

£000

£000

£000

£000

Area

Non Pay Ytd

Income Ytd

Total Ytd

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Actual

Variance

Variance

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

%

Operating Directorates
93,925 Acute & Diagnostics Directorate

52,103

51,666

437

18,324

18,878

(555)

(382)

(367)

(15)

70,045

70,177

(132)

6,147

6,026

121

8,453

8,502

(49)

(1,106)

(1,020)

(86)

13,494

13,509

(15)

0%

19,969 Mental Health Directorate

14,493

14,160

334

1,654

1,606

47

(1,112)

(1,178)

66

15,035

14,588

447

3%

56,926 Primary & Community Care

19,443

18,993

450

24,272

25,954

(1,682)

(1,038)

(1,048)

11

42,678

43,899

(1,221)

-3%

20,067 Womens & Childrens Directorate

14,280

13,987

293

1,284

1,486

(202)

(651)

(651)

0

14,914

14,822

91

1%

106,467

104,832

1,634

53,986

56,427

(2,440)

(4,288)

(4,263)

(24)

156,165

156,995

(830)

0

0

0

(421)

0

(421)

0

0

0

(421)

0

(421)

100%

106,467

104,832

1,634

56,427

(2,861)

(4,288)

(4,263)

(24)

156,995

(1,251)

101%

70,292

24,093

(459)

8,156

12,018

(1,510)

18,664 Facilities & Clinical Support

19,503

1,890

(1,423)

25,892

32,363

(1,330)

19,289

1,623

(845)

143,132

71,987

(5,567)

0

(562)

0

143,132

71,425

(5,567)

209,551

(562) Op Services Remaining CRES

208,990 Sub Total - Operating Directorates

53,565

155,744

0%

0

Corporate Services
707

550

0

2,569

4,390

(99)

2,123

185

(238)

2,278

1,899

(1,010)

4,999

2,376

(959)

426

574

(335)

2,704

585

(473)

758

1,098

(26)

1,673

314

(285)

18,237

11,970

(3,426)

0

0

(4,986)

0

36,731

(3,035)

1,256 Chief Executive

530

526

4

417

411

6

0

0

0

948

938

10

1%

6,859 Chief Officer E Health

1,924

1,862

62

3,509

3,562

(52)

(75)

(62)

(13)

5,359

5,362

(3)

0%

2,069 Dir Nursing, Midwifery & Ahp's

1,583

1,522

61

142

134

8

(192)

(194)

2

1,534

1,463

71

5%

3,167 Finance Directorate

1,696

1,659

37

903

892

11

(981)

(974)

(6)

1,618

1,577

42

3%

6,416 Medical Director

3,662

3,584

79

1,792

1,887

(95)

(612)

(624)

11

4,842

4,847

(5)

0%

316

316

(0)

428

428

(0)

(335)

(335)

0

410

410

(0)

0%

2,027

1,920

107

291

312

(21)

(371)

(402)

32

1,947

1,829

118

6%

569

515

54

771

789

(18)

(26)

(43)

17

1,313

1,260

53

4%

1,252

1,230

22

247

246

1

(190)

(186)

(4)

1,310

1,291

19

1%

13,561

13,134

427

8,500

8,661

(161)

(2,781)

(2,820)

39

19,280

18,976

305

2%

(4,986) Central Income

0

0

0

0

0

0

(3,740)

(3,639)

(100)

(3,740)

(3,639)

(100)

3%

33,696 External & Resource Transfer

0

0

0

26,799

26,673

126

(2,309)

(2,358)

48

24,489

24,315

174

1%

665 Non Recurring Projects
2,815 Public Health
1,830 Strategic Planning
1,703 Workforce Directorate
26,781 Sub Total - Corporate Services

Strategic

3,159 Minor Capital Projects

814

2,345

0

621

611

10

2,271

2,281

(10)

0

0

0

2,892

2,892

(0)

0%

385

40,826

(1,955)

39,256 Primary Care

289

281

8

30,594

30,593

0

(1,466)

(1,466)

0

29,416

29,408

8

0%

1,199

79,901

(9,976)

71,124 Sub Total - Strategic

909

892

18

59,663

59,547

116

(7,515)

(7,463)

(52)

53,057

52,975

82

4%

0

5,861

0

5,861 Non Core Expenditure

0

0

0

4,129

4,129

0

0

0

0

4,129

4,129

0

0%

162,568

169,157

(18,969)

120,936

118,858

2,079

125,858

128,764

(2,906)

(14,584)

(14,546)

(37)

232,211

233,075

(864)

107%

933

7,756

0

0

0

0

375

0

375

0

0

0

375

0

375

100%

163,501

176,913

(18,969)

120,936

118,858

2,079

126,233

128,764

(2,531)

(14,584)

(14,546)

(37)

232,586

233,075

(489)

207%

312,756 Total Operating Budgets
8,688 Reserves

321,444 Grand Total
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Efficiency Delivery Plan 2015-16
Position at 31st December 2015
Forecast Outturn Savings

Description

Original
£

Original Non
£

Total Saving
£

In Year 2015£

Full Year
£

CRES GAP

Delivered Savings 2015-16

In Year 2015- Recurring 2016£
£

YTD plan
£

YTD actual
£

YTD Variance
£

Workstream
Acute Services Clinical Change

494,000

152,500

646,500

647,281

535,040

781

41,040

469,203

469,203

0

Community Services Clinical Change
Corporate Services
Estates & Facilities Review
Mental Health EMI Redesign
Prescribing
Procurement Savings
Property Strategy
Unidentified CRES
Corporate Total

1,409,480
415,960
81,764
965,000
2,000,000
464,040
18,236
961,520
6,810,000

300,000
400,000
220,000
0
0
17,500
0
-400,000
690,000

1,709,480
815,960
301,764
965,000
2,000,000
481,540
18,236
561,520
7,500,000

1,545,080
794,960
301,764
965,000
1,249,568
454,040
18,236
0
5,975,929

1,245,080
325,003
35,414
965,000
1,249,568
454,040
18,236
0
4,827,381

-164,400
-21,000
0
0
-750,432
-27,500
0
-561,520
-1,524,071

-164,400
-90,957
-66,350
0
-750,432
-10,000
0
-1,631,520
-2,672,619

778,359
496,729
174,374
723,753
1,500,910
360,021
13,680
421,140
4,938,169

655,050
469,795
174,374
723,753
937,866
352,524
13,680
0
3,796,245

-123,309
-26,934
0
0
-563,044
-7,497
0
-421,140
-1,141,924

Total

6,810,000

690,000

7,500,000

5,975,929

4,827,381

-1,524,071

-2,672,619

4,938,169

3,796,245

-1,141,924

460,000

0

460,000

460,000

460,000

0

0

344,997

344,997

0

7,270,000

690,000

7,960,000

6,435,929

5,287,381

-1,524,071

-2,672,619

5,283,166

4,141,242

-1,141,924

Productivity Savings

Combined Total
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NHS D&G: Subjective Report

Account
Type

Pay

Account Summary

Admin & Clerical
Ahp
Ancillary
Health Science Services
Med/Dental Support
Medical & Dental
Miscellaneous
Nursing
Senior Managers

Pays
Non Pay

Clinical
Drugs
Equipment & Service Contracts
Excluded
Externals
Family Health Services
General Services
Hotel Services
Other
Property
Publicity & Advertising
Travel/ Training/ Recruitment

Non Pay
Income

2015

Variances - Year To Date Month:

December

Acute &
Diagnostics
Dir

Mental Health
Directorate

Primary &
Community
Care

Womens &
Childrens
Directorate

Corporate
Services

Strategic

Non Core
Expenditure

Facilities &
Clinical
Support

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

74
(38)
1
147
(22)
13

60
(30)
105
28

36
12
9
(0)

21
14
253

(77)

262

22
59
(8)
76
0
103
(2)
83

313

437

334

450

260
36
(9)
(26)
(37)
141
(3)
58
6

(14)

293

427

18

18
(68)
(16)
(225)
(0)
(2)
(1)
19
(6)
1
79

(17)
(15)
(290)
(58)
58
0
38
(29)
205
(53)
(24)
24

(0)
(0)
(117)
0
126
(6)
(4)
(6)
204
(74)
(1)
(6)

116

(179)
(100)
(138)
0
(3)

(2)
(13)
(7)
(0)
(16)

(32)
(6)
(22)
(11)
12
(76)

13
2
64
(1)
(2)
11

(106)
4
(88)
(136)
(10)
(1,510)
(35)
(46)
169
(12)
(4)
92

47

(1,682)

(202)

(161)

(555)
Fhs Income
Hch Income
Other Operating Income

Year

Op Services
Remaining
Cres

Ytd Variance Ytd Variance
£000
£000

9
(5)
108
8

(2)

446
34
204
234
(59)
227
9
977
6

26
8

0

0

121
(78)
(0)
122
0

0
0

13
(85)
(115)
55
1
38

0

(49)

Total

0

(46)

(46)

2,079
(365)
(193)
(534)
(465)
153
(1,515)
(11)
(169)
525
(101)
(16)
161

(2,530)

(14)
(1)

68
(1)

7
40
(36)

(0)
0

(8)
49
(2)

0
(51)
(1)

(1)
84
(120)

Income

(15)

66

11

0

39

(52)

0

(86)

0

(37)

TOTAL

(132)

447

(1,221)

91

305

82

0

(15)

(46)

(489)

(8)
(79)
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Nursing: Variance Report
4CCN - Level 4 Cost Centre Name

5CCN - Level 5 Cost Centre Name

Acute & Diagnostics Dir

Mental Health Directorate

Learning Disabilities Dir

Dec 2015
Apr
Variance
£000
1

Jun YTD
Variance
£000
10

Sep YTD
Nov YTD
Dec YTD
Variance
Variance £000 Variance £000
£000
98
126
262

19

42

102

92

115

-7

-10

HCSW positions transferred to Admin.

-13

8

41

49

63

3.07 Funding now allocated for CATS pilot team.

Mental Health Admin
Mental Health Community

16

-34

-20

Mental Health Management
Prison & Police Custody H/C
Psychology Directorate

-3
0
-2

17
3
-6

10
7
-12

-1
7
-17

-20
7
-19

-4.89
4.98

Substance Misuse

-1

0

0

-30

-33

-4.92

46

33

164

61

83

0.89

23

41

83

121

125

26.25

97

106

Underspend relates to STARS. Band 8a nurse
vacancy filled by non nursing Council
employee. Also nursing vacancies at Band 3
filled by council employees.

114

Underspend in Thomas Hope, Lochmaben,
Annan and Moffat Hospitals due to efficient
rostering in ward in line with activity levels. In
3.91
additional vacancy due to 1 Band 7 working
accross both Moffat and Thomas Hope
Hospitals.

Underspends in the following areas: £7k
Locality Management, £19k Community
Nursing, £4k Continence Service,£17k
Thornhill, £6k Managed Clinical Network. £3k
-6.39
Nithsdale Projects. This offsets a £99k over
spend in B2 nursing in GP OOH (Budget for
Band 2 sits within Support Services) and £79k
over spend in Allanbank staff costs.

-8

-94

-93

-112

-121

Pccd4 Stewartry Locality

0

9

8

-18

-14

Mainly under spent in District Nursing offset
-0.82 by arrears payments paid to Diabetic Acute
Nursing Staff.

-12

26

66

138

150

Management and Admin £62k under spend
due to Band 6 and 8a vacancy. £57k under
spend in Community Nursing due to retirals
end April recruitment underway - internal
9.19 promotions from July. £12k under spend in
Hospice at Home.£20k under spend at
Newton Stewart Hospital. Galloway
Community Hospital nursing budget
transferred to Acute Services.

17

38

160

235

253

2.92

5

18

29

26

29

4.32

-3

0

0

20

23

22.26

Funding from Cost Pressures for Specialist
Nurse. Out Patient Clinics under review.

W&C Learning Disability

9

19

24

25

30

5.02

Vacancies temporarily backfilled at a lower
grade.

W&C Management & Governance

4

13

-2

-3

-3

-1.04

W&C Midwifery

-17

-20

-51

6

16

0.56

Cost pressure re midwifery protections now
funded.

W&C Neonatal

4

12

34

53

63

9.39

Underspend due to efficient rostering on
the ward in line with activity levels.

W&C Public Health Nursing

13

48

88

104

107

W&C Sexual Health

-2

-5

-10

-13

-17

Primary & Community Care

W&C Cmhs

W&C Gynaecology

W&C Ward 15

8

25

54

59

65

Band 7 vacancy - appointed to June (which as
a result has now created a Band 6 vacancy now filled). Band 6 Maternity Leave backfilled
by Band 5. Band 3 Vacancy advertised.

Vacancy due to Band 7 postholder who retired
March 15. Post now taken as CRES

Vacancies throughout region. Recruitment
5.58 underway - interviews mid July. Some of the
posts will be filled from September.
-9.27

Underspend due to efficient rostering on
the ward in line with activity levels.
Vacancies within Community Childrens
6.08 Nursing - Service Review recently
completed and recruitment underway postholders started October and
November.

22

109

165

Chief Executive
Dir Nursing, Midwifery & Ahp'S
Medical Director
Non Recurring Projects

-8
3
-5

-6
10
0

2
18
4

278
3
7
23
0

314
4
11
23
0

3.73
69.45
1.46
66.01
0.09

Public Health

-1

8

23

23

15

3.46

1
-11
0
-1
74

3
15
1
0
206

7
53
4
0
645

5
60
6
0
766

5
58
8
0
977

1.39
3.49
2.68

Workforce Directorate
Corporate Services
Strategic
Facilities & Clinical Support

55

Lower than expected income from DTTO
funding.

Pccd3 Nithsdale Locality

Pccd5 Wigtownshire Locality

Womens & Childrens Directorate
Corporate Services

14

Relates to Community Teams - recruitment
underway. Band 5 nurse posts have been
filled and should start October. Underspend of
£42k in Social Care Projects.

Relates to Mid Park. Bank usage has started
to increase due to Clinical Actinity in Older
Adult Wards. CRES actioned Month 2 re
-0.43
Treastaigh. Offset by Glenkiln EMI staff costs.
Pay and Income budget adjusted Month 8 re
Glenkiln.

-32

Pccd2 A&E Locality

Womens & Childrens Directorate

8.04

46

Pccd1 Regional Services

Comments

1.13

Mental Health Inpatient

Mental Health Directorate

Primary & Community Care

Dec YTD
Variance %

1.90

Immunisation team - maternity leave not
backfilled and another vacancy filled by ad
hoc hours as and when required. Underspend
within Wish Keep Well

Appendix 6a

148

NHS D&G: Locum Costs
Actual Locum Costs: Internal & External
2015-16
Directorate

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

YTD

Jan-16

Feb-16

Mar-16

Total

796
42
109
34
34
1,015

782
34
82
8
28
934

£000
May-14

£000
Jun-14

481
0
132
22
24
659

577
27
184
33
35
856

608
25
141
13
30
817

(249)

(159)

(117)

Acute & Diagnostics
Mental Health
Primary & Community
Womens & Childrens
Other
Total

739
9
117
16
27
908

978
1
225
(1)
38
1,241

907
23
80
36
31
1,077

790
(15)
117
32
33
957

803
3
153
37
33
1,029

653
(1)
117
26
33
828

751
9
147
42
37
986

7,199
105
1,147
230
294
8,975

0

0

0

7,199
105
1,147
230
294
8,975

2014-15
Directorate

£000
Apr-14

Acute & Diagnostics
Mental Health
Primary & Community
Womens & Childrens
Other
Total
Cumulative (Over) / Under

£000
Jul-14

£000
Aug-14

£000
Sep-14

412
36
167
23
26
664

692
113
196
36
27
1,064

735
0
181
11
30
957

(577)

(13)

0

£000
Oct-14

£000
Nov-14

£000
Dec-14

£000
YTD

£000
Jan-14

£000
Feb-15

£000
Mar-15

£000
Total

628
46
175
33
53
935

615
32
193
51
63
954

608
17
215
40
46
926

5,356
296
1,584
262
334
7,832

591
20
177
48
82
918

748
39
148
44
30
1,009

1,023
40
178
30
67
1,338

7,718
395
2,087
384
513
11,097

(94)

126

(60) (1,143)

918

1,009

1,338

2,122

Locum Funding from Reserves
2015-16

Directorate

£000

£000

£000

£000

£000

£000

£000

£000

£000

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

378
0
53
10
0
441

391
0
1
0
0
392

412
0
18
15
0
445

383
0
64
28
0
475

Acute & Diagnostics
Mental Health
Primary & Community
Womens & Childrens
Other
Actual Ytd and Projection

388
0
43
10
0
441

464
0
124
0
0
588

425
0
(40)
15
0
400

448
0
46
25
0
519

417
0
53
56
0
526

£000

£000

£000

£000

£000

YTD

Jan-16

Feb-16

Mar-16

Total

3,706
0
362
159
0
4,227

375
0
40
10
0
425

370
0
40
10
0
420

370
0
40
10
0
420

2014-15 Locum Reserve Funding

4,821
0
482
189
0
5,492
5,281

2014-15
Directorate

Acute & Diagnostics
Mental Health
Primary & Community
Womens & Childrens
Other
Total

£000
Apr-14

197
0
46
0
0
243

£000
May-14

£000
Jun-14

213
0
0
0
0
213

267
0
0
0
0
267

£000
Jul-14

222
0
129
57
0
408

£000
Aug-14

£000
Sep-14

321
0
60
27
0
408

330
0
40
0
0
370

£000
Oct-14

412
0
24
18
0
454

£000
Nov-14

£000
Dec-14

349
0
27
42
0
418

333
0
118
33
0
148

£000
YTD

2,644
0
444
177
0
3,265

£000
Jan-14

331
0
104
31
0
466

£000
Feb-15

251
0
32
35
0
318

£000
Mar-15

260
0
31
0
0
291

£000
Total

3,486
0
611
243
0
4,340
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Acute & Diagnostics Agency Spend Analysis
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Appendix 7
Detailed Analysis of Prescribing Pressures
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M9
Variance

Forecast Outturn

PCCD Prescribing Position
Explanation of Variances
Unidentified CRES
Volume Growth
Tariff Impact due to Price Fluctuations

£463,073
£299,565
£739,956

£617,431
£399,420
£992,383

£1,502,594

£2,009,234

£77,531
£54,192
£131,723

£103,374
£72,256
£175,630

Dressings
Pregabalin
Duloxetine
Ticagrelor
Total Other Volume

£25,955
£45,000
£42,125
£24,180
£30,582
£167,843

£34,607
£60,000
£56,167
£32,240
£40,776
£223,790

Total Volume Pressures

£299,565

£399,420

Tariff Impact Due to Price Fluctuations
Metformin
Co-codamol
Antispasmod & other drgs alt gut motility
Hydrocortisone (Hormone Replacement)
Trimethoprim
Doxepin
Dipipanone with Cyclizine
Levothyroxine Sodium
Dexamethasone
Carbimazole (Thyroid)
Digoxin (Heart Failure)
Sitagliptin
Vitamin C (Ascorbic Acid)
Amitriptyline
Vitamin D
Proton Pump inhibitors
Trazodone Hydrochloride
Thiamine
Nitrofurantoin
Betamethasone
Others
Total Price Pressures

£84,482
£72,000
£67,700
£50,156
£43,596
£43,011
£41,808
£39,510
£37,224
£36,111
£33,000
£28,655
£23,201
£20,483
£19,803
£19,430
£18,629
£17,058
£14,217
£11,475
£18,411
£739,956

£112,642
£96,000
£90,266
£66,874
£58,128
£57,348
£55,744
£52,680
£49,632
£48,148
£44,000
£38,206
£30,934
£27,310
£26,404
£25,906
£24,838
£22,744
£18,956
£15,300
£30,323
£992,383

Total Forecast Prescribing Position
Volume growth on Specific Drugs larger than in Budget Setting
NOAC's
Apixaban
Rivaroxaban
Total NOACs
Other Volume increase
Valganciclovir ( Antiviral for transplant Patients)
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APPENDIX 8

Standing Operating Procedure (SOP)
- for Making Difficult Decisions
Considering Proposals for Disinvestment / Efficiency Service Change
At the NHS Board Management Team meeting of 19 January 2016, the following
process was adopted as a Standing Operating Procedure (SOP) for the Board.
The aim of this Standing Operating Procedure is to:
• support the NHS Board and managers in making difficult decisions and,
subsequently, to defend such decisions if challenged.
This SOP allows the NHS Board to evidence that it has built reasonableness,
transparency, procedural fairness and accountability into its decision making
process.
This Standing Operating Procedure must be followed in all situations where a
‘Difficult Decision’ is required relating to any efficiency measure – including
disinvestments, service change/redesign and reducing/curtailing a clinical procedure.
This allows all proposals for producing cash releasing savings and/or shifts in
resources from redesign to be considered in a structured and consistent way.
It is not required for all efficiency and service redesign proposals, where these are
non-controversial and part of the ongoing actions of departments and staff to produce
clinical/ service improvements and efficiencies. Likewise any service changes that
are part of an overall development and/or investment plan will continue to be
considered through the NHS Board’s established Business Case process.

This SOP and related guidance provide:
•
•
•
•

•
•
•

a flowchart of the process for making difficult decisions (Flowchart)
the criteria for using the SOP for making difficult decisions (Appendix 1)
the template to be used for initial proposals, and full/ developed proposals
(Appendix 2)
requirements for working up approved initial proposals into full/ developed
proposals (Appendix 3), including undertaking an Equality Impact Assessment
(EQIA). As with investment decisions, some aspects will be guided by the level of
annual recurring revenue being considered, whether:
- under £50,000; between £50,000 and £250,000; or over £250,000.
the ethico-legal values/ principles against which proposals must be checked
(Appendices 4 a&b))
criteria and process for challenges/ appeals to a decision (Appendix 5)
Finance tracking sheet (Appendix 6), to provide central recording of proposals
considered and decisions made, to evidence transparency and accountability.

NOT PROTECTIVELY MARKED
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It is the responsibility of all managers and Clinical Directors to be familiar with this
SOP and to consider its use for any service change.
This Standing Operating Procedure is based on work undertaken on a national basis,
reported through the National Planning Forum (NPF). In March 2010 the report of a
short life working group was produced, Making Difficult Decisions in NHS Boards in
Scotland 1, which included a Framework for making better decisions, attached as
Appendix 7. The Board agreed the process in 2010/11, following consultation and
feedback from various groups including the Area Partnership Forum and the Area
Clinical Forum. The process was reviewed and updated in January 2016, and
adopted as a Standing Operating Procedure (SOP) by the Management Team (MT).

Vicky Freeman, Mary Harper & Graham Stewart
Strategic Planning and Finance
(2016 update, adopted as SOP by Management Team, 19 January 2016)

GLOSSARY OF TERMS
ACF
- Area Clinical Forum
COO
- Chief Operating OfficerBoard Management Group
CRES
- Cash releasing efficiency savings
D&G
- Dumfries and Galloway
EQIA
- Equality impact assessment
MB
- Management Board
MT
- Management Team
NHS
- National Health Service
SHC
- Scottish Health Council
SOP
- Standing Operating Procedure
wte
- whole time equivalent

1

Making difficult decisions in NHS Boards in Scotland, Report of a short life working group. (March
2010) available at:
www.healthcareimprovementscotland.org/previous_resources/policy_and_strategy/making_difficult_decisions_in.aspx
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Flowchart for Making Difficult Decisions

Initial Proposal

Phase 1

Check proposal fits criteria for ‘Difficult Decisions’ process
(Appendix 1 )

Complete template for service change/disinvestment proposal
Appendix 2

Clinical Directors Group
(for clinical effectiveness proposals)

Relevant Management Board (MB)
Record decision in relevant MB minutes & Finance Tracking Sheet (Appendix 6)
Phase 2 (if approved through Phase 1)

Developed Proposal

Undertake:
a) consultation
b) evidence / benchmark check
c) option appraisal
- at appropriate level guided by estimated savings (Appendix 3 )
d) equality impact assessment (EQIA)
e) review against ethico-legal values / principles (Appendix 4 a&b)

Produce report, with updated template (Appendix 2) & recommendations.
Guided by level of estimated savings, seek decision/approval from:

under £50k p.a.
COO (Chief Operating
Officer) & MB sign-off,
notify MT

£50k - £250k p.a.
MB sign-off,
then MT sign-off, notify
Performance Committee

over £250k p.a.
MT & Performance
Committee sign-off, then
NHS Board sign-off

Record decision in relevant MB/ Committee minutes & Finance Tracking Sheet

Appeals

Phase 3 (if decision from Phase 2 challenged)
If decision challenged – check legitimacy & follow appeals process ( Appendix 5 )
Submit report & seek decision from:

under £50k p.a.
to MB, then MT

£50k - £250k p.a.
to MT, then Performance
Committee
NOT PROTECTIVELY MARKED
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over £250k p.a.
to Performance
Committee, then Board
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Appendix 1 – Criteria for using Difficult Decisions process/ protocol
Overarching requirement:
All the criteria below, whether for inclusion or exclusion, relate to proposals for making
efficiencies and savings, whether through disinvestment, withdrawal of service and/or service
change.
Inclusion criteria
•
•
•
•

any service reduction or change that will have a significant impact on patients, carers,
staff, equalities groups or geographic communities*
major reduction or cessation of an established clinical procedure/treatment, due to new
evidence or application of thresholds
any service reduction or change that is or may be controversial
any service reduction or change that would result in NHS Dumfries and Galloway
providing a significantly different service from elsewhere in Scotland

Exclusion criteria
•
•
•
•

redesign to produce efficiencies that do not involve significant service change
reduced access to clinical procedures through more rigorous application of current
clinical guidelines and thresholds
not mainstreaming non-recurring funding (exit strategy applies)
implementation of a Scottish Government directive

NB
• This process does not apply to cases of ‘major service change’, as defined by the
SGHD*, where particular requirements need to be met. However the Board may chose
to use some of this process for the initial stages.
• This process does not apply in emergency situations where services may be reduced or
stopped temporarily, including in response to health and safety issues.
*

Guidance from Scottish Government Health Directorate states that ‘Where a service
change will have a major impact on a patient or carer group, members of equalities
communities or on a geographical community, the Scottish Health Council can advise on
the nature and extent of the process considered appropriate in similar cases. Boards
should, however, seek advice from the Scottish Government Health Directorate (SGHD)
on whether a service change is considered to be major and, for those that are, Ministerial
approval on the Board’s decision will be required’.

*

Guidance on the Community Empowerment (Scotland) Act 2015 states that ‘Part 10:
Participation in Public Decision-Making: A new regulation-making power enabling
Ministers to require Scottish public authorities to promote and facilitate the participation of
members of the public in the decisions and activities of the authority, including in the
allocation of its resources. Involving people and communities in making decisions helps
build community capacity and also helps the public sector identify local needs and
priorities and target budgets more effectively.’
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Appendix 2 -

Service Change / Disinvestment template
Title of Proposal
Stage (delete as appropriate)

Initial

or

Developed/Full

Lead Manager/Clinician
COO/ Sponsoring Director

1.

Brief description of proposal:
(clarify whether:- budget reduction; redesign of service to make efficiency savings;
service withdrawal/disinvestment; other)

2.

Contribution to planning &/or corporate objectives:

3.

Impact on service and staff:
(include details of workforce - by staff group & wte /training /locations)

4.

Assessment of impact on:
i) All patients:

ii) Different equality groups (legislated protected characteristics)*:
Negative

Positive

No
Impact

Describe how impact will be
mitigated

Age
Disability
Gender Re-assignment
Marriage/ Civil Partnership
Pregnancy & Maternity
Race
Religion & Belief
Sex
Sexual Orientation
* undertake Equality Impact Assessment (EQIA) for all Developed / Full proposals
iii) Other NHS services:

iv) Partner organisations:
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v) The local economy and suppliers:

vi) Other stakeholders:

5.

Accommodation/estates impact (particularly in respect of access issues):

6.

Anticipated full and part year savings:
(include gross savings & any ‘spend to save’ investment required)

7.

Benchmarking / Best Value:
(describe how the proposal has been benchmarked & best value assured)

8.

Key tasks required to deliver outcome:
(include implementation plan; when will savings impact; measures of success)

9.

Consultation/communication required/ undertaken:
(include Staff Partnership process)

10.

Key risks / How risks will be managed:
(consider use of Board’s risk management matrix)

11.

Potential Unintended Consequences / How these will be managed:

12.

Potential Other Options:

For Fully Developed Proposal
In addition to completion of template, confirm that all requirements are completed and
information/ details attached (Tick)
Consultations (full range)

Ethico-legal values / principles

Evidence

Finance checked

Option appraisal (if appropriate)

Risk Assessment

Equality Impact Assessment (EQIA)
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Appendix 3 – Requirements for developing Full Proposal
The following tables set out the various requirements to comply with the Framework for
making difficult decisions, including a requirement for appropriate consultation, ensuring the
decision is based on the best evidence available, and that different options have been
considered, if necessary. As with investment decisions, the detail of some aspects will be
guided by the level of annual recurring revenue being considered, whether:
- under £50,000; - between £50,000 and £250,000; or - over £250,000.
NB - These financial levels are provided for guidance only, as it may be judged that
additional consultation, evidence, etc is required than indicated in the tables below.
Consultation*
Public

under £50k
not required

£50k - £250k
consider ‘proportionate
application’ (SHC*)
limit to cases where
patients may experience
negative effect
follow Partnership good
practice

Patients

over £250k
consider ‘proportionate
application’ (SHC*)
seek views of patients
directly affected

consider
impact
on
patients as part of
process
Workforce
consider impact in terms
involve
Partnership
of
current
change
Forum as appropriate
management processes
Clinicians
limit to those directly limit to those directly seek clinicians’ views
affected
affected
Professional consider
limit to those directly submit to ACF & any
Committees
affected, if any
other committee directly
affected
Evidence Base
under £50k
general
statement
required

£50k - £250k
only outline of relevant figures
(e.g. no. patients/ staff
affected), info re impact &
any relevant guidelines

over £250k
use of references, clinical
guidelines,
national
comparisons, etc to support
disinvestment/ change

Option Appraisal
under £50k

£50k - £250k

over £250k

no

optional

yes

Undertake

- EQIA and
- review against ethico-legal
a&b_Hlk274905382)
under £50k
£50k - £250k
yes

*

values/

yes

principles

(Appendix

4

over £250k
yes

Any consultation should follow the guidance set out in ‘Informing, Engaging and Consulting People in
Developing Health and Community Care Services’ Chief Executive Letter (CEL) 4 (2010). Help is
available from The Scottish Health Council Patient and Public Participation website page at:
http://www.scottishhealthcouncil.org/patient__public_participation/patient__public_participation.aspx
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APPENDIX 8
These requirements are for situations where there is not a ‘major service change’, where separate
Scottish Government guidance applies, including the need to carry out a formal consultation and seek
Ministerial approval.
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Appendix 4a –Ethico-legal decision-making in healthcare – seven values/ principles for consideration
(adapted from NHS Highland - see page 13 of ‘Making Difficult Decision in NHS Board in Scotland’ for further explanation1)
Value/ principle
1. Engagement

Essence
Engagement
of
stakeholders in decisions
into which they can have
an input, and ensuring
that they are involved,
informed and listened to.

2. Flexibility

Ensures the ability to
accommodate and be
open to all needs, both
within
relationships
formed by the NHS Board
and in its organisation of
services.
The establishment of
meaningful relationships
and the extent to which
each party feels able to
communicate freely and
critically with others.
Ensuring that throughout,
the system is open and
transparent, fostering a
clear
division
of
responsibility.
Being
clear ‘where the buck
stops’.

3. Relationships

4. Accountability

Application of this value means:
 Enabling and empowering people by supplying them with information so that their input can
be informed.
 Ensuring that mechanisms are in place for wide ranging participation, involvement,
consultation and collaboration.
 Facilitating quality communication, which in turn requires honest dialogue.
 Being accessible and approachable.
 Truly listening to and hearing, the preferences and opinions of those involved, giving a real
opportunity to contribute to and participate in the setting of standards, aims and objectives.
 Appreciating that even if the final outcome doesn’t satisfy all parties that this does not render
the process of engagement either ineffective of valueless.
 Accessibility, both to contacts, people and services.
 Remembering the individuality of every different person or patient and there may be the need
for the organisation of services at different levels in different areas to meet the needs of
particular communities.
 Having the capacity to adapt or modify to accommodate different needs at different times.
 Being open to cooperation.












Ensuring and facilitating a simple and effective communication process.
Being accessible, responsive and recognising the importance of letting voices be heard.
Being honest, open and cooperative.
Being respectful, considerate and sincere.
Being available to explain and to answer.
Ensuring that there is provision for the fair resolution of grievances and complaints.
Being open and transparent in our decision-making and actions, with the decisions and the
reasons behind them being clear and publicly accessible.
Explaining, and if necessary justifying, courses of action to interested parties.
Effective communication and freedom of information where appropriate.
Clarity as to responsibility for decisions.
Making sure people know they can question a decision, who to approach and that they will
receive an answer.
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Value/ principle
5. Justice

Essence
Ensuring that those who
come into contact with
the delivery of healthcare
can be sure that they will
be dealt with on the
merits of their case,
without
discrimination
and with equity.

6. Quality

The provision of the best
possible healthcare and
service in terms of
experience, relationships,
treatment and outcome.

7. Realism

Realism demands that
those charged with the
provision of healthcare
realistically take account
of both limitations and
opportunities and it plays
an important role in the
harmonisation
of
demands
and
expectations.

1

Application of this value means:
 Being even handed, just and fair in our actions.
 Ensuring both procedural justice, i.e. the inherent fairness of the decision-making process
and distributional justice, which means fairness characterised as equality of access to
services and treatments, ensuring equal opportunities.
 The delivery of services on a fair or equitable basis.
 Realising that equity can sometimes involve treating people differently according to their
circumstances but overall remembering that equal needs should get equal chances and
opportunities.
 Recognising that fairness is not always achieved by mere mechanistic or mathematical
formulae.
 An assessment of the extent to which healthcare meets the needs, demands and
expectations of those it is designed to serve.
 Assessing the actual effectiveness of services in terms of health gain and benefit.
 Using the best possible evidence and professional advice available and considering all
options and alternatives.
 Examining the totality of experience of one person’s care, not just the outcome, and
assessing the levels of satisfaction with the system of all those involved.
 Courtesy, consideration and sensitivity in all dealings.
 Competence and reliability.
 Being honest and open.
 The NHS Board fulfilling their explanatory and educational role to stakeholders, be they
actual or potential recipients of healthcare, in an honest fashion so that expectations can be
both reasonable and informed.
 Examining alternatives and weighing up the pros and cons of each course of action.
 Questioning effectiveness and appropriateness.
 Recognising that sometimes there is a balance to be struck between aspirations and financial
viability or feasibility.

Making difficult decisions in NHS Boards in Scotland, Report of a short life working group. (March 2010) available at:

www.healthcareimprovementscotland.org/previous_resources/policy_and_strategy/making_difficult_decisions_in.aspx
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Appendix 4b - NHS Dumfries and Galloway Principles
NHS Dumfries and Galloway Principles
NHS Dumfries and Galloway has a clear purpose:

•
•

To deliver excellent care that is person centred, safe, effective, efficient
and reliable
To reduce health inequalities across Dumfries and Galloway

We believe that for services to be person-centred:
• All patients, their families, carers and staff should be treated with respect,
dignity, care and compassion
• The public should be involved and informed about their health and take
responsibility for their health and well being
We believe that for services to be safe
• We should use the best clinical evidence to determine practice and
reduce harm
• We should reduce the risk of patients acquiring infections as a result of
treatment
• We should have appropriate numbers of skilled and competent staff with
the correct level of knowledge and expertise to perform in their role
We believe that for services to be effective
• We should provide services that help people get as well as possible
quickly as possible
• We should provide a seamless transition through health services
• We should support joint team working within the NHS and with our
partners
We believe that for services to be efficient and reliable
• We should all make the best use of resources available to us and avoid
waste
We believe that for services to reduce health inequalities
• We should focus health improvement and prevention efforts on those
people and areas where wellbeing is already low or who are most at risk
of future ill health and disease.
• Within the limits of clinical safety, we will provide enhanced access to
services across the region to those people who are most at risk of future
ill health and disease.
We believe that the above guiding principles will help us provide Quality health care
in Dumfries and Galloway
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Appendix 5 - Appeals – Criteria and Process
In line with the Difficult Decisions Framework, the Board will comply with the:
• Appeals condition: there is a mechanism to challenge and dispute decisions, including
the opportunity to revise decisions in the light of further evidence or arguments.
Criteria
•
•

•

•

The basis for all appeals will be that due process has not been followed, thereby
reconsideration of the outcome may or may not be appropriate.
Any appeal or challenge must relate to one (or more) of the following six elements of the
difficult decisions process:
- Impact of change/ disinvestment, including EQIA
- Potential unintended consequences
- Consultation
- Evidence
- Option Appraisal
- Check against ethico-legal values/principles.
A challenge will only be considered where there is evidence that due process has not
been followed significantly, thus potentially rendering the process flawed and putting the
original decision and outcome in question.
An appeal or challenge will not be accepted or considered solely on the basis of
disagreement with the decision made and the outcome reached, where a rigorous
process has been correctly and fully adhered to.

Process
•
•

•

•
•
•

•
•

Any challenge should be submitted in writing, identifying the part of the Difficult Decisions
process that is challenged (see form attached Appeal / Challenge Form).
If a challenge is raised as part of a complaint to the Board, the letter of response will
include an explanation of the Board’s Difficult Decisions process, including the Appeals
Process and Form, to be completed if wished / appropriate.
As with the Complaints Procedure, assistance to submit a challenge will be available
either directly or via an independent agency (e.g. Dumfries and Galloway Advocacy
Service; Patient Advice and Support Service) to ensure equitable access to the process.
Completed forms should be submitted to the Director of Finance, who will arrange for the
appeal/ challenge to be checked against the criteria (above).
If not fitting the criteria, the Director of Finance will write back and advise the challenger,
with reasons.
If fitting the criteria, the Director of Finance will pass to the Lead Manager/Clinician to
review the process for the proposal, to then be resubmitted in accordance with the
Flowchart, to a Management Board/ Committee at the next level up from the original.
The decision of that Management Board/ Committee will be conveyed in writing to the
challenger.
If the challenger still feels that the process has not been appropriately followed, they are
at liberty to submit a complaint through the Board’s Complaints Procedure, which is an
established process which includes escalation procedures, ultimately going to the
Ombudsman, if appropriate.
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Appeal / Challenge Form
Appeal / Challenge submitted by:
Name
Address
email &/or phone
Date submitted
Appeal / Challenge regarding:
Title of Proposal
Decision/
Outcome
Complete relevant box(es)
Element of process
tick
Impact
of
change/
disinvestment (inc EQIA)
Potential
unintended
consequences
Consultation

Reason for Appeal / Challenge

Evidence
Option Appraisal
Check against ethico-legal
values/principles

Official Use
Does Appeal / Challenge meet criteria?
Explain:

If ‘Yes’

Yes / No

Name

•

refer to Lead Manager / Clinician

•

refer to MB / Committee

Date

• has Decision / Outcome been changed?
Explain:

Respond to Appellant / Challenger (date)

Yes / No

………………………………….
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Appendix 6 - Finance Tracking Sheet (Difficult Decisions)
Title:

……………………………………………………………………

Lead Manager/ Clinician:

…………………………………………………………..

Initial Proposal
Date

Outcome*

Clinical Directors Group (if appropriate)
Management Board (name):

* Outcome – ‘Approved’ or ‘Rejected’ for full development. If rejected, give reason:

Full Proposal
Template & full case complete
– checked by Finance Officer
MB
/
Committee

Meeting
Date

(date) …………………….
(name) ………………………………….

Outcome
(Approve/Reject/Delay)

Reason/ Comment

Efficiencies
Amount (£)/ Description

By when (date)

CRES
Investment (spend to save) agreed
Other efficiencies

Follow-up
Date

Progress with efficiencies

Further action

Appeals / Challenges
Date

Reason

MB/Committee
Name
Date

Decision / Outcome
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Appendix 7 - Framework for making better decisions*
Requirements

Approach
Develop Approach

Communication
Involvement

and

Publicise,
consult
and
involve
professionals,
patients and public in the
development
of
approaches to be used in
difficult decisions.

Publish approach in
easily understood
language

Consult public,
professionals
(and patients)

Good
communication
is essential at
all stages of
the process

Ensure
clear
communication of decisions
Refine Approach

Making difficult decisions

Identify the dilemma

Identify and clearly define:

Identify the values/principles which frame the decision to be
taken and where there is agreement and disagreement over
these values/principles.

- The people involved in
making the decisions and
their roles, responsibilities
and qualities

Consider application of values/principles
to the evidence presented;
consider possible outcomes
of preferring one option over another.

- Criteria that trigger the
decision-making process

-Values/
principles
specific contexts

for

If disagreement: consider
reasonableness
of
disagreement and relative
justifications, revisit core
considerations if necessary.

If agreement:
identify
justification
and
assess
reasonableness of decision.

Decision should b e communicated back to clinicians/managers
and patients

By introducing
the approach
described here,
the NHS Board
will be able to
build
reasonableness,
transparency,
procedural
fairness and
accountability
into
its
decisionmaking
process.

Appeals
Ensure the ability to appeal
decisions
with
clearly
defined referral criteria and
process

If the decision is contested then there should be an appeals
process, and this should be well publicised and meet the
conditions of good decision-making summarised in the text.

Enforcement
Ensure accountability and
responsibility at NHS Board
level

The planning/prioritisation cycle, individual treatment request
panels and appeals panel should report direct to the NHS
Board, and should each include representation at director level.

*extract from - Making difficult decisions in NHS Boards in Scotland, Report of a short life working group. (March 2010)
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Agenda Item 180

DUMFRIES and GALLOWAY NHS BOARD
1 February 2016

Performance Report
Author:
Joan Pollard
Deputy General Manager Acute
and Diagnostics

Sponsoring Director:
Julie White
Chief Operating Officer

Date: January 2016

RECOMMENDATION
The Board is asked to discuss and note the contents of this report.

CONTEXT
Strategy / Policy:
Waiting Times / Patient Access
Organisational Context / Why is this paper important / Key messages:
This report is split into three sections. Section 1 provides information on the level of
clinical activity and access times achieved within services to 31/12/2015. Section 2
highlights data on efficiency of clinical services as measured against clinical
efficiency targets. Finally, section 3 summarises a wider range of activity and
provides data on bed occupancy throughout the system.
The month of December 2015 has seen another increase in in-patient TTG breaches
as flagged in last month’s report. There was a slight increase in Diagnostic breaches
but they remain at 1%. Outpatient 12 week breaches increased slightly from last
month. 18 week RTT and Cancer performance remain above target and the 4 hour
ED target dropped slightly but remained above the minimum 95% target. Bed days
lost to delayed discharge increased from last month. Performance against the AHP
MSK target has dropped slightly to 87.5%.
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GLOSSARY OF TERMS
HEAT

-

ED
BADS
DNA
TTG
AMU
ISD
QoF
DGRI
GCH
LDP
LUCAP
INR
ENT
PCCMB
HMB
STARS

-

Health Improvement, Efficiency, Access and Treatment
Quality and Patient Experience
Emergency Department
British Association of Day Surgery
Did not attend
84 Day Treatment Time Guarantee
Acute Medical Unit
Information Services Division
Quality Outcome Framework
Dumfries and Galloway Royal Infirmary
Galloway Community Hospital
Local Delivery Plan
Local Unscheduled Care Action Plan
International Normalised Ratio
Ear Nose and Throat
Primary and Community Care Management Board
Hospital Management Board
Short Term Assessment and Reablement Service
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MONITORING FORM
Policy / Strategy

Waiting Times

Staffing Implications

Additional demand may impact on staffing levels,
however this is managed within the operational teams.

Financial Implications

Discussed with Director
Operating Officer

Consultation / Consideration

As above

Risk Assessment

Not applicable

Sustainability

A risk assessment has been undertaken with regards
overdue return appointments. This was assessed
initially as high but control measures are now in place
and this currently remains assessed as medium.

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

of

Finance

and

Chief

Corporate Complies with
• to deliver excellent care that is person-centred,
safe, effective, efficient and reliable.
• to reduce health inequalities across Dumfries
and Galloway.
Agreement Not applicable

Complies with key principles:
• Commitment and leadership
• Sound governance at a strategic, financial and
operational level
• Sound management of resources
• Use of review and option appraisal

Impact Assessment
Not Required
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At a Glance Performance Indicators
Note: The directional arrow is comparing performance in the last three months v the same three months, in the previous year
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1. CURRENT POSITION AGAINST ACCESS TARGETS
Appendix 1 shows the status of patients treated in the month of December 2015
under the 84 day Treatment Time Guarantee (TTG). The appendix also shows
waiting times for ‘stage of treatment’ targets at 31/12/2015 for out-patient
appointments and key diagnostic tests which the Scottish Government continue to
monitor us on.
Please note that this data is provisional management information.
In-patients/Day Cases
There were 880 in-patients / day cases in the month of December 2015 and of these,
there were 25 TTG breaches (2.8%). The patients have been informed in writing.
The 12 month rolling trend is shown in the table below.
Trend

There have now been a total of 610 TTG breaches since October 2012 when the
legal guarantee came into place. During this time, a total of 33036 patients have
been treated, with TTG breaches representing 1.8% of this total.
Apr 2014 Dec 2014
Inpatient/Daycases Treated Outwith
Guarantee Date
Inpatient/Daycases Treated Within
Guarantee Date

TTG Under 12 Weeks (%)

Apr 2014 - Dec 2014
98.9%

91

Apr 2015 - Dec
2015
279

8250

7732

Apr 2015 - Dec 2015
96.5%
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When compared to November TTG breaches increased slightly in December to
2.3%. Breaches occurred predominantly in Orthopaedics due to a combination of
unexpected consultant leave and the temporary closure of the orthopaedic ward
resulting in the need to postpone some patients. It was possible to re-schedule these
patients quickly afterwards however this impacted upon the capacity for other
patients to be in before their TTG date. It is anticipated that we will recover this
situation sooner this year, when compared to last, and by February should be
aligned to have all patients in before their TTG date.
With this in mind the service is now moving further towards an internal standard of 9
weeks to improve the achievement of the 12 week target. By booking to 9 weeks this
will provide a 3 week window to address any unforeseen circumstances.
Note: Current Scottish Government guidelines mean that a TTG breach is recognised on the day that the patient
is treated, beyond the 84 day guarantee period. As the Performance Report cycle has to cut off at every month
end and report the position at the last day of each month a scenario can arise whereby the 84 day period can
have elapsed but the patient has not received treatment until into the next reporting month. The reporting
convention is therefore that patients who breach the TTG will be reported against the month in which they were
actually treated.

Out-patients
At the end of month snapshot, there were 5992 people waiting for a consultant-led
new out-patient appointment. Of this total there were 347 breaches (5.8%) of the 12
week out-patient standard. It should be noted that July 2014 is the first month in
which measurement of out-patient waiting times has changed to mirror that of inpatient waiting times, i.e., following the calculation rules described within the TTG
regulations.
Trend
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Analysis
Continued efforts across all specialties have held performance very close to the
November outpatient position.
The specialties with the highest number of patients waiting greater that 12 weeks
were again Neurology and Orthopaedics. As previously indicated there has been no
success in recruiting to the Consultant Neurologist vacancy; the funding identified
from national sources has enabled further cover. There has however been success
with securing short term locum cover and it is hoped that it will be possible to secure
monthly sessions with one consultant. Currently this consultant position is being readvertised.
Orthopaedics have reached agreed an action plan which looks at new ways of
working and releasing further capacity in clinic. Implementation began in January
with progress anticipated from February onwards.
There has been confirmation of locums for the Chronic Pain Service in January
which should translate to a reduction in patients waiting by the month end.
Diagnostics
At the month end snapshot, there were 1527 patients waiting to undergo key
diagnostic tests. Of this total, there were 166 breaches of our internal 4 week
treatment standard (10.9%). We operate and report to a 4 week standard for
diagnostic tests, although the national target we are held accountable for is 6 weeks.
Against the national 6 week target there were 15 breaches (1.0%).
Trend
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The dip in the over 4 week performance to an increased wait for ultrasound (nonobstetric) which is due to long term sickness within the Sonography staff and limited
availability of locum staff. This issue has now been resolved. In addition a new
Sonographer is commencing in February which will provide more stability and
resilience to the service

Cancer Treatment
Monthly Trend – management information
Most recent
period of
measurement
November 2015
(Management
Information)

Waiting Time Standard
31 days from decision to treat to first
cancer treatment
62 days from urgent referral with a
suspicion of cancer to first cancer
treatment

Target

Actual

95%

98.2%

95%

96.2%

Analysis
Performance for the 31 day target has increased up to 98.2%, above the 95% target.
Performance for the 62 day target has increased to 96.2%, also above the 95%
Waiting Times target.
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18 Week Referral to Treatment Standard
Measure
Linked Pathways
Performance

Period

Target

Actual

December 2015
December 2015

90%
90%

95.4%
90.7%

Analysis
Over 2015 there has been a sustained improvement in our ability to link pathways at
around 95-96% (in excess of the 90% target). This has now been achieved for the
last six consecutive months.
In terms of the overall 18 week performance for those linked pathways, the most
recent month has seen a further increase in performance. This improvement in both
outpatient and inpatient positions supports the aspiration to deliver an internal target
of 95% performance.
Note: The 18 week standard is different to the Treatment Time Guarantee and also the out-patient
and diagnostic ‘stage of treatment’ standards in that it is a measure of the whole pathway from referral
up to the point the patient is treated. The target is 90% for both measures (90% for Performance and
Linked Pathways).
‘Linked Pathways’ is a measure of the percentage of patient journeys for which we have data relating
to the entire journey or pathway from referral to treatment. ‘Performance’ measures the percentage of
complete journeys which have taken no more than 18 weeks to complete.
The “Unique Care Pathway Number” is a unique identifier allocated to new referrals to a consultant
led service, to enable identification of patient pathways.
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Emergency Department (ED) Performance
Indicator
% of ED waits under 4 hours

Most recent period
of measurement
December 2015

Target

Actual

95%*

96.1%

December 2015

**

2,538

Attendances per 100k
population (rolling 12 month average)

*.An interim ED 4 hour compliance HEAT target commenced in April 2013. The HEAT Standard of
98% remains in place.
** The T10 HEAT Target ended in March 2014. The attendances per 100,000 population (rolling 12
month average) is shown as an internal performance measure only and is subject to review.

ED 4 Hour Performance – Trend

ED 4 Hour Performance - Analysis
In the last 12 months, the ED 4 hour performance has stabilised between the interim
95% performance target and the 98% performance standard (the average for the
year to end of Mar15 is 96.6%). Our local Unscheduled Care Action Plan contains a
number of measures aimed at pushing this on and stabilising performance to the
98% level.
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Breach Reasons
There were 147 four hour breaches in December 2015. Breach reasons are very
different between DGRI and the Galloway Community Hospital and are shown in the
tables below.

The four hour waiting times within the emergency department is seen as a measure
of how well the system is working together to support provision of urgent care to
people in times of crisis.
In May a new Unscheduled Care Collaborative was launched with a focus upon six
essential actions which include management of the following:
•

Clinically focussed and empowered hospital management
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•
•
•
•
•

Hospital capacity and patient flow realignment
Patient rather than bed management – operational performance
Medical and Surgical Processes arranged to pull patients from the ED
7 day services
Ensuring patients are cared for in their own homes

Focus in December has been upon the flow of patients out to community; in
particular requiring care at home or a transfer to cottage hospital.
The community teams are currently testing a whole community huddle each morning
with an emphasis upon understanding capacity, flow and any potential blocks around
discharges. The community huddle and the DGRI huddle are the followed by a
teleconference between key individuals within both acute and community.
Partnership working with the community team and social work services has
maintained flow and therefore bed availability. The community huddle process will
continue to be tested and revised to further develop these processes.
Close partnership working with Scottish Ambulance has also been instrumental in
maintaining discharges and transfers. Access to a discharge vehicle for in day
discharges has been demonstrated as a key resource in maintaining flow –
particularly during periods of high emergency activity. Funding has been agreed to
extend the current weekend ambulance to provide a two man crew and a vehicle at
our control on a Friday to Tuesday basis as a test of change until November 16. This
test will commence on the 18th January 2016.
ED Attendances – Trend
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Month
Jan 2014
Feb 2014
Mar 2014
Apr 2014
May 2014
Jun 2014
Jul 2014
Aug 2014
Sep 2014
Oct 2014
Nov 2014
Dec 2014
Jan 2015
Feb 2015
Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015
Nov 2015
Dec 2015

ED
Attendances
3,665
3,460
3,955
3,951
4,174
4,124
4,207
4,114
4,085
3,766
3,583
3,632
3,623
3,396
3,876
3,742
4,004
3,926
4,023
4,120
3,912
3,818
3,529
3,764

Population
Base
150,270
150,270
150,270
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141
150,141

ED Attendance
Rate
2,439
2,303
2,632
2,632
2,780
2,747
2,802
2,740
2,721
2,508
2,386
2,419
2,413
2,262
2,582
2,492
2,667
2,615
2,679
2,744
2,606
2,543
2,350
2,507

12 Month
Moving Average
2,592
2,590
2,587
2,583
2,571
2,562
2,551
2,540
2,541
2,531
2,534
2,531
2,538

Delayed Discharge Performance
The chart below shows delayed discharges over the last 12 months expressed as
bed days lost.
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Month

Complex

Standard

Jan 2015
Feb 2015
Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015
Nov 2015
Dec 2015

34
48
31
52
79
60
88
74
87
92
102
131

1,035
811
543
437
466
602
427
525
976
1,006
679
750

Awaiting bed availability in other
NHS hospital/specialty/facility
358
171
174
182
302
139
1
0
121
338
244
370

Total Bed
Days Lost
1,427
1,030
748
671
847
801
516
599
1,184
1,436
1,025
1,251

In December, bed days lost to delayed discharge were 1,251. Priority actions to
address this include:
•
•

•
•

•
•

Robust implementation of Choice Guidance across the region. Individuals are
now transferring to a vacancy within 30 miles of their first choice.
Weekly delayed discharge meetings with Senior Social Workers, Nurse
Managers, Patient Flow Coordinators, and STARS Senior Charge Nurses to
discuss individual delayed discharges. This now includes discussing STARS
capacity and delays within the service
Work is being undertaken to improve flows within DGRI and out to Cottage
Hospitals, for example, the review of the admission, transfer and discharge
policy, tests of seven day discharge approaches, criteria led discharge.
Patient Flow Co-ordinators are managing the flow of patients ensuring that each
individual is on the correct pathway. They are currently undertaking some small
tests of change in specific wards within DGRI. It has been noted that individuals
are being identified earlier for transfer to cottage hospital. This could partially
explain the increase in numbers being reported. Patient Flow Co-ordinators will
work over a seven week from week beg 26th December 2016
Capacity issues in relation to care packages are being
escalated every Wednesday to Commissioning colleagues which also takes into
account the positioning of the STARS re-ablement team
Transport – Effective use of PTS Discharge Vehicle at weekends. As already
outlined a decision has been made to agree funding for the vehicle to be
available 5 days a week from 18th January 2016

Allied Health Professional Musculoskeletal Services (AHP MSK)
A target for Allied Health Professional Musculoskeletal Services has been set by the
Scottish Government, ‘From 1st April 2016, the maximum wait for AHP MSK
Services from referral to first clinical out-patient appointment will be 4 weeks’.
The target will be attained when no more than 10% of AHP MSK referrals are waiting
more than 4 weeks for their appointment at the month end census point.
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Profession
Occupational Therapy
Orthotics
Physiotherapy
Podiatry
All Professions

AHP MSK (ADULT)

AHP Other
65.4% 75.0%
97.7%
97.7%
87.5%

80.0%
61.9%
74.7%
70.1%

Overall AHP performance against the 90% target has dropped slightly in December
to 87.5%
Physiotherapy and Podiatry remain above the 90% target although have been
impacted upon by a reduction in available clinic opportunities over the festive period.
This impact has been felt more acutely in Orthotics with a reduction in clinics at
Newton Stewart due to lack of room and contract staff availability. This clinic has
been rearranged for mid January and the service is scrutinising arrangements for
future public holiday periods.
Occupational Therapy has a small staffing establishment (1.3 WTE) providing a
service to this flow of patients and therefore any leave taken impacts significantly
upon capacity. The service utilises Patient Focussed Booking approaches to ensure
a high level of utilisation of available appointments, and is currently exploring the
potential of an internal reconfiguration to free additional capacity to support MSK.
Patient Access – Use of Patient Unavailability Code
As part of our commitment to meeting the recommendations of the recent internal
audit into management of waiting times, we are developing a suite of indicators to
allow executive and non-executive directors to challenge board performance.
The range of information is now quite extensive, however within this report we have
focused on the high level trend data. We intend to bring a separate paper on a
regular basis to Board / Board Performance Committee which will cover this area in
more depth.
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The following charts show the extent to which patient unavailability is being recorded
within inpatients, diagnostics (scopes) and outpatients and includes a breakdown of
the reasons for unavailability.
Percentage unavailable in all specialties - 12 months to December 2015
Inpatient/Daycases
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New Outpatients (Consultant-Led)
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Diagnostics (Scopes)
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2. CURRENT PERFORMANCE AGAINST CLINICAL EFFICIENCY TARGETS
The table below shows the current performance against our internal clinical
efficiency targets.

Efficiency Targets

Internal
Target

RAG
Status

81.5%

Actual
Performance
(December 2015)
93.6%

Day Case rates (BADS procedures)
Non elective In-patients Average
Length of Stay (days)
Review per new out-patient
attendance (ratio)
Out-patient DNA rates
New

8.0

8.1

Green

1.9

2.2 (year to date)

Amber

4.8%

6.7% (year to date)

Amber

TBC

6.4% (year to date)

TBC

Pre-operative Length of Stay (days)

0.58

0.22

Green

Elective Operations cancelled by
Theatre
No of Sleepers

7%

9.1%

Red

TBC

190

TBC

Return

•
•
•

Amber

ALOS based on all non routine episodes and not completed hospital stays
Pre-operative LOS is for elective surgical procedures.
Cancelled Operations on Mon-Fri scheduled morning / afternoon sessions

Elective Cancellations
There were 123 elective cancellations in the month of December 2015. This
represented 9.1% of the planned elective programme in month.
The following chart shows the trend over the last 12 months.
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Month
Jan 2015
Feb 2015
Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015
Nov 2015
Dec 2015

Actual
Performa
nce (%)
10.1%
7.7%
8.3%
7.5%
8.1%
7.4%
9.4%
9.3%
10.3%
10.0%
8.4%
9.1%

Target
(7%)
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%

DNA/Patient
Refusal

Patient Not
Fit/Prepared

51
45
42
31
32
33
52
44
55
44
31
35

52
34
48
48
40
40
45
54
48
70
51
45

List
Overrun/Equipment
Not Ready
12
9
17
4
9
8
19
5
18
8
7
11

Operation
No Longer
Required
14
11
10
10
14
16
15
15
17
20
10
19

Other

Number of
Cancellations

21
14
20
21
11
12
16
14
15
22
21
13

150
113
137
114
106
109
147
132
153
164
120
123

This data is now being investigated at team level. The highest cancellation rates are
within general surgery, urology and ophthalmology.
In General Surgery 50% of cancellations have been for patients attending for
scopes. Information services are splitting all cancellations and this information
continues to be distributed to teams. A lead consultant has been identified to take
this work forwards within General Surgery.

Ophthalmology has identified that their main reason for cancellation is due to the
patient not being fit for surgery. Agreed protocols have been developed for preassessment INR, blood pressure, diabetes management and improving overall
patient communication around the patient’s overall wellbeing in the lead up to
surgery.
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3. ACTIVITY
The activity tables below show year to date activity levels to the month of December
2015 v the same time period in previous fiscal year across a range of measures.
Activity
Activity Type
Emergency Department Attendances
(Planned)
Emergency Department Attendances
(Unscheduled)
Non-Elective Admissions (excluding
Mental Health & Obstetrics)
Elective Daycases (excluding Mental
Health & Obstetrics)
Elective Inpatients (excluding Mental
Health & Obstetrics)
Births

Apr 2014 Dec 2014
1378

Apr 2015 Dec 2015
1276

%
Change
-7.4%

35636

34837

-2.2%

13322

13660

2.5%

Topas

10527

10805

2.6%

Topas

3104

2685

-13.5%

Topas

978

1014

3.7%

1193
32497

1297
33710

8.7%
3.7%

1991
72480

2247
74096

12.9%
2.2%

Topas
Topas

4622
13547
1109

4766
13425
1123

3.1%
-0.9%
1.3%

Topas
RIS
Topas

Obstetric Admissions
New Outpatient (Dr-Led) All Booked
Slots
New Outpatient (Dr-Led) DNAs
Return Outpatient (Dr-Led) All
Booked Slots
Return Outpatient (Dr-Led) DNAs
Radiology (GP referral based activity)
Mental Health Admissions

Source
EDIS/TED
EDIS/TED

Scottish Birth
Record
Topas
Topas

Occupied Beds
Ward Set Description
Community
DGRI Day Surgery
DGRI Main Wards (not 17)
External eg GJ, Carrick Glen
Galloway
Maternity
Mental Health

Apr 2014 - Dec 2014
29994
2128
67699
1090
10028
3447
21239

Apr 2015 - Dec 2015
28579
2604
69367
1140
9125
3729
18372

% Change
-5%
22%
2%
5%
-9%
8%
-13%

Source
Topas
Topas
Topas
Topas
Topas
Topas
Topas

Return Out-patient Appointments
At the end of December 2015, there were 7612 patients waiting to come in for a
Doctor-led return out-patient appointment, of which 1408 were in the ‘Before Latest
Date’ category. Appendix 2 contains a chart showing a full specialty breakdown for
the month of December 2015. The following chart and table shows the trend in the
last 12 months.
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Month

Jan 2015
Feb 2015
Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015
Nov 2015
Dec 2015

0-6
Weeks
Beyond
Latest
Date
2,089
1,867
2,026
2,149
2,211
2,532
2,240
2,474
2,322
2,256
2,312
2,320

6-9 Weeks
Beyond
Latest Date

9-12 Weeks
Beyond
Latest Date

12+ Weeks
Beyond
Latest Date

Total
Beyond
Latest
Date

604
604
495
591
641
706
727
725
705
729
706
734

516
432
468
362
452
532
513
545
524
631
540
640

2,305
2,236
2,215
2,262
2,212
2,334
2,236
2,229
2,162
2,277
2,406
2,510

5,514
5,139
5,204
5,364
5,516
6,104
5,716
5,973
5,713
5,893
5,964
6,204

Note: Patients are given a ‘ticket’ for their return appointment with a target date. The appointment itself should be
in a window within a tolerance of 5% before the target date (the earliest date) and 15% after the target date (the
latest date). The term ‘before latest date’ is a reference to the latest date of the window as previously described.
0-6 weeks and beyond refer to those waiting in excess of the latest date of the tolerance window.

The top three impacting specialties in terms of +12 week waits beyond the tolerance
window continue to be Ophthalmology, Urology and Cardiology. The following
actions are being taken to reduce these backlogs:
Ophthalmology
Our new ophthalmology consultants are now in post and progress is being made
with service redesign plans, initially with the highest volume conditions. This has
already seen a reduction in the overdue returns which will hopefully continue over
the following months. Further nurse led services are being identified and the
consultants are undertaking a virtual review of return patients to ensure that patients
are being managed appropriately and those with a clinical priority are identified.
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Urology
Staffing pressures within the Urology department continue with staffing shortages
and an inability to secure cover with the resulting impact on the capacity within the
service to see return patients. Locum cover has been identified for the month of
December and middle grade cover secured from January and therefore it is w
hopeful that the outpatient position will start to recover early in the New Year.
Cardiology
The Cardiology service is currently in the process of a three month service review
which it is hoped will bring to the fore solutions for the return outpatients within the
service. There have been two substantive posts filled providing a more stable team
and it is hoped this will inform the service review further.
4. Conclusions
The month of December 2015 has seen another increase in in-patient TTG breaches
as flagged in last month’s report. There was a slight increase in Diagnostic breaches
but they remain at 1%. Outpatient 12 week breaches increased slightly from last
month. 18 week RTT and Cancer performance remain above target and the 4 hour
ED target dropped slightly but remained above the minimum 95% target. Bed days
lost to delayed discharge increased from last month. Performance against the AHP
MSK target has dropped slightly to 87.5%.
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APPENDIX 1 – WAITING TIMES POSITION AT END December 2015

In-patients / Day Cases treated - in month calculation
Specialty
Orthopaedics
Urology
General Surgery
Ear Nose & Throat
Ophthalmology
Anaesthetics
General Medicine
Community Dental
Gastro-Enterology
Medical Paediatrics
Haematology
Vascular Surgery
Respiratory Medicine
Cardiology
Gynaecology
Oral - MaxFac
Total

0-6 Weeks
25
24
45
14
48
1
1
3
6
6
8
11
12
13
25
33
275

6-9 Weeks
35
7
29
9
67
2
0
8
0
1
0
9
0
4
12
15
198

9-12 Weeks
91
47
78
22
74
1
0
6
0
0
0
11
0
1
7
44
382

12+ Weeks
15
5
3
1
1
0
0
0
0
0
0
0
0
0
0
0
25

Total
166
83
155
46
190
4
1
17
6
7
8
31
12
18
44
92
880

Diagnostics waiting list analysis – at month end
Internal 4 Week Target

Description
Non-obstetric Ultrasound
Magnetic Resonance Imaging
Cystoscopy
Endoscopy
Flexible Sigmoidoscopy
Colonoscopy
Computer Tomography
Total

0-4 Weeks
550
207
83
125
20
101
275
1361

4+ Weeks
127
19
10
6
2
2
0
166

Total
677
226
93
131
22
103
275
1527

0-6 Weeks
88
673
128
224
21
275
103
1512

6+ Weeks
5
4
3
2
1
0
0
15

Total
93
677
131
226
22
275
103
1527

National 6 Week Target

Description
Cystoscopy
Non-obstetric Ultrasound
Endoscopy
Magnetic Resonance Imaging
Flexible Sigmoidoscopy
Computer Tomography
Colonoscopy
Total

New Outpatient (Consultant-Led) waiting list analysis – at month end
Specialty
Neurology

0-6
Weeks
96

6-9
Weeks
49

9-12
Weeks
36
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12+
Weeks
119

Total
300
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Orthopaedics
Anaesthetics
Rheumatology
Gynaecology
Gastro-Enterology
Medical Paediatrics
Dermatology
Endocrinology
Urology
Ophthalmology
Ear Nose & Throat
Orthodontics
Diabetes
Cardiology
Diagnostic Radiology
Geriatric medicine
General Surgery
Community Child Health
Rehabilitation Medicine
Palliative Medicine
Communicable Diseases
Clinical Chemistry
Clinical Oncology
Haematology
Endocrinology &
Diabetes
Nephrology
General Medicine
Vascular Surgery
Respiratory Medicine
Oral - MaxFac
Total

614
65
95
231
139
133
276
50
182
345
380
49
36
204
0
37
506
1
2
4
5
6
10
17
24

284
38
53
52
58
35
99
14
74
89
103
16
5
64
0
7
75
0
1
0
0
2
1
0
4

182
24
24
15
35
15
61
8
35
26
63
28
2
15
0
2
41
0
1
0
0
0
1
1
1

89
29
16
13
12
11
10
9
9
9
9
4
3
2
1
1
1
0
0
0
0
0
0
0
0

1169
156
188
311
244
194
446
81
300
469
555
97
46
285
1
47
623
1
4
4
5
8
12
18
29

26
31
33
55
208
3860

0
18
6
4
12
1163

0
4
1
0
1
622

0
0
0
0
0
347

26
53
40
59
221
5992
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APPENDIX 2 - Out-patient Return Appointments (Dr. Led) waiting list
Based on December 2015 month end ‘snapshot’
Specialty

Ophthalmology
Urology
Cardiology
Ear Nose & Throat
Orthodontics
Orthopaedics
Medical Paediatrics
Gastro-Enterology
Neurology
General Medicine
Diabetes
General Psychiatry
(Mental Health)
Dermatology
Psychiatry of Old Age
General Surgery
Endocrinology
Respiratory Medicine
Gynaecology
Child Psychiatry
Endocrinology &
Diabetes
Nephrology
Rheumatology
Oral - MaxFac
Adolescent Psychiatry
Learning Disability
Geriatric medicine
Anaesthetics
Clinical Oncology
Obstetrics Antenatal
Clinical Psychology
Vascular Surgery
Haematology
Rehabilitation Medicine
Orthoptists
Total

Before
Latest
Date

6-9
Weeks
Beyond
Latest
Date
159
107
79
82
32
41
23
38
18
20
20
16

9-12
Weeks
Beyond
Latest
Date
147
116
78
52
40
38
22
18
12
32
19
5

12+
Weeks
Beyond
Latest
Date
592
442
210
93
140
100
64
122
153
88
85
120

Total
Beyond
Latest
Date

166
146
192
148
34
71
119
83
52
53
22
0

0-6
Weeks
Beyond
Latest
Date
572
285
206
220
96
107
150
71
52
76
53
28

70
0
54
28
69
47
2
5

65
29
46
38
74
23
19
28

32
7
13
7
15
7
3
3

21
3
4
12
9
3
3
3

29
99
47
49
5
21
12
1

147
138
110
106
103
54
37
35

12
1
4
0
0
16
0
1
0
0
2
1
9
1
1,408

15
22
16
8
0
6
3
3
0
0
3
2
3
1
2,320

1
1
3
2
0
0
3
0
1
0
0
1
0
0
734

0
0
0
0
0
1
1
0
1
0
0
0
0
0
640

9
2
0
1
9
1
1
4
4
5
1
1
0
0
2,510

25
25
19
11
9
8
8
7
6
5
4
4
3
1
6,204

1,470
950
573
447
308
286
259
249
235
216
177
169

Note: Patients are given a ‘ticket’ for their return appointment with a target date. The appointment
itself should be in a window within a tolerance of 5% before the target date (the earliest date) and
15% after the target date (the latest date). The term ‘before latest date’ is a reference to the latest
date of the window as previously described. 0-6 weeks and beyond refer to those waiting in excess of
the latest date of the tolerance window.
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DUMFRIES and GALLOWAY NHS BOARD
1st February 2016

CAPITAL PERFORMANCE 2015/16
Author:
Susan McMeckan
Deputy Director of Finance
Date:

Sponsoring Director:
Katy Lewis
Director of Finance

13th January 2016

RECOMMENDATION
The Board is asked to note:
• The allocations received to date
• The programme budgets
• The capital expenditure incurred to date

CONTEXT
Strategy / Policy:
The Board has a statutory financial target to deliver a breakeven position against its
Capital Resource Limit (CRL).
Organisational Context / Why is this paper important / Key messages:
Allocations of £5.918m have been received from Scottish Government Health and
Social Care Directorate (SGHSCD) to the end of December 2015.
Key Messages
Expenditure of £3.716m has been incurred to the end of December 2015.

GLOSSARY OF TERMS
SGHSCD
LDP
YTD
IM&T
CIG
MYR
ASRP

-

Scottish Government Health and Social Care Directorate
Local Delivery Plan
Year to Date
Information Management & Technology
Capital Investment Group
Mid-Year Review
Acute Services Redevelopment Project
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MONITORING FORM
Policy/Strategy Implications

•

Capital Plan, Property Strategy & IM&T Strategy

Staffing Implications

•

Not Applicable

Financial Implications

•

Capital
charge
and
recurring
revenue
consequences built in as part of the financial
planning and reporting cycle

Consultation / Consideration

•

Capital Investment Group, Management Team and
Performance Committee

Risk Assessment

•

No

Sustainability

•

The capital plan supports the sustainability agenda
through the delivery of capital schemes in line with
the property strategy and efficiency procurement
of equipment.

Compliance with Corporate •
Objectives

To maximise the benefit of the financial allocation
by delivering efficient services, to ensure that we
sustain and improve services and support the
future model of services.

Single Outcome Agreement •
(SOA)

Not applicable.

Best Value

•

This paper contributes to Best Value goals of
sound governance, accountability, performance
scrutiny and sound use of resources.

Impact Assessment
•

Not Applicable
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Allocations
1.

The table below shows the position for allocations. To date the only allocation
outstanding is in relation to NSS equipping fees which are processed as a year
end allocation.

CAPITAL BUDGET
SGHSCD - Formula Allocation
Project Specific funding - Estates
Project Specific funding - ASRP
Project Specific funding - WCCH
Deferral of funds to future yrs
NBV on disposals
Capital Grant
NSS fees re equipping
TOTAL AVAILABLE

Anticipated
£000s
-3,840
-440
-3,447
-3,000
3,900
540
369
-186
-6,104

Allocation
Received
to date
£000s
-3,840
-440
-3,447
-3,000
3,900
540
369
0
-5,918

Allocation
outstanding
£000s
0
0
0
0
0
0
0
-186
-186

Approved Budget
2.

At the December Board meeting the Board approved the following plan of
expenditure against the £6.104m allocation. The expenditure to end of
December 2015 is also included for your information.

CAPITAL EXPENDITURE PLAN
Women and Children Services Hub
Acute Services Enabling Works
Replacement Programme
Developments
HFS Equipping
Unallocated
Gross Direct Capital Expenditure
NBV on disposals
Net Capital Expenditure

Approved
Expenditure
December
to December
£000s
£000s
2,912
478
1,977
1,080
186
-152
6,481
-377
6,104

2,338
380
593
312
93
0
3,716
-74
3,642

3.

A review of the programmes against the anticipated year end capital position
has been carried out in January and is on target to deliver.

4.

As is always the case a level of risk exists with regards to the final delivery by
year end, however plans are in place to ensure that any slippage on the
programme will be supported by accelerating expenditure already approved
and proceeding for 2016/17.
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Project Updates
5.

The Women and Children Services Hub project is nearing completion, with a
contractual completion date planned for 8th February 2016. Commissioning will
then commence for an estimated 6 week period followed by staff transfers.
Services are planned to be provided from the new facility early in April 2016.

6.

Within the Acute Services enabling works programme work is continuing to
progress the foul water solution. Tenders have now been returned and are
currently being reviewed with a contract expect to be let by end of February
2016. The current plan is that the work will be completed by end of August
2016. Work continues to progress the legal arrangements required to proceed
with this work.

7.

In addition work is also continuing on the fibre project which is part of the Acute
Services programme along with our Dumfries and Galloway Council
colleagues.

Donated
8.

Donated assets are not funded from within the Boards £6.104m allocation
however a separate non-core allocation is required. This is currently forecast at
£0.4m and planned expenditure is currently within this limit.
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DUMFRIES and GALLOWAY NHS BOARD
1 February 2016

Festive Period Performance (2015/16)
Author:
Joan Pollard
Deputy General
Acute Services

Manager

Sponsoring Director:
Julie White
- Chief Operating Officer

Date: 20th January 2016
RECOMMENDATION
The Board is asked to note and discuss highlights from the festive period.

SUMMARY
Dealing with illness over winter months brings additional challenges to the
organisation such as increasing admissions, adverse weather and outbreaks of
influenza and Norovirus resulting in closure of bays/ wards to routine admissions and
additional pressure on our Emergency Department.
This is most apparent during the festive period. We have robust planning measures
in place to respond to this peak in activity and plans have been in place for the
anticipated extra demand over this period.
This paper will outline performance and pressures across a range of services/
targets
Key Messages:
Despite the pressures of high level of admissions Dumfries and Galloway Royal
Infirmary has continued to provide high quality care and maintain patient flow
throughout the service. This is in great part due to the dedication and commitment of
staff across the whole of NHS Dumfries (acute, community and primary care) and
that of our partners within Scottish Ambulance Services, Social Work Services and
Care Providers who have worked very closely with us to ensure timely discharges
and transfers to maintain acute capacity for admissions despite their own pressures

GLOSSARY OF TERMS
ED
DGRI GCH -

Emergency Department
Dumfries and Galloway Royal Infirmary
Galloway Community Hospital
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MONITORING FORM
Policy / Strategy

Unscheduled Care

Staffing Implications

Not required

Financial Implications

Not required

Consultation / Consideration

Not applicable

Risk Assessment

Not applicable

Sustainability

Not applicable

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

Corporate 7

To meet and where possible, exceed goals
and targets set by the Scottish Government
Health Directorate for NHSScotland, whilst
delivering the measurable targets in the Single
Outcome Agreement.

Agreement Not applicable

Performance Management

Impact Assessment
Not required
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Festive Highlights
Background
Dealing with illness over winter months brings additional challenges to the
organisation such as increasing admissions, adverse weather and outbreaks of
influenza and Norovirus resulting in closure of bays/ wards to routine admissions and
additional pressure on our Emergency Department.
This is most apparent during the festive period. We have robust planning measures
in place to respond to this peak in activity and plans have been in place for the
anticipated extra demand over this period.
Performance for the most recent Festive Period is outlined below.
Performance for the period 21st December 2015 – weekending 10th January 2016
The Emergency Departments (ED) have had higher attendances for this period with
2788 emergency attendances this year compared with 2532 emergency attendances
for the same period last year.
At the same time Emergency Department (DGRI) & Galloway Community Hospital
(GCH)) performance against the 4 hour waiting times target has dropped slightly to
95.3% breaches from 95.7% and 130 breaches compared with 109 breaches last
year.

ED 4 hr performance compared to
last year
95.0%
90.0%
Previous Year

85.0%

09/01/2016

07/01/2016

05/01/2016

03/01/2016

01/01/2016

30/12/2015

28/12/2015

26/12/2015

Current Year

24/12/2015

80.0%

22/12/2015

% performance

100.0%

The greatest change has been within the DGRI site which has achieved a
performance of 94.5% (2,103 attendances and 115 breaches) compared with 95.6%
(1885 attendances and 83 breaches) last year with performance ranging between
81.3% and 100% over this period. The longest wait was 8 hrs and 8 minutes which
was a person waiting for a single cubicle due to infection control reasons thereafter
the next longest wait was 6 hrs and 54 minutes.
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Admissions to the Acute Medical Unit have increased slightly over this period with
527 admissions (an average of 176 per week) when compared with last year when
we had 517 admissions and an average of 172 per week.

Surgical performance has remained high.

ED 4 hr performance (Surgical) compared
to last year
90.0%
80.0%
70.0%

Current Year

60.0%

Previous Year

09/01/2016

07/01/2016

05/01/2016

03/01/2016

01/01/2016

30/12/2015

28/12/2015

26/12/2015

24/12/2015

50.0%

22/12/2015

% compliance

100.0%
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However despite the very similar number of emergency admissions Dumfries and
Galloway Royal Infirmary bed occupancy increased slightly when average
occupancy is compared with last year with an increase to 79% occupancy this year
from 76% last year.

DGRI Occupancy compared with last
year
80%
70%
60%

Previous Year

50%

09/01/2016

07/01/2016

05/01/2016

03/01/2016

01/01/2016

30/12/2015

28/12/2015

26/12/2015

Current Year

24/12/2015

40%

22/12/2015

% occupancy

90%

Boarding days have also increased with total boarding days of 231 days this year
compared to 149 days for the same period last winter, indicating improved patient
flow.

Boarding days compared to last year
30

Bed Days

25
20
15
10
5

Previous Year
Current Year

0
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This has to be set in the context of high levels of delayed discharges impacting upon
flow out of the acute hospitals into community or cottage hospitals.

The delays are in the main as a result of lack of available care at home packages
and care home packages.
Delays for discharge to Care at Home / Care Homes has its most significant impact
upon our Cottage Hospitals which are demonstrating an occupancy of 75% this
winter compared with 79% last year. This high level of occupancy is not evenly
distributed however with high level of pressures on Annan, Lochmaben, Castle
Douglas and Thornhill Hospitals.

Cottage Hospital Occupancy compared
with last year
80%
60%
40%

Previous Year

20%

Current Year

09/01/2016

07/01/2016

05/01/2016

03/01/2016

01/01/2016

30/12/2015

28/12/2015

26/12/2015

24/12/2015

0%

22/12/2015

% occupancy

100%

NOT PROTECTIVELY MARKED
Page 6 of 7

202

Close partnership working between Acute, Community, Social Work Services and
Scottish Ambulance has been evident during this period in joint effort to keep flow
moving. There has been the introduction of a daily huddle between cottage hospitals,
a linking between Acute and Community post their individual daily huddles, a high
level of presence within DGRI
To date this winter there has been only one outbreak of diarrhoea and vomiting
affecting ward 16 and this was prior to the festive period. There has also been one
H1N1 admission.
Critical Care has seen high levels of activity during this period.
Conclusion
Despite the pressures of high level of admissions Dumfries and Galloway Royal
Infirmary has continued to provide high quality care and maintain patient flow
throughout the service. This is in great part due to the dedication and commitment of
staff across the whole of NHS Dumfries (acute, community and primary care) and
that of our partners within Scottish Ambulance Services, Social Work Services and
Care Providers who have worked very closely with us to ensure timely discharges
and transfers to maintain acute capacity for admissions despite their own pressures.
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RECOMMENDATION
The Board is asked to note the 6 month consultation and engagement process which
will run until May 2016.
The Board is asked to note as per page 5 of the engagement plan that a number of
meetings have been set up in the Wigtownshire locality to discuss the proposed
changes to mental health provision. Further meetings will be established in response
to any requests from within the local community.

CONTEXT
Strategy / Policy: Mental Health Change Programme NHS Dumfries & Galloway
Organisational Context / Why is this paper important / Key messages:
There is a need to ensure robust engagement with the local community in
Wigtownshire regarding the proposed changes to Mental Health provision in the
area.
The reconfiguration of Mental Services in Wigtownshire as agreed by the NHS
Performance Committee in September 2015 and subsequently in November 2015
will create an opportunity to develop a community based service that is equitable
with other parts of the region and will support a model of care that best meets the
needs of vulnerable individuals and their carers. This change to the way we deliver
services has been clinically driven and has the support of clinical and professional
groups within Mental Health. One of the key aims of this redesign is to provide care
and treatment in a way that reduces the need for hospital admission. This will rely on
provision of a range of services within the community to ensure that timely support is
available to individuals with a diagnosis of dementia, and their carers who need it, as
close to their home (or homely setting) as possible. The proposed changes in
Wigtownshire include the withdrawal of inpatient provision for intermediate care at
Darataigh in Stranraer.
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Following the Performance Committee decision in November it was agreed that
there was a need for a period of robust community involvement and engagement
around the proposals contained within the Mental Health Change Programme. It has
been agreed that there will be a 6 month period of communication and engagement
within the locality and during this time the facilities at Darataigh will be available for
admission of any individual deemed clinically appropriate by the Mental Health team.
Since the November Performance Committee discussions have taken place with the
Scottish Health Council to develop a Communication and Engagement Plan and this
is attached Appendix 1. A number of stakeholder groups have been initially
identified and meetings established to seek views and comments on the proposed
changes to the Mental Health provision in Wigtownshire. Further engagement
opportunities will be developed over the coming months and all of the views will be
considered and a further report prepared following the engagement process in order
for the NHS Board to consider its position in relation to the future shape of services
in Wigtownshire.

GLOSSARY OF TERMS
NHS HR
-

National Health Service
Human Resources
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MONITORING FORM
Policy / Strategy

Mental Health Change Project

Staffing Implications

Staff side, Performance Committee and HR fully
involved in the process of reviewing staff roles.

Financial Implications

Finance involved in all process, including Finance
Director. Potential major CRES savings

Consultation / Consideration

Been to Area Clinical Forum, Performance
Committee on 2 occasions, Health Council advised
on this consultation process.

Risk Assessment

Risk assessment integral to whole process.

Sustainability

Model designed to be sustainable in light of
population change and associated service demand

Compliance
Objectives

with

Corporate

• To reduce health inequalities across NHS
Dumfries and Galloway.
• To promote and embed continuous quality
improvement by connecting the range of quality
and safety activities which underpin delivery of
the three ambitions of the Healthcare Quality
Strategy, to deliver a high quality service across
NHS Dumfries and Galloway.
• To review the model of service delivery across
Dumfries and Galloway to deliver personcentred services as close to home as clinically
appropriate.

Single
(SOA)

Outcome

Best Value

Agreement Priority Area 3
• sound management of resources

Impact Assessment
EQIA completed and registered appropriately
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Introduction
The Mental health Change Programme aims create an opportunity to develop a range of

contemporary mental health services that supports a person centred, values based
model of care that puts service users with a diagnosis of mental disorder and their carers
at the heart of health and care in Dumfries and Galloway.
This development falls into two broad areas. The first, to provide a range of interventions
within community services to ensure that timely support is available to service users with
a diagnosis of Mental Disorder, and their carers who need it, as close to their home (or
homely setting) as possible.

The second, where hospital admission is unavoidable, provision of a range of
services to the acute hospital, cottage hospitals and within the mental health inpatient
unit at Midpark so that we can ensure as positive an experience as possible for the
service user, their family and carer and facilitate as early a discharge date as possible.

In September 2015, the Performance Committee of the Dumfries and Galloway Health
Board approved the Mental Health Change Programme: Wigtownshire paper, with the
caveat that Wigtownshire stakeholders would be timeously informed of the approved
developments. The paper described a number of developments for the area, and
included the closure of the NHS Intermediate Care Facility, and the reallocation of
respite learning disability services provided by the Darataigh resource.

Due to problems with the Darataigh boiler, the unit had to be closed for major
repairs. During this period of closure, there has been no identified clinical demand for
the Wigtownshire NHS intermediate service. This continues to be the case and will now
be kept under review over the next 6 months.
During this 6 month period, the Mental Health Directorate, on behalf of the NHS
Dumfries and Galloway Board, will complete an engagement process to inform key
stakeholders of the Mental Health Service, and specifically the impact these developments
have on Wigtownshire locality.

This paper will focus on the range of engagement opportunities the Mental Health
Directorate will pursue with local people from Wigtownshire Locality. This plan is part of a
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wider communication strategy designed to keep other NHS, Social Work, Third and
Independent teams up to date with Mental Health Change developments.
Terminology
Terminology is important but difficult. While we acknowledge the term ‘service user’ is a
contested term for people with lived experience of mental health, we have opted to use it in
this paper to refer to people who require or have used mental health services. The term
Mental Disorder is used to refer to the broader category of mental illness, personality

disorder and mental illness, including dementia.

Identifying the Need for Change

There are many individuals currently living with dementia in Dumfries and Galloway who
need access to quality services. As their symptoms advance they will begin to need
more intensive support. In addition to this, the age structure of the population of
Dumfries and Galloway is likely to grow by 25% by 2018 and 56% by 2033 (29% for
those aged 65-74 and 88% for those aged 75 and over).

Over a third of individuals with a diagnosis of dementia are in hospital or in a care home
(Mental Welfare Commission 2013) As our demographic changes, the prevalence of
Dementia will also increase. This presents a number of challenges, most directly for the
people who develop dementia and their families and carers, but also for the statutory
and voluntary sector services who provide care and support.

In Wigtownshire community, the NHS offers a wide range of Mental Health services, through
well established multi disciplinary teams (Community Mental Health Team: CMHT) in
collaboration with statutory and non statutory services. This includes assessment, diagnosis,
treatment and clinical interventions and a range of other supports based on a person
centred, strengths based approach, and rely on us working closely with individuals, their
carers and families.
For individuals where there are concerns regarding cognitive impairment, referrals come
primarily to the CMHT from GP practices. In 2013-2014, approx 250 individuals, over the
age of 65 years, were assessed by the CMHT at home, or at clinics based in Wigtownshire
locality.
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When a diagnosis of dementia is confirmed, there are a number of options available for
individuals and their families and carers to support them to live well with dementia, and to
maximise their independence and remain at home for as long as possible.
There were approximately 1400 contacts made with people living with dementia and or their
families by the CMHT in Wigtownshire during 2013-2014.
Where an individual requires an inpatient mental health assessment, this is provided at
Midpark Hospital. Admission to the inpatient unit is arranged when all other available
community options have been explored. The number of individuals from Wigtownshire with a
diagnosis of dementia requiring admission to Midpark are provided in Table 1 (below)

Table 1
Year

Count

2013-14

5

2014-15

20

2015- to date

15

Of these 40 individuals, following a period of assessment, 8 were transferred to Darataigh,
and the remaining individuals were discharged to another care setting, or returned home.
Individuals are not admitted directly to Darataigh from the Community.
The CMHT also provides psychiatric liaison to Galloway and Newton Stewart Cottage
Hospital, and care homes.
In addition to the services described above, there have been a number of pilot programmes
providing a wide range of dementia services that, moving forward with the Mental Health
Change Programme will become an integral part of the Dementia service model for
Wigtownshire.
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Scottish Health Council
The Scottish Health Council is providing guidance to the Mental health Directorate in relation
to the management of this communication plan.
Identification of Stakeholder Groups
Stakeholders are identified in Table 2 (Below). This was guided by Ewan Marshall Lead
Officer for Integration (West) Third Sector, Dumfries and Galloway, the Community Mental
health Team ,and Public Health. As described earlier in this paper, communication with NHS
Mental Health Staff Groups is contained in the Mental Health Change Programme
communication plan. This communication plan will focus primarily on Wigtownshire services.

Group
6x Individual family members
directly affected by the

Date of Meeting
3rd Nov 2015 by phone

Staff to attend
LD

th

DM;PH;IH

th

10 Nov 1:1 meetings

Darataigh

12 Nov

DM

Elected Members

12th Nov

DM,FG,JW,JA

Wigtownshire Area

10th Dec

DM,FG

17th Feb 2016

DM, DH

Committee
GP Sub
Cornwall Park Care Home,

th

12 Jan 2016

DM, LMcK

26th Jan 2016

DM, KH

University of the Third Age

5th Feb 2016

TBC

Dumfries & Galloway Carers

10th Feb 2016

TBC

Locality Mtgs SMT, Nithbank

15th Feb 2016

DM, LF

Wigtown Hard of Hearing

17th March 2016

DM, LMcK

Newton Stewart
Thorneycroft Care Home,
Stranraer

Centre, Stranraer

Group

Governance
Both communication plans will managed by the Deputy General Manager in the Mental
Health Service Directorate and will be overseen by the Mental Health Change Programme
Steering Group
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Model of Care: Options
Options
1. Do nothing
2. Mental Health Change Programme
3. Other options will be considered
following engagement process

Evaluation
Views and comments will be gathered throughout the engagement period with the
opportunity for people to either write their views, or to have these recorded by staff
facilitating the engagement session. These will be reviewed and a report prepared in May
and result shared with identified groups.
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RECOMMENDATION
The Board is asked to note and consider the guidance issued for the coming 5 year
guidance for the Local Delivery Plan (LDP), which highlights the following;
•
•
•

To be considered alongside guidance on Health and Social Care Partnerships
To take into account the effect on plans on the outcomes for Health and
Wellbeing, as set-out in the legislation as part of health and social care
Two distinct stages this year
o Initial Draft LDP will require confirmation from Boards that the required
financial targets for 2016-17 will be met (by 4th March 2016), and
o At the second stage, NHS Boards will be asked to submit final Finance
LDP templates, updated to incorporate the plans by then agreed with
Health and Social Care Partnerships (by 31st May 2016).

CONTEXT
Strategy / Policy:
The Board is expected to meet its statutory financial targets, comprised of three
annual budget limits which must not be exceeded:
• Revenue Resource Limit (RRL) – resource funding for net revenue
expenditure allocated by the Scottish Government for on-going operations
• Capital Resource Limit (CRL) – resource funding for net capital expenditure
allocated by the Scottish Government for investment in fixed assets
• Cash Requirement – cash required to fund net payments for all ongoing
operations and capital investment
• Achievement of NHS LDP Standards
Organisational Context / Why is this paper important/ Key messages:
This report provides a summary of the key points included in this year’s LDP
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guidance, highlighting the additional requirements in this year’s draft guidance.

GLOSSARY OF TERMS
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CRES
CRL
LDP
RRL
YTD

-

Cash Releasing Efficiency Scheme
Capital Resource Limit
Local Delivery Plan
Revenue Resource Limit
Year To Date
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MONITORING FORM
Policy / Strategy Implications

Supports agreed financial strategy in Local Delivery
Plan

Staffing Implications

Not required

Financial Implications

Summary of Draft Financial guidance paper
presented by Director of Finance as part of the
financial planning and reporting cycle

Consultation / Consideration

Board Management Group

Risk Assessment

Financial Risks included in paper

Sustainability

LDP sets out how the Board will meet its statutory
financial targets over the 5 year planning cycle.

Compliance
Objectives

with

Corporate To maximise the benefit of the financial allocation
by delivering efficient services, to ensure that we
sustain and improve services and support the
future model of services.
To meet and where possible exceed Scottish
Government goals and targets for NHS Scotland.

Single
(SOA)

Outcome

Best Value

Agreement Not required

This paper contributes to Best Value goals of sound
governance, accountability, performance scrutiny
and sound use of resources.

Impact Assessment
Financial decisions are impact assessed at the point of service and financial
planning and therefore no specific action required for this paper.
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Background
1.

Significant policy developments underway include the national clinical strategy,
integration of Health & Social Care, national conversation and a range of
service reviews. The scale of the challenges that NHS Scotland faces means
that we need to deliver fundamental reform and change to the way that the
NHS delivers care.

2.

LDP Guidance should be considered alongside the guidance for Health &
Social Care Partnerships on strategic commissioning and Scotland’s spending
plans and draft budget for 2016-17. It should also be considered within the
context of wider health & social care policy developments outlined above.

3.

NHS Boards should submit a draft LDP by 4 March 2016. Health & Social Care
Partnerships are established from 1 April 2016 and it is important that they are
involved in the preparation of LDPs with a relationship based on collaboration
and alignment. The Scottish Government will provide feedback on drafts during
March. NHS Boards should submit their final LDP by 31 May 2016.

Summary
4.

The key targets included within this year’s guidance are as follows;
•
•
•

Increasing healthy life expectancy purpose target
2020 Vision
Delivering Outcomes: New approach to health and social care planning

Local Delivery Plan
5.

In developing the plans NHS Boards should consider:
•
•
•

6.

What are the improvement aims that have been agreed locally?
What actions will be taken to move towards that aim?
What measures will be used to assess improvements made?

Areas specifically highlighted in this year’s guidance include:
•
•
•
•
•
•
•
•
•

Health Inequalities and Prevention
Antenatal and Early Years
Safe Care
Person-Centred
Primary Care
Integration
Scheduled care
Unscheduled Care
Mental Health
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NHS LDP Standards
7.

The LDP Standards are intended to provide assurance on sustaining delivery
which will only be achieved by evolving services in line with the 2020 vision.
The Scottish Government will continue to review the LDP Standards to ensure
that their definitions are consistent with changes in service delivery through the
2020 vision.

8.

The following list of standards are contained within the LDP guidance:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

People diagnosed and treated in 1st stage of breast, colorectal and lung
cancer (25% increase)
31 days from decision to treat (95%)
62 days from urgent referral with suspicion of cancer (95%)
People newly diagnosed with dementia will have a minimum of 1 years
post-diagnostic support
12 weeks Treatment Time Guarantee (TTG 100%)
18 weeks Referral to Treatment (RTT 90%)
12 weeks for first outpatient appointment (95% with stretch 100%)
At least 80% of pregnant women in each SIMD quintile will have booked
for antenatal care by the 12th week of gestation
Eligible patients commence IVF treatment within 12 months (90%)
18 weeks referral to treatment for specialist Child and Adolescent Mental
Health Services (90%)
18 weeks referral to treatment for Psychological Therapies (90%)
Clostridium difficile infections per 1000 occupied bed days (0.32)
SAB infections per 1000 acute occupied bed days (0.24)
Clients will wait no longer than 3 weeks from referral received to
appropriate drug or alcohol treatment that supports their recovery (90%)
Sustain and embed alcohol brief interventions in 3 priority settings
(primary care, A&E, antenatal) and broaden delivery in wider settings
Sustain and embed successful smoking quits, at 12 weeks post quit, in
the 40% SIMD areas
48 hour access or advance booking to an appropriate member of the GP
team (90%)
Sickness absence (4%)
4 hours from arrival to admission, discharge or transfer for A&E
treatment (95% with stretch 98%)
Operate within agreed revenue resource limit; capital resource limit; and
meet cash requirement

Financial Planning
9.

There is recognition that Financial Local Delivery Planning must run in parallel
with the commissioning plans for the Health and Social Care Partnerships now,
as well as workforce plans. In order to enable this alignment to include
planning and budgeting for the Health and Social Care Partnerships and the
associated service change, the financial LDPs will consist of two distinct stages
this year.
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10. At the first stage, initial Draft Finance LDPs will require confirmation from the
Boards that the required financial targets for 2016-17 will be met with regards
revenue outturn, capital outturn and savings requirements, based on the
planning assumptions already provided to NHS Boards. This is to establish
sufficient governance for the start of the financial year (submission for 4th March
2016).
11. At the second stage, NHS Boards will be asked to submit Final Finance LDP
templates updated to incorporate the plans by then agreed with Health and
Social Care Partnerships and workforce. At this stage, to ensure that Boards
plan over the longer term, more detailed financial plans are required for a three
year period, however a five-year plan is required where any of the following
apply; major infrastructure development; brokerage arrangements are in place;
an underlying deficit greater than 1% of baseline resource funding; or major
service redesign. All Boards are required to submit a five year plan in relation
to capital (submission for 31st May 2016).
12.

The financial templates must be accompanied by a supporting narrative.
Particular emphasis should be placed on workforce planning and NHS Boards
should provide assurances that, for each year of the specified period, their
proposed workforce requirements are driven by and reflect service change and
are affordable.

13.

The detailed financial information included in the templates will be used to
assess each Board’s financial projections, including key risks and
assumptions, to ensure achievement of financial targets. Financial templates
will also include plans for efficiency savings. Delivery of efficiency savings is
necessary not only to enable Boards to meet their financial targets, but for the
NHS to continually improve the quality of its services, ensure sustainability and
deliver best value through reducing waste, duplication and variation. All
savings are retained locally by territorial Boards for reinvestment in front-line
services which benefit patients directly.

14. Further guidance will be issued on the in-year allocations that are to be bundled
and their associated outcomes.
Workforce
15. Particular emphasis is placed upon workforce planning this year so as to
ensure workforce requirements reflect service change and are affordable.
16. Boards are required to provide information on 2 key workforce areas in the LDP
this year:
•
•

Delivering Everyone Matters: 2020 Workforce Vision
NHS Boards should indicate any workforce areas where there is a risk to
delivering service. Specifically Boards are asked to make clear reference
to:
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o the use of Nursing and Midwifery Workload and Workforce
Planning tools
o areas in which services are being developed which may have
specific implications for the NHS workforce
o demographic information
o how workforce factors are being dealt with as part of action being
taken to address services which are under stress
17. NHS Boards will continue to be required to publish their wider workforce plan
during 2016 and are reminded that the application of the Nursing and Midwifery
Workload and Workforce Planning Tools are mandatory and should be used
and documented in the development of Workforce Plans and workforce
projections.
Conclusion
18. This paper highlights and summarises the main issues required within this
year’s LDP guidance, with particular focus placed upon:
•
•
•

•
•

Integration and working with Integration Partnerships
New investment will support the transformation of primary care
Take account of the effect of their plans on the outcomes for Health and
Wellbeing set out in legislation as part of integration of Health and Social
Care, and on the indicators that underpin them – including delayed
discharge
Financial Planning
Particular emphasis on workforce planning – to ensure workforce
requirements reflect service change and are affordable
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Core Revenue Outturn Statement

2015-16
Line no

Total

2016-17
Non-Rec
£000s

Core RRL Expenditure
Core Revenue Resource Outturn
Core Revenue Resource Limit (RRL)

1.01
1.02
1.03

Rec
£000s

0

TOTAL

Rec
£000s

2017-18
Non-Rec
£000s

0
0

Saving / (Excess) against Core RRL

0

0

0

TOTAL

Rec
£000s

2018-19
Non-Rec
£000s

0
0
0

0

0

Line no

Total
£000s

2.01
2.02
2.03
2.04
2.05
2.06

0

2.07
2.08
2.09
2.10
2.11
2.12

0
0

Non-Core RRL Expenditure
Capital Grants
Depreciation / Amortisation
ODEL - IFRS PFI Expenditure
PFI/PPP/Hub - Depreciation
PFI/PPP/Hub - Impairment
PFI/PPP/Hub - Notional Costs
Total IFRS PFI Expenditure
Anually Managed Expenditure
AME - Impairments
AME - Provisions
AME - Donated Assets Depreciation
AME - Movement in Pension Valuation
Total AME Expenditure
Total Non-Core RRL Expenditure

2016-17
Total
Non-Rec
£000s

2017-18
Total
Non-Rec
£000s

2018-19
Total
Non-Rec
£000s

2019-20
Total
Non-Rec
£000s

2020-21
Total
Non-Rec
£000s

0

0

0

0

0

0
0

0
0

0
0

0
0

0
0

0

0

Infrastructure Investment Programme
Line
No

2015-16
£000s

2016-17
£000s

2017-18
£000s

2018-19
£000s

2019-20
£000s

2020-21
£000s

Capital Resource Limit (CRL)
SGHSCD formula allocation
Asset sale proceeds reapplied (net book value)
Project specific funding
Radiotherapy funding
Hub/ NPD enabling funding
Other centrally provided capital funding
Revenue to capital transfers

3.01
3.02
3.03
3.04
3.05
3.06
3.07
3.08

0

Total Capital Resource Limit

0

0

0

0

0

3.09

0

Saving / (Excess) against CRL

0

0

0

0

0

Main contact name
email address
Phone number

Version number
Date of submission
Time

Rec
£000s

2019-20
Non-Rec
£000s

0
0

Non-Core RRL Expenditure
2015-16

TOTAL

Board Approval Date

0

TOTAL

Rec
£000s

2020-21
Non-Rec
£000s

0
0
0

0

0

TOTAL

0
0
0

0

0
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Foreword
Introduction
The LDP Financial Plan must run in parallel with the commissioning plans for the
IJBs, as well as workforce plans. In order to enable this alignment to include
planning and budgeting for the IJBs and the associated service change, the
Financial Plan is to be submitted by 4 March 2016. This requires confirmation from
the Board that the financial targets for 2016-17 and beyond will be met with regards
to remaining within both revenue and capital resource limits, meeting the cash
requirement as well as achieving the required efficiency savings. This process will
provide assurance that Boards will deliver financial balance for the period of the plan
with a particular focus on 2016-17. Financial Plans will be reviewed by
31 March 2016, with particular attention to the assumptions and associated risks
underpinning the plan.
NHS Boards will resubmit Financial Plans by 31 May 2016, updated to incorporate
the associated IJB and workforce plans. These will reflect the most up to date
information available, reinforcing the quality of the data contained within the earlier
version of the plan.
Financial planning is an integral part of the Local Delivery Plan (LDP) process and all
NHS Scotland Boards are required to submit detailed financial plans as part of their
annual LDP submission. Boards are required to complete financial templates setting
out planned performance against key financial targets and outlining trajectories for
financial performance and efficiency savings. The financial templates must be
accompanied by a detailed narrative. Particular emphasis should be placed on
workforce planning and NHS Boards should provide assurances that, for each year
of the specified period, their proposed workforce requirements are driven by and
reflect service change and are affordable.
The information included in the templates will be used to assess each Board’s
financial projections, including risks and assumptions, to ensure achievement of
financial targets. Monthly performance reviews and assessments of the agreed
financial plan will continue to be based on the SGHSCD monthly Financial
Performance Returns (FPRs) with reference to the agreed LDP.
This document provides guidance on completion of the LDP financial templates to
ensure consistency and facilitate meaningful comparisons across NHS Scotland.
Each NHS Board is expected to meet their statutory financial targets. These
comprise three annual budget limits which must not be exceeded:
1. Revenue Resource Limit – resource funding for net revenue expenditure
allocated by the Scottish Government for ongoing operations
2. Capital Resource Limit - resource funding for net capital expenditure allocated
by the Scottish Government for investment in fixed assets
3. Cash Requirement – cash required to fund the net payments for all ongoing
operations and capital investment
The financial plans will generally cover a three year period. However, a five year
plan is required where any of the following apply:
• major infrastructure development,
• brokerage arrangements are in place,
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•
•

underlying deficit of over 1% of baseline resource
funding,
major service redesign.

SGHSCD will notify Boards individually where five year plans are required.
Note that the infrastructure investment programme CRL outturn forecast is required
to be completed for all five years for all Boards.
Timetable for submission
Financial plans and supporting narrative are to be submitted by 4 March 2016.
Updated financial plans and supporting narrative, incorporating further IJB and
workforce planning, are to be submitted by 31 May 2016.
Excel version – please note that for consistency we require the financial plan
template to be kept/stored as a MS Excel 97 - 2003 version. Even if you have a
more up-to-date version, please keep the template as an Excel 97 - 2003 version for
submission.
It is anticipated that, following our review, feedback on the financial plans received
by 4 March 2016 will be provided by 31 March 2016. Updated LDP financial plans
received by 31 May 2016 will be reviewed by 30 June 2016 and will result in a
formal “delivery agreement” between the SG Health and Social Care Finance
Directorate and each NHS Board in respect of key financial targets.
General Points
•
•

•

coloured cells
Only
should be completed.
The final two years should only be completed where Boards have been
notified by SGHSCD that five year plans are required. This does not apply to
the capital outturn forecast which should be completed for all 5 years of
the plan for all Boards.
Please ensure the contact details, date/time of submission and anticipated
Board approval date cells are completed on Form 1, rows 58 - 60 (cells will
change colour when completed).
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Contacts:
For queries relating to
completion of the financial
plan templates

For queries relating to
capital

For general queries on the
LDP process and overall
approach*

Claire Wilkinson

 0131 244 2811
 Claire.Wilkinson@gov.scot

Robert Peterson

 0131 244 3569
 Robert.Peterson@gov.scot

Steven Hanlon

 0131 244 2139
 Steven.Hanlon@gov.scot

Alan Morrison

 0131 244 2363
 Alan.Morrison@gov.scot

Robert Williams

 0131 244 3568
 Robert.Williams@gov.scot

* The general LDP guidance was issued on 13 January 2016 and has also been
published on the SHOW website at Local Delivery Plan Guidance 2016-17 .
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Form 1 - Revenue & Capital Outturn Statement
Form 1 provides a high level summary of the projected outturn against the Core and
Non-core Revenue Resource Limit for the period of the plan, and the projected
Capital Resource Outturn.
Boards should select their Board name in the row 3 drop-down menu (other sheets
will update automatically) and input data for 2015-16 prior year comparatives and for
future years, split into recurring and non-recurring expenditure.
Contact information must be provided in rows 58 to 60 (the cells will stay green if not
completed), and includes the date your Board intends to approve the financial plan.
Completion of template
1. Core Revenue
Revenue Outturn Statement
Line Description
Details
1.01 Core Revenue
This line should include the following:
Resource Outturn
Clinical Service costs - all expenditure on clinical services –
this will reflect both Hospital and Community Healthcare
(HCH) and Family Health Service (FHS) expenditure.
As such, this line will include the costs of healthcare services
provided directly from local facilities (including laboratory
services, research and development, undergraduate medical
facilities and other training costs).
It will also reflect the various service level agreements
entered into with other organisations for the provision of
healthcare services, such as other NHS Boards, voluntary
bodies and the private sector (including those out with
Scotland).
The costs associated with the treatment of patients who are
resident out with Scotland should also be included, in line with
Non-Contract Activity (formerly OATs) arrangements.
In terms of FHS – all expenditure incurred in respect of
Primary Medical Services, Pharmaceutical Services, General
Dental Services and General Ophthalmic Services should be
disclosed in this line (including unified and non-discretionary
expenditure).
Further details are included in the Annual Accounts Manual
(notes 4 and 5).
Non-Clinical Service Costs - all expenditure on non-clinical
services - this will reflect all costs associated with the
planning and commissioning of healthcare services.
This will include the costs of administration of the Board and
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Revenue Outturn Statement
Line Description
Details
its committees (including Board members’ remuneration and
corporate management costs), statutory reporting
(e.g. annual accounts), strategic planning and policy etc.
It should also reflect the costs associated with occupational
health, compensation payments, pension enhancement and
redundancy payments, patients’ travel etc. It will also include
any expenditure relating to unified budget monies paid to
general dental practitioners to facilitate vocational training of
dental registrars.
Further details are contained in the Annual Accounts Manual
(notes 6 and 7).
Outgoing Funds – Health & Social Care Integration - all
funding transferred to partner agencies for the provision of
integrated services. Please do not include Change Fund
money.
Operating Income - all operating income receivable. This
will reflect income in respect of:
• HCH services (e.g. patient care income generated from
other NHS Boards, private patient income, Road Traffic
Act income).
• FHS services (e.g. income received either by the Board,
or on the Board’s behalf via NSS or retained by
contractors, or in respect of patients’ contributions
towards general dental, general ophthalmic or general
medical services).
• Other operating income (e.g. administration and other
non-clinical services income).
• Profit on disposals.
See note 9, of the Annual Accounts Manual for further details.
Incoming Funds – Health & Social Care Integration - all
funding received from partner agencies for the provision of
integrated services. Please do not include Change Fund
money
Total Non-Core RRL Expenditure – this is the total per line
7.12 on Form 7 – Non-Core RRL.

1.02 Core Revenue
Resource Limit (RRL)

The core RRL value should include the following:
Baseline Allocation - the base allocation per the first
allocation letter of 2016-17, the best estimate of which would
be the recurring baseline as at 31 December 2015 plus
anticipated base uplift % as notified to Boards. If applicable,
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Revenue Outturn Statement
Line Description
Details
include any assumed general uplift and NRAC parity uplift.
Anticipated Allocations – Recurring, Earmarked / NonRec
Carry Forward - the planned carry forward for each year.
Transfer of Depreciation / Amortisation - Non-Core RRL,
per line 2.02 Depreciation/ Amortisation
Revenue Transferred to Capital - the amount of revenue
funding being transferred to support capital expenditure.
1.03 Saving/(Excess)
against Core RRL

This line represents the underspend or excess expenditure
planned against the core RRL and is calculated automatically.

2. Non-Core Revenue
This table provides additional information and specific analysis required by
HM Treasury, forecasts for which will be updated throughout the financial year via
the Financial Performance Returns.
Non-core RRL
Line no/Description
2.01 Capital Grants
2.02 Depreciation /
Amortisation (not PFI)

2.03 to 2.05 Analysis
of IFRS PFI
Expenditure

2.06 Total IFRS PFI
Expenditure

2.07 AME Impairments

2.08 AME – Provisions
2.09 Donated Assets
Depreciation

Details
Capital grants are non-core RRL allocations that will be
deducted from the core CRL based on forecasts in the LDP.
This line represents depreciation and amortisation which are
non-core RRL allocations that will be deducted from the core
RRL based on forecasts in your LDP. This does not include
depreciation in respect of PFI schemes.
ODEL - IFRS PFI expenditure
Lines 2.03 to 2.05 contain the PFI/PPP/Hub depreciation,
impairment and other notional costs for all PFI projects that
are held on balance sheet under IFRS. Boards should note
that depreciation relating to PFI projects should only be
entered in line 2.03 and not be included in line 2.02.
The cells are calculated automatically from lines 2.03 to 2.05.
The figure here indicates the Board’s required non-core
allocation.
Annually managed expenditure
This line represents impairments that score as annually
managed expenditure (AME). These Annually managed
impairments are in addition to the core RRL based on the
forecast in this LDP and will be updated through the FPR
process.
This line represents forecast provisions which will score as
annually managed expenditure (AME).
This line represents depreciation in respect of donated assets.

229

7

2.10 AME – Movement
in Pension Valuation

2.11 Total AME
Expenditure
2.12 Total Non-Core
RRL Expenditure

The line represents the movement in pension valuation which
will need to be accounted for regarding new arrangements for
local authority staff in relation to Health and Social Care
Integration. (At the moment this only applies to NHS Highland
and their associated Integration model.)
The cells are calculated automatically from lines 2.07 to 2.09.

The cells are calculated automatically from lines 2.01, 2.02,
2.06 and 2.11.

3. Infrastructure Investment Programme
Summary of the projected outturn against the Capital Resource Limit (CRL) for the
period of the plan – this should cover 5 years for all Boards.
Infrastructure investment programme
Line No/Description
Details
3.01 SGHSCD Formula Include the ‘in year’ SGHSCD capital allocation. This will
Allocation
exclude any agreed advances/banked funds and the
brought forward saving/excess against the prior year CRL
as these items are reported in the lines below.
3.02 Asset Sale
Where, by prior agreement, Boards are able to retain the
Proceeds (net book
capital (NBV) element of receipts locally, this should be
value)
recorded here and an appropriate narrative providing the
basis of that assumption must accompany the financial
plan.
3.03 Project Specific
A number of projects which are post-financial close and
Funding
therefore legally committed have matched ring-fenced
funding.
3.04 Radiotherapy
SGHSCD has a 20-year rolling programme of
Funding
radiotherapy equipment and building replacements for
which there is matched funding.
3.05 Hub Enabling
This line should include CRL cover allocated specifically in
Funding
support of hub enabling. The allocation of enabling
funding will be agreed by hub Territory Partnering Boards.
An appropriate narrative providing the basis of that
assumption must accompany the financial plan.
3.06 Other Centrally
Include any in-year additional capital funding agreed with
Provided Capital
the Capital & Facilities Division of SGHSCD. An
Funding
appropriate narrative providing the basis of that
assumption must accompany the financial plan.
3.07 Revenue to
The amount of revenue funding being transferred to
Capital Transfers
support capital expenditure (and included within line 1.02
core RRL).
3.08 Total Capital
This line is calculated automatically.
Resource Limit
3.09 Saving/(Excess)
This line is calculated automatically.
against CRL
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Form 2 - Efficiency Savings
NHSScotland’s Efficiency and Productivity Framework
NHSScotland is committed to becoming a world leader in healthcare quality by
improving the safety, effectiveness, experience and responsiveness of services
within the context of challenging financial settlements for the foreseeable future.
A collaborative approach to delivering efficiency and productivity and transforming
services within NHSScotland has been adopted. Workstreams are led and
implemented by NHS Boards. The Scottish Government Health and Social Care
Directorates provide support to NHS Boards to enable delivery.
Definition of Efficiency and Productivity
Efficiency and productivity are not about making cuts. They are about raising
productivity, enhancing value for money and improving the quality of service.
The guidance can be found here:
http://www.scotland.gov.uk/Topics/Government/PublicServiceReform/efficientgovern
ment/EG11-12
The “Efficiency Definition” is as follows:
Where a body manages to deliver services or functions that can be shown to
result in a broadly similar (or improved) level of outcome or output for a lower
unit input than previously, an efficiency saving has been made.
The amount saved is the difference between the previous unit cost and what is
now spent to deliver the outcome.
Efficiencies are achieved by delivering the same results at a reduced unit cost which
may be demonstrated by delivering the same outcomes or outputs for a reduced
input. This may allow the resources freed up, whether financial, staff time, or
infrastructure assets to be used for other services. Delivering an increased volume
of service for the same cost also demonstrates a reduced unit cost and, by definition,
constitutes an efficiency.
Efficiency savings are measured and expressed in cash terms and should be
supported by auditable evidence to demonstrate they have not resulted in service
cuts.
Completion of Form 2
The table below provides high level guidance for the completion of the financial
template.
Lines 2.01 to 2.11 cover the first 3 years of the plan. Total planned efficiency
savings (lines 2.01 to 2.09) are categorised into seven themes; service productivity,
drugs & prescribing, procurement, workforce, shared services, support services and

231

9

estates & facilities. Detailed definitions for each of the sections are provided in
Appendix 3. Unidentified efficiency savings are recorded in line 2.10.
Risk rating percentage figures for high/medium/low should be entered for each line
illustrating the likelihood of successful achievement of the target. A scheme marked
as high risk suggests that the scheme will be difficult to fully deliver. Note that the
percentage figure for low risk is calculated automatically.
Lines 2.12 to 2.13 Records the split of cash releasing and productivity savings. Line
2.14 is calculated automatically.
Lines 2.15 to 2.25 record savings for the final 2 years of the plan following the same
categories detailed above. These lines should only be completed where a 5 year
financial plan is required.
Lines 2.26 to 2.27 Records the split of cash releasing and productivity savings. Line
2.28 is calculated automatically.
A template for the savings trajectory for 2016-17 is in Form 3.
Completion of template
Efficiency savings
Line No/Description
2.01 to 2.09 Efficiency
& Productivity
Workstreams
2.10 Unidentified
Savings
2.11 Total In-Year
Efficiency Savings
2.12 Cash-Releasing
savings
2.13 Productivity
Savings (non-cash)
2.14 Total In-Year
Efficiency Savings
2.15 to 2.23 Efficiency
& Productivity
Workstreams
2.24 Unidentified
Savings
2.25 Total In-Year
Efficiency Savings
2.26 Cash-Releasing
savings
2.27 Productivity
Savings (non-cash)

Details
Figures for each of the savings workstreams should be
provided. These should be categorised as recurring or
non-recurring and should be risk rated.
Figures for savings still to be identified should be
provided.
This line is calculated automatically.
The total value of Cash-Releasing savings identified from
the workstreams. These should be categorised as
recurring or non-recurring.
The total value of Productivity (non-cash) savings
identified from the workstreams. These should be
categorised as recurring or non-recurring.
This line is calculated automatically.
Figures for each of the savings workstreams should be
provided. These should be categorised as recurring or
non-recurring and should be risk rated.
Figures for savings still to be identified should be
provided.
This line is calculated automatically.
The total value of Cash-Releasing savings identified from
the workstreams. These should be categorised as
recurring or non-recurring.
The total value of Productivity (non-cash) savings
identified from the workstreams. These should be
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2.28 Total In-Year
Efficiency Savings

categorised as recurring or non-recurring.
This line is calculated automatically.

Reporting of Efficiency Savings
As in previous years, NHS Boards will be asked to report on the achievement of
efficiency savings reported in the monthly Financial Performance Returns (FPRs).
At year end NHS Boards may be asked to provide additional information to support
the figures in the FPR. This is a breakdown of the individual initiatives that
contribute to the aggregate figures in the year-end FPR*.
In addition to a detailed breakdown of efficiency savings figures, Executive Leads for
Efficiency and Productivity will be asked to work with Finance and Service
Improvement colleagues to develop one or two case studies to demonstrate their
Board’s innovative approaches to achieving efficiency savings whilst delivering
sustainable, safe, effective and person-centred services.
* Please note this should not require NHS Boards to undertake additional work as it is
expected that Boards will maintain information to support the reporting of efficiency savings
on a monthly basis.

233

11

Form 3 - Financial Trajectories
Form 3 provides trajectories and graphs for:
• financial performance at the end of each month.
• cumulative efficiency savings to the end of each month.
Please ensure that trajectories are as realistic as possible to allow meaningful
comparisons against actual performance to be made as the year progresses. Board
finance leads in SGHSCD will be comparing year to date performance from the
monthly Financial Performance Returns with the trajectories per agreed financial
plans.
If changes are required to the trajectories following approval of the financial plan,
please contact your Board finance lead to discuss, prior to making any revisions.
Completion of template
Financial Planning Assumptions
Line No/Description
Details
3.01 to 3.09
Planned trajectories for:
• financial performance at the end of each month
• cumulative efficiency savings at the end of each
month
should be inserted in each line from June to February.
The graphs will update automatically as data is entered.
3.10 (Mar-17)

This line is completed automatically;
The RRL total equals form 1 line 1.03 (cell G13)
The Savings total equals form 2 line 2.11 (cell G20)
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Form 4 – Risks & Assumptions
Form 4 captures the key assumptions applied throughout the financial planning
process, and the key risk areas which may influence the achievement of financial
targets.
Completion of template
The format of this form can be tailored to your Board’s needs as the rows in the table
can be re-sized to fit the amount of text required and additional rows can be added
below line 4.17 for further risks and assumptions to be included . You may also
provide further explanation in the supporting narrative.

Risk Assessment – Lines 4.01 to 4.17
Line No/Description
Details
Key Assumptions /
Enter details of the key risk areas within the financial plan.
Risks
Examples from previous submissions have included areas
such as drugs, efficiency savings, pay awards and energy
costs.
Risk rating
Provide a risk rating of high, medium or low for each
identified risk area.
Impact / £
Please provide an assessment of the impact on the
financial plan should the identified risk materialise. Where
possible, the risk/impact should be quantified in monetary
terms.
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Appendix 1
Definitions of Recurring and Non-Recurring Resources and Expenditure
Recurring
Resources
Resources allocated to NHS Boards on an ongoing basis for the provision of health
services.
Expenditure
Resources spent by NHS Boards on an ongoing basis to provide health services.
Savings
Savings which require to be made from the cost base each year. Examples of
recurring savings include the redesign of a service which then requires fewer staff,
the introduction of a regional rather than local service and reduction in capital
charges from the closure of a building.
Non-Recurring
Resources
Resources allocated to NHS Boards on a one-off basis for the provision of health
services. Typically, this refers to resources received for one year only. However, it
will also include resources received for ring-fenced initiatives with a specific life span,
i.e. a single project lasting more than one year.
Examples of non-recurring resources therefore include funding for ring-fenced
projects (such as drug and alcohol prevention) and profits on disposal of fixed
assets. These resources do not address underlying deficits.
Expenditure
Resources spent by NHS Boards on one-off items of expenditure.
Savings
Savings which are made on a one-off basis. Examples of non-recurring savings
include deferring expenditure on a specific project and putting a temporary freeze on
recruitment.

236

14

Appendix 2
Definitions of Direct and Indirect Capital
Direct Capital
Since the introduction of resource accounting and budgeting, there has been a
difference between the spending that scores as capital in the Government’s
accounts, and that which scores as capital within DEL (the departmental expenditure
limit).
From the budgeting perspective, capital spending scores against capital DEL. The
accounting definition of capital only considers spending that scores as capital in the
consolidated or Direct Funded Bodies' accounts.
Indirect Capital
For each Portfolio, budgets are split in terms of ‘operating’ and ‘capital’ resources.
Within capital resources, provision for capital grants is recognised by way of indirect
capital.
By segregating direct and indirect capital, it is possible to align the accounting
treatment across the public sector. This achieves consistency and minimises any
misalignment for WGA or within the Treasury’s budgeting, Estimates and accounting
frameworks.
Definition of Statutory Compliance and Backlog Maintenance
Statutory Compliance
Statutory legislation governs much of the way work is planned and budgets are
allocated. Gap analysis and a risk based approach to potential breaches of statutory
compliance should identify the corrective action required. Common areas requiring
intervention are:
•
•
•
•

Implementation of Disability Discrimination Act and Construction Design and
Management regulations
Asbestos and Legionella surveys
Electrical testing
Fire and gas safety

Backlog Maintenance
This category of expenditure includes maintenance that is necessary to prevent the
deterioration of an asset or its function but which has not yet been carried out. All
Health Boards will have Property and Asset Management Strategies supported in
due course by a rolling programme of condition surveys every 5 years to target
where work is commissioned and the budget is allocated.
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Appendix 3
Definitions of Efficiency Savings Schemes
Service Productivity
This includes any savings achieved as a result of reducing waste and variation in the
delivery of clinical services, in acute, primary and community settings.
This includes (but is not limited to) savings achieved as a result of:
•
Improving average length of stay with a speciality
•
Decreasing the number of ‘did not attends’
•
Increasing the rate of day / short stay surgery
•
Service redesign using improvement methodologies, for example
Productive General Practice or Releasing Time to Care.
This category also includes any savings achieved in relation to clinical support
services, for example laboratories.
Any saving achieved as a result of a reduction in the number of posts / changes in
skill mix due to service improvements, directly related to service productivity should
be included here.
Drugs and Prescribing
Savings in relation to the procurement of drugs, and changes in prescribing practices
relating to the type / volume of drug prescribed:
This includes (but is not limited to) savings achieved as a result of:
•
Prescribing of generic rather than branded drugs
•
Reducing waste and variation in prescribing, for example by reducing the
number of unnecessary repeat prescriptions
•
Reducing polypharmacy
•
National contracts for procurement of drugs.
Procurement
Procurement savings not captured within the following categories: Drugs and
Prescribing, and Estates and Facilities.
This includes savings achieved as a result of improvement in buying decisions and
processes to reduce costs, such as:
•
Re-tendering/negotiating contracts with suppliers
•
Augmenting spend to achieve discounts/economies of scale
•
Category management (including category planning, strategic sourcing
and supplier management)
•
Collaborative procurement
•
Improved procurement processes such as moving to a ‘No purchase
order, no payment’ policy
•
Avoiding spend on unnecessary items / cost avoidance, while maintaining
quality of service.
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Workforce
Workforce savings not driven by service changes, or not captured within the
following categories: Service Productivity, Shared Services, Support Services, and
Estates and Facilities.
This includes savings in relation to:
•
Reduced bank, agency, locum, and overtime spend as a result of, for
example, reduction in sickness absence
•
Vacancy management.
Shared Services
Shared Services efficiency savings are achieved through the convergence or
streamlining of similar functions within or across organisations to ensure they are
delivered as efficiently as possible (including a common set of agreed business
processes, shared staff and common technology).
This may include the sharing of:
•
Human resources / payroll functions
•
Sharing office premises and facilities management across organisations
•
Sharing ITC services
•
Sharing customer contact through single contact centres.
Savings in relation to Shared Services should be separately identified as:
•
Human Resources
•
Facilities
•
Other Shared Services.
Any saving achieved as a result of a reduction in the number of posts changes in
skill mix due to service improvements, directly related to shared services should be
included here.
Support Services (non-clinical)
Non-clinical support services include (but are not limited to) management,
administration, ICT, finance, communications, legal services, project management,
etc.
This category includes savings in relation to:
•
Service/process redesign that allows these services to be delivered more
efficiently
•
Better use of technology, for example video-conferencing, or introduction
of a print management strategy.
Any saving achieved as a result of a reduction in the number of posts/changes in
skill mix due to service improvements, directly related to non-clinical support services
should be included here.
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This does not include efficiency savings achieved as a result of shared services
which should be included in the Shared Services category.
Estates and Facilities
Estates
Efficiency savings achieved through more efficient use of the estate, by which we
largely mean physical assets such as land and buildings but also including
equipment and vehicles.
This includes savings in relation to:
•
Reductions in ongoing maintenance through asset disposals
•
Contract / lease negotiations (including PFI)
•
Energy efficiency
•
Improved asset maintenance including vehicle maintenance etc.
•
Capital receipts (net of the costs of disposal).
Capital receipts in relation to the sale of an asset are non-recurring savings, although
they may also generate quantifiable recurring savings for example from reduced
maintenance costs.
Facilities
Facilities services include (but are not limited to) catering, domestic services,
portering, security, decontamination services/sterile services, maintenance, laundry,
and waste management.
This category includes savings in relation to:
•
Service/process redesign that allows these services to be delivered more
efficiently
•
Re-tendering/negotiating contracts, where these services are provided by
a third party.
Any saving achieved as a result of a reduction in the number of posts/ changes in
skill mix due to service improvements, directly related to estates and facilities
services should be included here.
This does not include efficiency savings achieved as a result of shared services
which should be included in the Shared Services category.
Unidentified Savings
Efficiency savings that are still to be identified should be reported here. This is the
difference between the savings requirement and the total savings identified in
relation to the Efficiency and Productivity Workstreams.
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Recurring and Non-Recurring Efficiency Savings
Efficiency savings planned in each Efficiency and Productivity Workstream category
should be categorised as recurring or non-recurring.
Recurring savings are those which once achieved recur year on year from that date
(for example, savings in relation to staff costs as a result of streamlining processes).
Non-recurring savings are those which are one-offs (for example, receipt from the
sale of a fixed asset, such as a building).
Risk Rating
Efficiency savings planned in each Efficiency and Productivity Workstream category
should be risk rated.
Low Risk – plans are in place and savings are highly likely to be delivered.
Medium Risk – plans are in place but there is a risk that not all savings will be
delivered.
High Risk – plans are in place but there is a significant risk that savings will not be
delivered.
Each Efficiency and Productivity Workstream category should be split across the
different risk ratings.
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The Scottish Government
Directorate for Health Performance & Delivery

Dear Colleague

Local Delivery Plan Guidance 2016/17
Summary
The LDP Guidance 2016-17 sets out the performance
contract between the Scottish Government and NHS
Boards.
Background
Significant policy developments underway include the
national clinical strategy, integration of Health & Social
care, national conversation and a range of service
reviews. The scale of the challenges that NHSScotland
faces means that we need to deliver fundamental reform
and change to the way that the NHS delivers care.
Action
The LDP Guidance should be considered alongside the
guidance for Health & Social Care Partnerships on
strategic commissioning and Scotland’s spending plans
and draft budget for 2016-17. It should also be considered
within the context of wider health & social care policy
developments outlined above. NHS Boards should
submit a draft LDP by 4 March 2016. Health & Social
Care Partnerships are established from 1 April 2016 and it
is important that they are involved in the preparation of
LDPs with a relationship based on collaboration and
alignment. The Scottish Government will provide
feedback on drafts during March. NHS Boards should
submit their final LDP by 31 May 2016. All Plans should
be submitted to NHSLocalDeliveryPlans@gov.scot
Yours sincerely

JOHN CONNAGHAN CBE
NHSScotland Chief Operating Officer




DL (2016) 1
13 January 2016
Addresses
For action
NHS Board:
1. Chief Executives
2. NHS Directors of Planning
Other
1. Directors of Social Work
2. Health & Social Care
Partnership Chief Officers
For information
1. NHS Board Chairs
2. COSLA

Enquiries to:
Stuart Low
NHSScotland Resilience &
Business Mgt Division
Tel: 0131 244 3458
E-mail:
stuart.low@scotland.gsi.gov.uk
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1. Local Delivery Plan Guidance 2016/17
1.1

Increasing healthy life expectancy purpose target
The Scottish Government has a key purpose target to increase healthy life
expectancy. Increasing healthy life expectancy will mean that people live longer in
good health, increasing their capacity for productive activity and reducing the
burden of ill health and long term conditions on people, their families and
communities, public services and the economy generally.

1.2

2020 Vision
The Scottish Government's 2020 Vision for health and social care is that by 2020
everyone is able to live longer healthier lives at home, or in a homely setting and,
that we will have a healthcare system where:
 Whatever the setting, care will be provided to the highest standards of quality
and safety, with the person at the centre of all decisions
 We have integrated health and social care
 There is a focus on prevention, anticipation and supported self-management
 Where hospital treatment is required, and cannot be provided in a community
setting, day case treatment will be the norm
 There will be a focus on ensuring that people get back into their home or
community environment as soon as appropriate, with minimal risk of readmission

1.3

Delivering Outcomes: New approach to health and social care planning
During 2016/17 as we continue the transition towards integrated health and social
care, the Local Delivery Plan (LDP) will continue to be the contract between
Scottish Government and NHS Boards. This year’s LDP Guidance should be
considered alongside guidance for Health and Social Care Partnerships on their
strategic commissioning plans. It should also be considered alongside Scotland's
Spending Plans and Draft Budget 2016-17. (Note that this guidance refers to
“Health & Social Care Partnerships” (i.e.) Integration Authorities, whether an
Integration Joint Board or Lead Agency is in place.)
The nature and scale of the challenges that our NHS faces, in particular the
challenge of an ageing population, means that we need to deliver fundamental
reform and change to the way that our NHS delivers care. The Scottish
Government is prioritising investment in transforming healthcare services to meet
the needs of the future and to ensure delivery of our 2020 Vision. The fundamental
realignment of resources announced in the draft Budget will build the capacity of
community-based services. It will mean that fewer people need to go to hospital,
but it will also ensure that where hospital is necessary, people will return home
more quickly. New investment will support the transformation of primary care to
develop new and improved models of care, with multidisciplinary teams working
together to meet the needs of their communities. Additional elective capacity to
meet the growing needs of an older population is planned for the next five years in
six new treatment centres, which will equip the NHS to carry out increased numbers
of hip and knee replacements and cataract operations in a way that does not add
pressure to our emergency services.
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In using this guidance, Health Boards and their partners in local government must
take account of the effect of their plans on the outcomes for health and wellbeing
set out in legislation as part of integration of health and social care, and on the
indicators that underpin them – including delayed discharge. There is a legal duty
for Health and Social Care Partnerships to produce a Strategic Plan (which must be
reviewed and revised every three years) and a duty for the delegating parties to be
fully involved throughout that process. Health and Social Care Partnerships are
established from 1 April 2016 and it is important that they are involved in the
preparation of LDPs with a relationship based on collaboration and alignment. For
this year, this will mean that draft LDPs will be submitted to Scottish Government by
the end of February and final LDPs by end of May – this will support managed and
orderly planning.
The Scottish Government has reaffirmed its commitment to the 2020 vision and will
refresh the strategy for achieving its 2020 vision for health and social care to ensure
that it reflects the changing needs and expectations of the people of Scotland and
the new way services will be delivered under health and social care integration.
NHS Board Chairs and Chief Executives are fully engaged in designing the refresh
of the strategy, and reviewing the national, regional and local planning
arrangements. This work is being taken forward in the context of the national
conversation, national clinical strategy and reviews of services including out of
hours primary care services. The Local Delivery Plan and its underpinning
framework will also be reviewed over the coming 12 months.
This year's LDP builds on last year and requires NHS Boards to develop concise
plans focused on new actions planned in a small number of strategic improvement
priority areas to improve outcomes for patients and the people of Scotland.
In order to ensure high quality, continuously improving health and social care in
Scotland it is important that we strike the right balance between improvement,
performance management and scrutiny. The LDP also sets out standards that NHS
Boards should pursue to improve services for patients. LDPs should address these
with a focus on demand and capacity planning.
Progress against the LDP and the integration indicators will together inform
progress being made on health and social care.
Special Health Boards are expected to develop their LDPs so that they support
territorial Health Boards and Health and Social Care Partnerships to deliver the
improved outcomes for the people of Scotland.
The Scottish Government has an established set of performance management
principles to promote a culture in which targets and standards are delivered within
the spirit they were intended, recognising that clinical decision making is more
important than absolute delivery of targets and standards.
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2.

Local Delivery Plan
In developing the plans NHS Boards should consider:




What are the improvement aims that have been agreed locally?
What actions will be taken to move towards that aim?
What measures will be used to assess improvements made?

The material included in the LDP should be concise and NHS Boards are
encouraged to reference local plans where appropriate.
2.1

Health Inequalities and Prevention
The Scottish Government is committed to enabling those more at risk of health
inequalities – physical, mental or both – to make better choices and positive steps
toward better health and wellbeing. Four areas have been identified for specific
NHS action:
 NHS procurement policies should support employment and income for
people and communities with fewer economic levers;
 actions relating to employment policies that support people to gain
employment or ensure fair terms and conditions for all staff;
 actions to support staff to support the most vulnerable people and
communities; and
 health improvement actions to promote healthy living and better mental
health.
This activity should also be focussed through the NHS workforce and the Health
Promoting, Health Service as well as with the wider community.
The LDP should set out local priorities for how they will address health inequalities
and improving prevention work based on the needs of their local population and
own workforce. Plans should focus on those communities where deprivation is
greatest. The plan should outline how these will be achieved setting out
improvement aims, levels of activity, and demonstrating how the activity is
embedded in to routine practice. The plan will also include information about how
the NHS Board and its partners prioritise action and monitor progress. Plans in
particular should set out what is being done to tackle the preventable causes of the
costs to the NHS and society of preventable disease. Alongside the public health
themes addressed by the existing LDP standards, Boards should provide details of
their priorities for actions to address the unsustainability of the burdens arising from
poor diet and weight management.

2.2

Antenatal and Early Years
It has long been recognised that there are significant benefits to children's wellbeing
- not least their health - as well as to the vibrancy of communities and the
sustainability of services from a systematic approach to early intervention and
primary prevention. The focus on primary prevention and early intervention has also
increased the importance of antenatal and early years support. Early antenatal
access will help ensure a foundation for the future health of the baby and mother,
and health boards should continue improving antenatal access to strengthen that
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foundation. Early years care will be substantially affected by the new duties to be
placed on health boards through the Children and Young People (Scotland) Act
2014. Specifically, under the Act, health boards will be responsible for providing a
Named Person service for every child up to 5 and a single statutory Child's Plan for
every under-5 who requires one.
The LDP should set out the local actions to be taken to ensure that the relevant
parts of the workforce will have the capacity, training and relevant protocols to carry
out these duties under the Act by August 2016. The LDP should also set out plans
for health visitors including baselines and additional numbers being recruited
through to 2018.
2.3

Safe Care
NHS Boards continue to make significant progress in providing safe care within
their hospitals. Along with a range of Hospital Associated Infection (HAI)
improvement activity, the Scottish Patient Safety Programme (SPSP) continues to
drive improvement in clinical care and has been extended beyond the acute
programme into primary care, maternity, neonates and paediatrics and mental
health services. Healthcare Improvement Scotland wrote to Boards in August 2015
to advise them that data submission on the SPSP 9 Points of Care would now be
divided into ‘6 core’ and ‘3 supplementary’ measures. Although submission of
supplementary measures data to SPSP would be on a discretionary basis, Boards
were advised that sustained progress against all of the 9 Points of Care should
continue.
The LDP should set out how Boards are taking forward one of the 3 Points of care
where data submission is supplementary. These are
 Venous Thromboembolism (VTE)
 Heart Failure
 Surgical Site Infection (SSI)
Detail should include plans for spread and sustainability, the impact this area is
having, and will have on patient care and how Boards are collecting data to drive
local improvement. This should include an example from each SPSP of how safety
of care has improved in the last 12 months.
In recognition of the contribution which NHS Boards can make to wider quality
improvement across the integrated health and social care landscape, Boards
should provide detail on how they are engaging with Local Authorities and care
providers to achieve the aim of achieving a 50% reduction in grade 2-4 pressure
ulcers acquired in hospital or care home by end of 2017.
The Scottish Government expect that NHS Boards will improve SAB infection rates
during 2016/17 - close monitoring of SAB will continue. Research is underway to
develop a new SAB standard for inclusion in the LDP.

2.4

Person-Centred
In person-centred care, health and social care professionals work collaboratively
with people who use services. Person-centred care supports people to develop the
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knowledge, skills and confidence they need to more effectively manage and make
informed decisions about their own health and health care. It is coordinated and
tailored to the needs of the individual. And, crucially, it ensures that people are
always treated with dignity, compassion and respect. The NHS in Scotland is
committed to developing a culture of openness and transparency in NHS Scotland
that actively welcomes feedback as a tool for continuous improvement
The LDP should set out how services will deliver person-centred care. This may be
done with reference either to:
 How Boards will deliver a positive care experience in accordance with the
five “must do with me” principles of care: What matters to you? Who matters
to you? What information do you need? Nothing about me without me, and
service flexibility; or
 The Strategic Framework for Action on Palliative and End of Life Care.
The LDP should also outline the action that will be taken locally to support staff and
the public to be open and confident in giving and receiving feedback, comments,
concerns and complaints, with a particular focus on how the Board will involve
people meaningfully in reviewing how themes emerging from feedback and
complaints can be used to improve healthcare services, and how it will demonstrate
the improvements made as a result of feedback.
2.5

Primary Care
Successful primary care is integral to the 2020 vision and integrated health and
social care; the overwhelming majority of healthcare interactions start, and finish, in
primary care, both in-hours and out-of-hours. In the context of an ageing population
with more people living with two or more long term conditions the number of
interactions will increase as they are supported to self-manage their conditions and
live at home for as long as possible.
Last year NHS Boards set out their prioritised actions being pursued to increase
capacity in primary care, covering General Practice, Dentistry, Optometry,
Pharmacy and Out of Hours. This focused on four key themes: leadership &
workforce, planning & interfaces, technology & data, contracts & resources.
The LDP should provide progress on those already identified prioritised actions and
any new actions being pursued to manage as much care ‘out of hospital’ as
possible, including the resources identified to achieve this aim. This should include
action taken to support the introduction of the post QOF (Transitional Quality
Arrangements) revisions to the GMS contract in 2016-17 and the implementation of
Sir Lewis Ritchie's review of out of hours primary care services. The plan should
also identify where national action would help local delivery.

2.6

Integration
All Health and Social Care partnerships will be fully functional by April 2016, having
published Strategic Commissioning Plans. These plans are for all the functions and
budgets under their control. NHS Boards will have been fully involved in the
development of the Strategic Commissioning Plans and will ensure that these are
aligned with the LDP.
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The commissioning process is an on-going and evolving process. There is a duty
for each Strategic Commissioning Plan to be reviewed and revised at least every
three years, and this review must consider the national health and wellbeing
outcomes, performance against the national indicators, and the delivery principles.
The review also needs to take account of the views of the Strategic Planning
Group, of which the NHS Board is a key member.
NHS Boards and Local Authorities delegate appropriate national and local
standards / targets to their Health and Social Care Partnerships, along with the
relevant functions and budgets. Whichever functions and standards / targets are
integrated, it will be important that robust planning operates to reflect
interdependencies so that, for instance, where non-elective care is integrated and
elective is not, then these two must operate in a mutually supportive way. Delivery
of many of the integration indicators will fall, in the main, to the NHS Boards, so
Boards will want to consider, in conjunction with their Health and Social Care
Partnership, an annual Operational or Delivery Plan outlining how they will jointly
deliver the priorities of the Strategic Commissioning Plan and the LDP.
The LDP should set out a summary of how the delivery of national and local
standards / targets will be aligned between the local planning and operational
structures.
2.7

Scheduled care
We expect the vast majority of elective patients to be treated locally or within
NHSScotland facilities such as the Golden Jubilee.
The new National Scheduled Care Programme (sustainability) will focus on
assessing activity requirements to ensure the best possible performance against
outpatient and inpatient / daycase waiting times during 2016/17. It will also focus
on the longer term objective of ensuring the optimal design, configuration and
availability of scheduled care services over the next three, five and ten years in the
context of an ageing and growing population.
The LDP should set out a summary of the local work that will be carried out during
2016/17 under the National Scheduled Care Programme (sustainability).

2.8

Unscheduled Care
The A&E 4 hour standard follows clinical advice to sustain at least 95% of A&E
patients being assessed, treated and admitted or discharged within four hours, as a
step towards achieving 98%, which is among the toughest A&E standards
anywhere in the world.
The Scottish Government introduced the 6 Essential Actions programme for
unscheduled care in June 2015/16 which included a focus on optimising the
admission and discharge balance in hospitals each day and appropriately avoiding
admission wherever possible. During 2016/17 the programme will continue with a
focus on improving discharge processes including collation of ward level admission
and discharge information and review against operating models on a daily, weekly
and monthly basis.
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The LDP will provide a clear summary of actions being taken forward through the
local 6 Essential Actions programme in 2016/17. This will include references to
local plans including 6 Essential Actions, Winter and Joint Strategic Commissioning
plans.
2.9

Mental Health
Performance on the mental health access standards continues to show a
considerable rise in the number of people starting treatment. A Mental Health
Improvement Programme to support NHS Boards to improve access to services
and meet the waiting times standard sustainably has been announced. The
programme will be delivered by Healthcare Improvement Scotland which will
establish a Mental Health Access Improvement Support Team (MHAIST). MHAIST
will work in partnership with NHS Boards to identify enablers and barriers to the
Board being able to deliver improved access and meet the waiting times standard,
and support Boards to review their mental health access improvement plans in light
of that joint consideration of local enablers and barriers to delivery. It will take a
phased approach working intensively with a small number of Boards at a time.
NHS Education for Scotland will continue to deliver a programme of education,
training and support to increase workforce capacity in CAMHS and psychological
therapies, and to improve the quality of supervision.
In advance of the MHAIST starting its work in 2016-17, the LDP should provide
information focusing on reducing waiting times and on improving access to mental
health services in line with local need. The plans should include an assessment of
the level of access currently provided by the Board and with the anticipated level of
need locally – including benchmarking with other boards in Scotland. We expect the
plans to include a workforce development plan with evidence of the current
workforce capacity in CAMHS and psychological therapies and how that will be
developed.
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NHS LDP Standards
People diagnosed and treated in 1st stage of breast, colorectal and lung cancer (25% increase)
31 days from decision to treat (95%)
62 days from urgent referral with suspicion of cancer (95%)
Early diagnosis and treatment improves outcomes.
People newly diagnosed with dementia will have a minimum of 1 years post-diagnostic support
Enable people to understand and adjust to a diagnosis, connect better and plan for future care
12 weeks Treatment Time Guarantee (TTG 100%)
18 weeks Referral to Treatment (RTT 90%)
12 weeks for first outpatient appointment (95% with stretch 100%)
Shorter waits can lead to earlier diagnosis and better outcomes for many patients as well as reducing unnecessary worry
and uncertainty for patients and their relatives.
At least 80% of pregnant women in each SIMD quintile will have booked for antenatal care by the 12th week
of gestation
Antenatal access supports improvements in breast feeding rates and other important health behaviours.
Eligible patients commence IVF treatment within 12 months (90%)
Shorter waiting times across Scotland will lead to improved outcomes for patients.
18 weeks referral to treatment for specialist Child and Adolescent Mental Health Services (90%)
Early action is more likely to result in full recovery and improve wider social development outcomes.
18 weeks referral to treatment for Psychological Therapies (90%)
Timely access to healthcare is a key measure of quality and that applies equally to mental health services.
Clostridium difficile infections per 1000 occupied bed days (0.32)
SAB infections per 1000 acute occupied bed days (0.24)
NHS Boards area expected to improve SAB infection rates during 2016/17. Research is underway to develop a new SAB
standard.
Clients will wait no longer than 3 weeks from referral received to appropriate drug or alcohol treatment that
supports their recovery (90%)
Services for people are recovery focused, good quality and can be accessed when and where they are needed.
Sustain and embed alcohol brief interventions in 3 priority settings (primary care, A&E, antenatal) and
broaden delivery in wider settings
Sustain and embed successful smoking quits, at 12 weeks post quit, in the 40% SIMD areas
Enabling people at risk of health inequalities to make better choices and positive steps toward better health.
48 hour access or advance booking to an appropriate member of the GP team (90%)
Often a patient's first contact with the NHS is through their GP practice. It is vital, therefore, that every member of the
public has fast and convenient access to their local primary medical services to ensure better outcomes and experiences for
patients.
Sickness absence (4%)
A refreshed Promoting Attendance Partnership Information Network Policy will be published in 2015.
4 hours from arrival to admission, discharge or transfer for A&E treatment (95% with stretch 98%)
High correlation between emergency departments with 4 hour wait performance between 95 and 98% and elimination of
long waits in A&E which result in poorer outcomes for patients
Operate within agreed revenue resource limit; capital resource limit; and meet cash requirement
Sound financial planning and management are fundamental to effective delivery of services.

The LDP Standards are intended to provide assurance on sustaining delivery which will only be achieved by
evolving services in line with the 2020 vision. The Scottish Government will continue to review the LDP
Standards to ensure that their definitions are consistent with changes in service delivery through the 2020 vision.
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3.

Financial Planning
There is recognition that Financial Local Delivery Planning must run in parallel with
the commissioning plans for the Health and Social Care Partnerships now, as well
as workforce plans. In order to enable this alignment to include planning and
budgeting for the Health and Social Care Partnerships and the associated service
change, the financial LDPs will consist of two distinct stages this year. At the first
stage, initial Draft Finance LDPs will require confirmation from the Boards that the
required financial targets for 2016-17 will be met with regards revenue outturn,
capital outturn and savings requirements, based on the planning assumptions
already provided to NHS Boards. This is to establish sufficient governance for the
start of the financial year.
At the second stage, NHS Boards will be asked to submit Final Finance LDP
templates updated to incorporate the plans by then agreed with Health and Social
Care Partnerships and workforce. At this stage, to ensure that Boards plan over the
longer term, more detailed financial plans are required for a three year period,
however a five-year plan is required where any of the following apply; major
infrastructure development; brokerage arrangements are in place; an underlying
deficit greater than 1% of baseline resource funding; or major service redesign. All
Boards are required to submit a five year plan in relation to capital.
The financial templates must be accompanied by a supporting narrative. Particular
emphasis should be placed on workforce planning and NHS Boards should provide
assurances that, for each year of the specified period, their proposed workforce
requirements are driven by and reflect service change and are affordable.
The detailed financial information included in the templates will be used to assess
each Board’s financial projections, including key risks and assumptions, to ensure
achievement of financial targets. Financial templates will also include plans for
efficiency savings. Delivery of efficiency savings is necessary not only to enable
Boards to meet their financial targets, but for the NHS to continually improve the
quality of its services, ensure sustainability and deliver best value through reducing
waste, duplication and variation. All savings are retained locally by territorial
Boards for reinvestment in front-line services which benefit patients directly.
Further guidance will be issued on the in-year allocations that are to be bundled
and their associated outcomes.
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4.

Community Planning Partnerships
NHS Boards should play a key role in developing effective performance
management within the CPP and in engaging with the users of health and social
care services in doing so. In light of the integration of health and social care (see
above), NHS Boards will of course also need to play a pivotal role with the new
Integration Authorities, with Local Authorities and with the third and independent
sectors to ensure correlation between plans and consistency across the planning
landscape.
In this LDP NHS Boards should indicate how they will continue to strengthen their
approach to community planning during 2016/17, through both their contribution to
Integration and how they demonstrate leadership within the broader CPP. This
should focus on playing a strong and leading contribution within the CPPs to
improve local priority outcomes which relate to health and wellbeing, and how they
shift activity and spend towards tackling inequalities, prevention and community
empowerment. The Scottish Government will discuss progress against these
commitments with NHS Boards.
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5.

Workforce
Boards are required to provide information on 2 key workforce areas in the LDP this
year.
1) Delivering Everyone Matters: 2020 Workforce Vision: NHS Boards should
provide a short outline of their local implementation plans for 2016-17 to deliver the
5 priorities in the Everyone Matters: 2020 Workforce Vision Implementation Plan
2016/17. The 5 priorities are: Healthy Organisational Culture, Sustainable
Workforce, Capable Workforce, Workforce to Deliver Integrated Services and
Effective Leadership and Management.
2) NHS Boards should indicate any workforce areas where there is a risk to
delivering service. Specifically Boards are asked to make clear reference to:


the use of Nursing and Midwifery Workload and Workforce Planning tools;
recruitment issues, vacancy rates or concerns - professions or groups of
professions affected, services affected - steps being taken or national
approach required;



areas in which services are being developed which may have specific
implications for the NHS workforce, or for individual professions as
appropriate, and steps taken to manage these locally e.g. Health Visitors,
School Nurses, Advance Nurse Practitioners, Health Care Support Workers;



demographic information i.e. age of workforce impacting on service delivery,
local pressures, staff numbers, other workforce factors influencing the
sustainability or otherwise of services;



how workforce factors are being dealt with as part of action being taken to
address services which are under stress e.g. A&E, Oncology, Radiology.

NHS Boards will continue to be required to publish their wider workforce plan during
2016 and are reminded that the application of the Nursing and Midwifery Workload
and Workforce Planning Tools are mandatory and should be used and documented
in the development of Workforce Plans and workforce projections.
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6.

LDP Submission
Plans should be submitted to NHSLocalDeliveryPlans@gov.scot in accordance with
the following timeframe.
 Draft LDPs by 4 March 2016
 Final LDPs by 31 May 2016

7.

Contacts
 Queries relating to the Local Delivery Plan Process :
Robert Williams
0131 244 3568
Robert.williams@scotland.gsi.gov.uk
 Queries relating to financial plans:
Robert Peterson
0131 244 3569
Robert.peterson@scotland.gsi.gov.uk
 Queries relating to workforce:
Kerry Chalmers
0131 244 3434
kerry.chalmers@scotland.gsi.gov.uk
 Queries relating to Community Planning Partnerships:
David Milne
0131 244 5028
david.milne2@gov.scot
 Queries relating to Health & Social Care Partnerships:
Alison Taylor
0131 244 5453
alison.taylor@gov.scot
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Exercise Basepoint
NHS Dumfries and Galloway staff tested their responses to an emergency situation in
November during Exercise Basepoint. Around 80 NHS staff, supported by colleagues
from the Council, Police Scotland and Scottish Ambulance Service, took part in the
exercise when they were called in without warning at 8.00 in the morning.
The scenario for the exercise involved ‘celebrity’ chef, a major transport incident and
numerous casualties. The areas being tested included the switchboard, triage, the
emergency department, x-ray, laboratories, media handling, tactical and strategic
management.
The Casualty Union provided almost 40 mocked up casualties with extremely realistic
injuries who arrived at the emergency department of Dumfries and Galloway Royal
Infirmary over a four hour period to fully test the preparation and resilience of staff and
planning arrangements.
Mental Health Awareness Week
During Mental Health Awareness Week, health care support workers Sharon Leigh,
Lesley Rankin and Fiona Fraser hosted a drop in event in the Midpark Hub.
People were welcome to pop in for a chat over a cup of tea in this safe space where
they could discuss their hopes and fears or ask questions about mental health.
Inkspirations Book Launch
The launch of A Gallimaufry of Poems and Short Stories was launched at the North
West Resource Centre in Dumfries in November.
Gallimaufry is a collection of poems and prose produced by six members of
Inkspirations, a writing group started by NHS Dumfries and Galloway’s Building
Healthy Communities team.
25 years of delivering dialysis in Dumfries
November marked an important anniversary in the treatment of kidney failure in
Dumfries and Galloway. It marked exactly 25 years since Dumfries and Galloway
Royal Infirmary began providing dialysis locally, saving patients the 150 miles round
trip to Glasgow or Edinburgh three times a week for treatment.
Midpark Community Cafe
Following an extensive period of development and partnership working the Midpark
Community Cafe team held their official launch This cafe is intended to be a really
innovative community project that will have a wide range of health benefits for
patients, relatives, visitors and staff. From the patients’ perspective it will give them an
informal setting in a safe environment where they can meet their families and friends.
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Celebrating Volunteers
Building Healthy Communities held a Volunteer Celebration Day in December at the
North West Resource Centre in Dumfries.
The event aimed to give volunteers the opportunity to showcase the wide variety of
activities they enjoy and to share the positive effect taking part in them has had on their
lives.
NHSScotland Event 2016
This year’s NHSScotland Event is being held on 14 and 15 June at the Scottish
Exhibition and Conference Centre, Glasgow. The theme of the 2016 event is ‘Leading
Transformational Change for Health and Social Care’
One of the key features at the Event is the poster exhibition and with over 500
innovative teams and individuals submitting their projects in 2015, this is a networking
opportunity not to be missed.
The NHSScotland Poster Exhibition forms an integral part of best practice, learning
and sharing at the event. The call for posters has opened. Entries will be shortlisted
and over 200 successful abstract submitters will be invited to display a poster at this
year’s event.
The event team is looking for poster abstracts which showcase good examples of how
your work embeds the quality ambitions and is taking forward the priority areas
identified for action in the journey towards the 2020 Vision.
This is a great opportunity to raise awareness of your project, gain recognition, share
best practice and make new contacts within NHSScotland.
Loyalty Awards
Colin McGlynn
Lynn Currie
Mairi Dunn
Kirstine Burns
Sonia Anderson
Paul Rush
Lynda Mclean
Donald McCuaig
Evelyn
McMeeken
Alice Wilson
Elspeth Douglas

Capital Accountant
Staff Nurse
Finance Manager
Senior Charge Nurse
Clerical Officer
Staff Nurse
Catering Assistant
Staff Nurse
Nursing Auxiliary
Deputy Nurse
Director
Secretary

High West, Crichton Hall
Renal Unit, DGRI
High West, Crichton Hall
Ward 15, DGRI
Medical Records, DGRI
Accident & Emergency,
DGRI
Plated Meals, DGRI
DGRI

01/10/1990
01/06/1990
16/10/1990
30/10/1989
20/11/1990

Thornhill Hospital

26/11/1990

Crichton Hall
Pathology, DGRI

06/08/1990
04/12/1990
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Consultant Appointments
Name: Dr Niranjali Yatiwelle
Specialty: Anaesthetics
Name: Dr Shahana Esmail
Specialty: Cardiology
Name: Dr Husnat Ahmed
Specialty: Cardiology
Name: Dr Chris Wood
Specialty: Accident & Emergency
Name: Dr Kirsty Nale
Specialty: Pathology
Name: Dr Katherine Coulthard
Specialty: General Adult Psychiatry – Stewartry Sector
Name: Dr Catherine Rossiter
Specialty: Respiratory & General Medicine
Retirement
Vicky McClure from the Emergency Department at the Galloway, retired from her post
on Xmas Day. Vicky worked for the NHS for 35 years and was a valued member of
staff.
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Freedom of Information – 1 November – 31 December 2015
A total of 93 requests were received between 1 November (67) and 31 December 2015 (26). Fourteen responses breached the 20 working days
turnaround.
Ref
15-411

Opened Status
03/11/15 Business

15-412

03/11/15 Academic

15-415

03/11/15 Media

15-416

03/11/15 Other

Description
How many patients did you treat in your intensive care unit in 2014? How many staffed intensive
care beds do you have? How many patients did you treat on Continuous Renal Replacement
Therapy (CRRT)? These treatments are haemofiltration (HF), haemodialysis (HD) or
haemodiafiltration (HDF) .They are usually called CVVH, CVVHD, CWHDF (respectively Continuous
Veno- Venous Haemofiltration; Continuous Veno-Venous Haemodialysis; Continuous Veno-Venous
Haemodiafiltration)a. Are these patients treated with CRRT in other parts of the hospital? E.g. other
critical care/high dependency beds? b. If so, where and how many patients in 2014? How many
Continuous Renal Replacement Therapy machines do you have inyour Intensive Care
Unit/Hospital? Please complete the table below for the following questions a. How many machines
do you have in your unit and from which manufacturers? b. What is the total spend for CRRT in
2014? c. What are the disposables (Fluids and Sets) spend and volumes used, for each machine
type, over 2014? Number of machines in the unit Total spend £ (machines and consumables)
Aquarius machines from Nikisso Multifiltrate machines from Fresenius Prismaflex machines from
Gambro (Gambro is now part of Baxter) When does your contract for CRRT consumables expire?
I would to request like the number of patients who have been admitted to hospital with Meningitis
between July 2014 and August 2015, with a breakdown of diagnoses and mortality rate if available.
1.) Over the last four years, how many persons over 65 have been admitted to hospital and/or A&E
for reasons related to alcohol consumption/misuse? Please provide the total figure for the years
2012, 2013, 2014, and 2015 (so far). In addition to the total, please break these figures down by
age. 2.) Over the last four years, how many persons aged over 65 have been admitted to hospital
and/or A&E for reasons relating to drug misuse? Please provide the total figure for the years 2012,
2013, 2014, and 2015 (so far). In addition to the total, please break these figures down by the age.
If it is not possible to give breakdowns of age for each individual (which would be my preference),
please provide age bands separately for both questions (1. and 2.) For example: aged 65-70, 70-75,
75-80, 80-85, 85-90 etc.
1. Please confirm the number and grade of employees’ subject to formal disciplinary/conduct
investigations between: a) 1 April 2010 – 31 March 2011 b) 1 April 2011 – 31 March 2012 c) 1
April 2012 – 31 March 2013 d) 1 April 2013 – 31 March 2014 e) 1 April 2014 – 31 March 2015 f) 1
April 2015 – Present Please break down this figure by Directorate and indicate the grade of the
individual subject to formal disciplinary/conduct procedures. 2. For each of the years indicated
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17/11/15
25/11/15

27/11/15
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Ref

Opened

Status

15-417

03/11/15 Political

15-418

03/11/15 Media

15-419

03/11/15 Media

15-420

03/11/15 Media

15-421

03/11/15 Media

15-422

04/11/15 Other

Description
above please state by year: 1. The number of formal conduct/disciplinary investigations that
resulted in formal disciplinary action. 2. The number and grade of employees who resigned before
the conclusion of a formal disciplinary/conduct investigation. 3. The number of formal
conduct/disciplinary investigations in which the individual under investigation had a protected
characteristic. Please break this figure down by the individual protected characteristic. 3. For each
of the years indicated above please state by year: 1. Please confirm the number and grade of
employees’ subject to formal disciplinary/conduct investigations in the NMAHP Directorate. 2.
Please confirm the number of employees’ subject to formal disciplinary/conduct investigations
managed by the Executive Nurse Director.
1. The number of delivered items received requiring a surcharge to paid, i.e. an extra fee added to
the standard Royal Mail cost, in the last 12 months. 2. The cost of the individual surcharge paid, i.e.
an extra fee added to the standard Royal Mail cost, on each delivered item received in the last 12
months. 3. The total sum of surcharges paid, i.e. an extra fee added to the standard Royal Mail
cost, for all delivered items received in the last 12 months.
Details on what your health board has done in the past 2 years to combat obesity in (i) children, (ii)
adults and (iii) pregnant women. Please provide the costs of these initiatives and as much detail as
possible describing each programme.
Details on what your health board has done in the past 2 years to combat smoking in (i) children, (ii)
adults and (iii) pregnant women. Please provide the costs of these initiatives and as much detail as
possible describing each programme. Where children are involved, could you please provide the
ages of the children involved in the programme, if possible.
Details on what your health board has done in the past 2 years to combat alcohol abuse in (i)
children, (ii) adults and (iii) pregnant women. Please provide the costs of these initiatives and as
much detail as possible describing each programme. Where children are involved, could you please
provide the ages of the children involved in the programme, if possible.
Details on what your health board has done in the past 2 years to combat drug abuse in (i) children,
(ii) adults and (iii) pregnant women. Please provide the costs of these initiatives and as much detail
as possible describing each programme. Where children are involved, could you please provide the
ages of the children involved in the programme, if possible.
What is the delivery model for clinical and non-clinical support services and what is the trust’s
approximate annual expenditure on these services? Please provide this information broken out by
services (see table below). This should be given for the most recent reporting period and if some
data is not available, please still provide data for those areas that are available. Service Delivered inhouse? Partially outsourced? Fully outsourced? Annual expenditure (£) Pathology Y/N Y*/N Y/N
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Pharmacy Cleaning Security Catering Hard FM Laundry *if Y for partially outsourced, please explain
which parts of the service are outsourced
1) Can you tell me how many doctors Police Scotland can call on from your health board area for the
medical examination of alleged victims of sexual crime, children and adults? 2) How many of these
doctors are women, and are there women available in your area should a victim of rape, or the
parent of a child reporting current/recent sexual abuse, request a female medic? 3) What measures,
if any, have been taken in recent years to encourage women doctors to take on this work? 4)
Assuming there is a list of medics willing, qualified and available to carry out this work, what are the
specialisms of the doctors who examine victims of sexual crime, and in particular how many of them
are pathologists? 5) Assuming that a second person is required to photograph injuries, does the
examining doctor work alongside police photographers employed by Police Scotland or the SPA, or
do the medics, who I understand carry out this work in pairs, photograph injuries and relevant marks
themselves? If separate (not NHS employees) photographers are involved, how many do you have
access to in your area and how many of them are women?
What is the number of whole time equivalent (WTE) staff, working for the trust in administration and
non-clinical support services and what is the people-related expenditure on these services? People
related expenditure is defined as the sum of salaries, bonuses, benefits, NI contributions, pension
contributions and any other direct staffing costs. Please provide this broken out by services (see
table below). This should be given for the most recent reporting period and if some data is not
available, please still provide data for those areas that are available. Service WTEs People related
expenditure (£) Finance HR Commercial/strategy IM&T (Information Management & Technology)
Legal Public affairs/communications Property/estates/facilities (excluding soft FM services) Sterile
services
We are seeking information on the availability of Learning Disability Liaison Nurses (these are
sometimes known locally as nurse advisors). The Promoting Health, Supporting Inclusion review,
pointed out the important part all nurses and midwives play in supporting people with learning
disabilities to maintain good health. Learning Disability Liaison Nurses are a central part of this
process. 1. Which hospitals in your area provides acute health services; 2. How many learning
disability liaison nurses are available at each hospital; 3. How many are on (i) full time and (ii) part
time hours; 4. How many are on (i) permanent and (ii) fixed-term contracts; 5. What additional
supports, aids or communication techniques does the hospital use to support the care and treatment
of patients with learning disabilities? In addition we would like to know the following general
information 1.
The standard job description for Learning Disability Liaison Nurses used by your Health Board? 2.
Can they and do they contribute to general nurse and medical staff training?
NOT PROTECTIVELY MARKED
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Closed
- Name and Address of Audiology Department - Have you started to develop a local implementation 03/12/15
plan for ‘See Hear: A strategic framework for meeting the needs of people with a sensory
impairment in Scotland’? Yes / No - Has the budget for your audiology service been reduced in the
last 2 years? (This includes if your budget has not risen with inflation) Yes/ No - If yes, what has
been the impact of these budget reductions? Reduced follow up appointments / Reduced aftercare
service / Reduced length of appointments / Reduced information provision / Increased time to
reassessment / Change to policy on bilateral hearing aids / Increased waiting times / Reduced
availability of domiciliary visits / Reduced number or qualification level of specialist staff for complex
cases / Reduced overall number of staff / Reduced average qualification level of professional staff/
Reduced tinnitus services / Other (please specify) - Have you noticed any of the following changes
over the last 2 years for a reason other than budget reductions? Reduced follow up appointments /
Reduced aftercare service / Reduced length of appointments / Reduced information provision /
Increased time to reassessment / Change to policy on bilateral hearing aids / Increased waiting
times / Reduced availability of domiciliary visits / Reduced number or qualification level of specialist
staff for complex cases / Reduced overall number of staff / Reduced average qualification level of
professional staff/ Reduced tinnitus services / Other (please specify) - If you have noticed any of the
above, what was the reason for these changes? Increased demand / Other (please specify) - Are
you aware of any budget reductions planned for the next 12 months? Yes/ No / Not sure Audiology
Waiting Times - The national target in Scotland is 18 weeks for Referral to Treatment. Using your
latest recorded figures please state the percentage (%) of patients that were seen within the national
target waiting time and the time period to which this figure refers. Bilateral hearing aid provision What is your policy on bilateral hearing aid provision? Where clinically appropriate we always offer
two hearing aids / We offer one hearing aid in the first instance unless someone specifically requests
two hearing aids / We only offer one hearing aid per patient. Comments (optional) Individual
Management Plans - Do you develop an Individual Management Plan with patients? Yes - with all
patients / Yes- with some patients / No - we develop Individual Management Plans but do not
involve the patient in the process / No - we do not develop Individual Management Plans. Comments
(optional) - If yes, do you measure the outcomes of the Individual Management Plan? Yes – always
/ Yes – sometimes / Never. - If yes, please describe how you measure outcomes Follow-up
appointments - What follow-up arrangements do you generally offer for patients fitted with hearing
aids? Face-to-face follow-up appointments / Telephone follow-up appointments / Follow-up by post
- For each of the above, please state if they are offered to all patients, a particular group of patients,
patients who request it, or not offered. Aftercare - In which settings do you offer a hearing aid repairs
and replacement service? At a hospital - drop-in clinics / At a hospital - by appointment only/ At
local health centres / GP surgeries - drop-in clinics/ At local health centres/ GP surgeries - by
NOT PROTECTIVELY MARKED
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appointment only/ At a non- healthcare setting in the community (e.g. libraries)- drop-in clinics / At a
non-healthcare setting in the community (e.g. libraries)- by appointment only / In care homes - dropin clinics / In care homes - by appointment only / At a person's home / By post / Via third sector
volunteers / We do not offer a hearing aid repairs and replacement service Re-assessment - Do you
offer a re-assessment of patients’ hearing needs: Automatically after a certain number of years / On
patient request - If you offer an automatic re-assessment, after how many years does this take place
for non- complex patients? Hearing therapy - Do you offer hearing therapy: For everyone with
hearing loss/ For patients with severe/profound hearing loss / For patients with complex needs / For
patients with tinnitus / Not offered Signposting and referrals - Do you provide patients with
information about and / or formal referral to: Hearing aid repairs and replacements service /
Communication training / Lipreading classes / Hearing therapy / Counselling / Local authority /
council sensory services / Equipment and products that can help people with hearing loss / Benefits
that people with hearing loss may be able to apply for / Voluntary organisations that help people with
hearing loss / Peer support groups Tinnitus Services - Are tinnitus patients seen by: A specially
trained audiologist / An audiologist / A hearing therapist / We do not provide a service for tinnitus
patients in house but refer patients to another tinnitus service / We do not provide a service or
referrals for tinnitus patients - Which of the following services are patients with tinnitus offered,
where clinically appropriate? Tinnitus retraining therapy / Specialist tinnitus support / Cognitive
behavioural therapy (CBT) / Information about products and other services / We don’t routinely offer
tinnitus services Additional information (optional) - Are there any examples you would like to share of
innovation or changes you have made to increase quality or use resources more efficiently? - Are
there any examples you would like to share of plans your service has to respond to expected
increases in demand? - Please tell us any other information you would like to share regarding
audiology service provision in your area - Please provide the best point of contact if we should want
to find out more about audiology services
I write to make an Freedom of Information request. I request a copy of your discipline
policy/procedure and if your company/department disciplines any member of staff who has been
found not guilty in a court of law? If so why? If not why not?
The number of staff who have retired from the health board in the last three years, and then have
been rehired? This could be to the same or different position. Please provide details on the
positions originally held, and the position they then took up once rehired, and how long they initially
worked with the health board for before retiring. Details of this should (if possible) include the salary
before retiring and then after, and information on retirement packages/pension.
-A list of GP practices which cannot register new patients as they have reached capacity. Could you
also please state which (if any) of the practices are looking to hire new GPs, nurses or any other
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staff members. Can you also please include the number of patients registered at the practices.
1) Do NHS hospital inpatients in the Health Board’s area have free access to television? 2) If NHS
hospital inpatients pay for access to television, what is the cost per hour for each of the NHS
hospitals in the health board’s area? 3) How much money has been spent, for each year since
January 2013, on the equipment necessary (excluding the televisions themselves) to facilitate
charging, for each hospital in your area? 4) If NHS hospital inpatients pay for access to television,
how much money did each NHS hospital in the health board’s area receive for each month since
January 2013? 5) Who receives the money patients transfer for access to television? 6) How is the
money raised from patient television viewing charges spent?
I am looking to find out the number and grade of doctors manning your hospital at night rotas for
each of your acute hospitals and how many patients they are responsible for. Please can you tell me
the number and grade of doctors on the hospital at night rota at the time the night rota takes over in
the evening for week nights and weekend nights (if different). Please specify the time the hospital at
night team takes over. Please can you tell me the number and grade of doctors on the hospital at
night rota at 2am for week nights and weekend nights (if different). Please can you tell me how many
beds the hospital at night team provide medical cover for. If you wish to mention the number of
advanced nurse practitioners in your hospital at night team, then this information would also be
helpful. If your hospital at night team provide medical cover for more than one hospital acute or
otherwise please make this clear when giving the bed numbers.
1. Please confirm the number of formal and informal bullying and harassment complaints made by
employees of NHS Dumfries and Galloway between:· 1 April 2010 – 31 March 2011· 1 April
2011 – 31 March 2012· 1 April 2012 – 31 March 2013· 1 April 2013 – 31 March 2014· 1 April
2014 – 31 March 2015 2. For each of the five years indicated above please state by year: · How
many formal investigations have been undertaken in NHS Dumfries and Galloway over allegations
of bullying and harassment? · The number of formal investigations in which the individual accused
was on a higher employment grade than the target. · The number of formal investigations in which
the individual accused was on a lower employment grade than the target. · The number of formal
investigations that resulted in a bullying and harassment complaint being upheld/partially upheld. 3.
For each of the five years indicated above please state by year:· The number of formal bullying
and harassment complaints made by individuals employed in the NMAHP Directorate. · The
number of informal bullying and harassment complaints made by individuals employed in the
NMAHP Directorate.· The number of formal bullying and harassment investigations undertaken in
the NMAHP Directorate. · The number of formal bullying and harassment investigations managed
by the Executive Nurse Director. If possible, please break down this figure by Directorate and by
grade of the individual accused. 4. For each of the five years indicated above please state by year:
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· The number of formal investigations that involved allegations of bullying and harassment from
more than one complainant? · In cases involving more than one complainant was the individual
accused on a higher employment grade than the individuals targeted? · In cases involving more
than one complainant was the individual accused on a lower employment grade than the individuals
targeted? 5. For each of the five years indicated above please state by year: · How many formal
and informal complaints of homophobic bullying and harassment were recorded in NHS Dumfries
and Galloway? If possible, please break down by Directorate and by sex.
Question 1) Does your health board also have a unit(s) within each acute hospital, where there is an
existing Accident and Emergency department , where referred patients are assessed , rather than
directly admitted to a specialty ward. Excluding a GP out of hours unit. Question 2) If you answered
yes to question 1, what is that unit(s) called? E.g. Immediate Assessment Unit, Clinical Assessment
Unit, Acute Assessment Unit, Clinical Decision Unit, or any other name for the unit. Question 3)
What waiting times targets, if any do you apply to such unit(s)? Question 4) What date was the
unit(s) established? Question 5) Have you had any patient who has died in that unit since it was
established?
how many GPs has your health board recruited in each year since 2010/11 from: (a) the UK (b) the
EU (c) the rest of the world.
How many times New Psychoactive Substances (NPS), sometimes referred to as "legal highs", were
mentioned in admissions to Accident and Emergency (A&E), if the information is held. Please
provide a number for each of the past five years. If possible, please provide details of each incident,
detailing the substance mentioned.
1.Within your health trust how many unique patients with Non-small-cell lung carcinoma [Stage
IIIB/Stage IV] have been treated in the past 6 months? Of those patients please split by their current
drug treatment;Afatinib (Giotrif)Ceritinib (Zykadia)Crizotinib (Xalkori) Erlotinib (Tarceva) Gefitinib
(Iressa) Nitendaninb + docetaxelPemetrexed (Alimta)Gemcitabine mono or in combination with
carboplatin / cisplatinPaclitaxel mono or in combination with carboplatin / cisplatinDoxetaxel mono or
in combination with carboplatin / cisplatinVinorelbine [or other Vinka alkaloid] mono or in
combination with carboplatin / cisplatinOther 2.Does your trust carry out EGFR [Epidermal Growth
Factor Receptor] tests in house or in a named reference centre ?
In each year since 2011-12 (including the year to date), how many women in labour have been
transferred (a) between maternity hospitals within your health board or (b) to a maternity hospital in
another health board, to receive treatment due to (i) capacity or staffing problems, (ii) any other
reason, excluding the need to receive specialist medical treatment not available at their initial
location. Please provide a breakdown by the hospitals individuals were transferred between and how
many were singleton or multiple pregnancies. In each year since 2011-12 (including the year to
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date), have any women in labour been transferred to a unit elsewhere in the United Kingdom? If
yes, in each case please provide details of (a) where they were transferred between, (b) the reason
for this, (c) whether it was a singleton or multiple pregnancy, (d) how many staff accompanied the
individual, and (e) any costs incurred as a result of the transfer. How many women have given birth
in wards other than maternity units in each year since 2011/12.
I would like the following information: 1. What is the total number of psychiatric facilities in the
15/12/15
Health Board area. How many of the psychiatric facilities in the health board area have locked
wards and/or locked rooms? (By ‘locked ward’ or ‘locked room’ I mean any ward or room where
patients are unable to leave without constant supervision, if at all) Details of what premises/facilities
have these locked wards/rooms and how long have they been used as locked facilities. When was
the last independent report/examination/inspection of each of these locked wards/rooms? Please
supply full details of the any written findings of this report/examination/inspection How many
incidents of patients being held in locked wards and/or locked rooms were recorded in each of the
past three years. How many patients were held in locked wards and/or rooms in each of the past
three years, please include details of how long each individual was held in a locked ward/room.
How many individuals have been housed in a locked ward/room for more than six months over the
past five years For any individual who has been housed in a locked ward/room for more than six
months over the past five years please provide details of: - - age - - sex - - condition(s) for
which they are being treated - - when they were first admitted to psychiatric care - - length of time
they have spent in a locked ward/room over the past five years - - details of why the patient was
initially placed in a locked ward/room - - whether the patient has absconded at any time over the
previous five years - - whether the patient is currently held in a locked ward/room. 2. How many
incidents of physical restraint were recorded at facilities within the health board area in each of the
last three years? How many patients experienced physical restraint were recorded at facilities
within the health board area in each of the last three years? How many incidents of face down
restraint were recorded at facilities within the health board area in each of the last three years?
How many incidents of physical restraint used to administer medication were recorded at facilities
within the health board area in each of the last three years? How many incidents where police
were involved in physical restraint were recorded at facilities in each of the last three years? How
many of these were involving patients held in locked wards and/or locked rooms? How man
incidents of physical restraint resulting in physical in injury were recorded at facilities in each of the
last three years? How many of these were involving patients held in locked wards and/or locked
rooms? How many incidents of physical restraint resulting in psychological harm were recorded at
facilities in each of the last three years? How many of these were involving patients held in locked
wards and/or locked rooms? How many incidents of physical restraint resulting in death at facilities
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were recoded in each of the last three years? How many of these were involving patients held in
locked wards and/or locked rooms? How many complaints relating to physical restraint were
recorded at facilities in each of the last three years? How many of these were involving patients
held in locked wards and/or locked rooms? I would prefer to receive this information in electronic
form.
Question 1) How many patients were boarded out in total in your health board in each quarter in
(a)2013/14, (b)2014/15 and (c)2015/16; Question 2) How many of those patients boarded out 1 were
(a) type 1, i.e. admitted directly to a ward other than the appropriate specialty and (b) how many of
those patients were type 2, i.e. Boarded out after admission. Question 3) How many patients
mentioned in Q.1 were moved between hospital wards more than once in each quarter in
(a)2013/14, (b)2014/15 and (c)2015/16
Question 1) How many patients were moved between hospital wards between the hours of 11pm
and 6am in each quarter in (a)2013/14, (b)2014/15 and (c)2015/16
Question 1) How many patients in your health board were discharged from hospital between the
hours of 11pm and 6am in each quarter in (a)2013/14, (b)2014/15 and (c)2015/16
Question 1) Does your health board have a general practice ‘risk register’ listing practices that are
having problems with the recruitment partners, sessional doctors or locums for maternity or long
term sickness, or any other reason? Question 2) How many practices are in your board area and
how many were on the ‘risk register’ at any point during (a)2011/12, (b) 2012/13, (c) 2013/14, (d)
2014/15 and (e) 2015/16?
However to my Question 2: Please confirm whether the trust has incurred no expenses for Total
spend on IT Services and IT staff for the year 2013-14, 2014-15 and 2015-16. I meant by whether
the trust has incurred “0” expenses for Total Capital spend on IT Services and IT staff for the year
2013-14, 2014-15 and 2015-16. Also can you kindly provide the estimated Revenue Surplus.
DESCRIPTION OF INFORMATION REQUIRED: We are launching a public awareness campaign
alerting people to the dangers of carbon monoxide poisoning. To highlight the dangers we need the
statistical answers to the following six sets of questions: • How many cases of carbon monoxide
poisoning have been treated in the past year (July 2014 - July 2015)? • How many cases of carbon
monoxide poisoning in children aged 0-18 have been treated in the past year (July 2014 - July
2015)? • How many cases of carbon monoxide poisoning in adults aged 18-25 have been treated in
the past year (July 2014 - July 2015)? • How many cases of carbon monoxide poisoning in adults
aged 60+ have been treated in the past year (July 2014 - July 2015)? • How many cases have
attended A&E in the past year with suspected carbon monoxide poisoning? • How many children
aged 0-18 have attended A&E in the past year with suspected carbon monoxide poisoning? • How

NOT PROTECTIVELY MARKED
Page 14 of 32

Closed

10/12/15

10/12/15
10/12/15
10/12/15

09/12/15

09/12/15

268

Ref

Opened

Status

15-445

17/11/15

15-446

18/11/15 Political

15-447

18/11/15 Political

15-448

18/11/15 Political

15-449

18/11/15 Political

Description
many adults aged 18-25 have attended A&E in the past year with suspected carbon monoxide
poisoning? • How many adults aged 60+ have attended A&E in the past year with suspected carbon
monoxide poisoning? • How many cases have been treated in A&E in the past year (July 2014 July 2015) for carbon monoxide poisoning? • How many children aged 0 - 18 have been treated in
A&E in the past year (July 2014 - July 2015) for carbon monoxide poisoning? • How many adults
aged 18 - 25 have been treated in A&E in the past year (July 2014 - July 2015) for carbon monoxide
poisoning? • How many adults aged 60+ have been treated in A&E in the past year (July 2014 July 2015) for carbon monoxide poisoning? • How many cases have been admitted from A&E in
the past year (July 2014 - July 2015) for carbon monoxide poisoning treatment? • How many
children aged 0 - 18 have been admitted from A&E in the past year (July 2014 - July 2015) for
carbon monoxide poisoning treatment? • How many adults aged 18 - 25 have been admitted from
A&E in the past year (July 2014 - July 2015) for carbon monoxide poisoning treatment? • How many
adults aged 60+ have been admitted from A&E in the past year (July 2014 - July 2015) for carbon
monoxide poisoning treatment? • How many people have died in the past year (July 2014 - July
2015) due to carbon monoxide poisoning? • How many children aged 0 - 18 have died in the past
year (July 2014 - July 2015) due to carbon monoxide poisoning? • How many adults aged 18 - 25
have died in the past year (July 2014 - July 2015) due to carbon monoxide poisoning? • How many
adults aged 60+ have died in the past year (July 2014 - July 2015) due to carbon monoxide
poisoning? •How many people have been hospitalised in the past year (July 2014 - July 2015) due
to carbon monoxide poisoning? •How many children aged 0 - 18 have been hospitalised in the past
year (July 2014 - July 2015) due to carbon monoxide poisoning? •How many adults aged 18 - 25
have been hospitalised in the past year (July 2014 - July 2015) due to carbon monoxide poisoning?
•How many adults aged 60+ have been hospitalised in the past year (July 2014 - July 2015) due to
carbon monoxide poisoning?
In this FOI request the information we require relates to staff you have hired as an apprentices
rather than existing staff that have gone through an apprenticeship programme
Question 1) How many reported cases of violence against NHS staff have been recorded in your
NHS board in (a) 2014/15, and (b)2015/16? And how many of those have led to prosecution?
Question 1) On how many occasion has your health board been unable to accept new patients into
(a) acute wards, other than mental health, (b) mental health unit beds because of (i) due to staff
shortages (ii) due to bed shortages by month from April 2014 to October 2015? .
Question 1) What was the greatest number of consecutive days worked, without 24 hours off, by (i)
nurses ,(ii) junior doctors and (iii)all other medical staff between 1st September 2015 and the 31st
October 2015
Question 1) How many working days were lost to stress by staff in (a)2012/2013, (b)2013/2014,
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(c)2014/2015
I request the number of cases where the health board or relevant department has passed any
unpaid debt for the storage of frozen embryos following fertility treatment to external debt collectors,
broken down by each year since 2009.
I would like to request the following information under the Freedom of Information (Scotland) Act
2002: How many mental health nurses are currently employed by your health board How many
mental health nurses will be on duty on the following dates: 24th, 25th, and 31st December 2015
How many mental health nurses were duty on the following dates: 19th and 20th of November 2015
A list of the locations at where the mental health nurses are on duty
Please confirm the number of overpayments made to employees that left your trust in 2012/2013,
2013/2014 and 2014/2015. These are salary payments incorrectly made to employees for periods
after they have left. Please confirm the gross values of the overpayments made to employees that
left your trust in in 2012/2013, 2013/2014 and 2014/2015. Please confirm the value of overpayments
recovered from staff in 2012/2013, 2013/2014 and 2014/2015.
Monthly expenditure reports from April 2015 to November 2015, indicating whether there is an
overspend against budget for each month. The structural deficit in 2014/15; the anticipated structural
deficit for 2015/16 and 2016/17.
How many patients in Scotland, since 2007/08 have sought treatment (a) for any condition and (b)
for any type of cancer outwith (a) Scotland and (b) the UK; From the numbers indicated above, how
many of those in each category (a) and (b) have applied for costs reimbursement from the NHS, and
at what cost.
How many transfers have there been from A&E departments due to non-clinical reasons in each
quarter since the start of 2011? If it’s possible to disaggregate the above figure, please provide
details for the reasons of transfer/diversion for: Bed shortages Staff shortages Other capacity
reasons Please also provide a total number for the non-clinical transfers/diversions per quarter.
How many day centres for older people operate within your local authority area How many of those
day centres will be open on: 24 December 2015 25 December 2015 How many of those day centres
will be open on: 19 November 2015 20 November 2015
Question 1) How much has your health board spent on advertising clinical job vacancies in
(i)2013/2014, (ii)2014/2015, and (c) 2015/16? Question 2) How many clinical jobs have you (a)
advertised in your health board and (b) how many of those remained unfilled after a first round
recruitment process (i)2013/2014, (ii)2014/2015, and (c) 2015/16?
Question 1) How many clinical posts were not advertised in your health board until the incumbent
member of staff had left in (i)2013/2014, (ii)2014/2015, and (c) 2015/16?
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Question 1) How many (a) management, and (b) administrative staff are/were there in each salary
band in (i) 2013/14, (ii) 2014/15, and (iii) 2015/16
Question 1) How much was spent by your health board on salaries for the top three tiers of
managers in each of the financial years (a)2012/2013, (b)2013/14 (b) 2014/15 Question 2) How
much was paid in performance related pay, or in any form of bonus, on top of basic salary in each of
the financial years (a)2012/2013, (b)2013/14 (b) 2014/15
Question 1) (a) How many conferences, which took place outside of Scotland, were attended by
staff within your health board,(b) what was the conference, (c) how many staff members attended,
and (d) what was the total cost for each conference including fees and expenses. (e)Note if
reimbursement was received from an outside organisation, please state the organisation in
2014/15?
Question1) How many staff, in each band, have had any role in Human relations in (a)2012/2013,
(b)2013/14 (b) 2014/15
How many times Paracetamol has been prescribed or recommend to be taken by prisoners by the
health centre? Also the same for ibuprofen over the past five years for the population of the prison?
Would you also provide the number of paracetamol sent up the halls for the same period? Can you
also provide the number of different illnesses they have been prescribed for over the same period?
I would also ask how many times prisoners have been refused medication prescribed by surgeons
or specialists over the same period? Is the prison nurses and Doctors more qualified than say
specialists in their field or surgeon at say Dumfries Hospital or anywhere else for that matter? Is a
prisoners crime allowed to be taken into account when being offered treatment for say back
injuries/migraines/shoulder/leg or hip or any other condition? Can you also tell me what
agreements the NHS & the SPS have when it comes down to the passing of information & whether
you condone Medical information being passed freely to SPS staff without the prisoners/patients
consent or knowledge and under what law information can be passed between the two organisations
both with or without consent. Who is responsible for the handling and safe keeping of medical files
within the prison and what is the regulation on this practice? Also can you tell me why the
computers in the health centre is linked to the SPS system and SPS staff can access while in the
Health centre? Is SPS staff allowed to be in the treatment room while the medical team is away
from the area? Also can the Keys be passed from Nurses over to officers for cleaning purposes or
can prisoners be left in a room with a member of staff without a nurse being in the area?
Please can I have a organisation structure of all mental health, learning disability and physical
health services within your Trust, including team name, phone number and team managers name?
I would like to know how many hospital meals have been thrown away in your hospitals each year
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Closed
for the last five years. Please include all that are not subject to private contracts. What is the total
expenditure on food and what proportion is thrown away? I would like the figures separated by year.
1. As at 1 November 2015 or the latest known date, how many residents in your health board area
16/12/15
have one of the following neurological conditions, as specified? If possible, please break this
information down by age.If due to the Data Protection Act completing the table would prejudice the
data protection rights of any individual, please ignore the breakdown by age and include only the
total for each neurological condition Parkinson’s disease Multiple sclerosis (MS) Motor neurone
disease (MND) Huntington’s disease Acquired Traumatic Brain Injury Total Date to which this data
applies 0 – 17 years 18 - 24 years 25 - 34 years 35 - 44 years 45 - 54 years 55 - 64 years
65 – 74 years 75 – 84 years 85 years + Total Service provision for people with neurological
conditions2. Do you directly provide neurological health care services in your health board area or
are your health board residents with neurological conditions provided with neurological health care
services by a different territorial health board? Your health board directly provides your health board
residents with neurological health services Your health board residents are provided with
neurological health services by a different territorial health board 2b. What specialist health and
social care services are provided/commissioned by the health board for residents with the
neurological conditions specified in this FOIA request in the health board area? How many people
were accessing these on 1 November 2015? If it is not possible to state figures for this date, please
use the latest date known and state what this is. Please note this question is being sent to local
authorities and health boards, to ensure the capture of all services provided/commissioned by the
NHS and local authorities. Service Available (yes or no) Not known if available Number of people
accessing (if known) Date to which this data appliesSpecialist residential neurological centre in
health board area Specialist residential neurological centre outside health board area Specialist
residential respite care Specialist day respite care Specialist maintenance or short term
rehabilitation for people with neurological conditions Specialist slow stream rehabilitation for people
with neurological conditions Specialist self management for people with neurological conditions
Specialist home care for people with neurological conditions Assistive technology – daily living
Assistive technology – communication Specialist physiotherapy Specialist occupational therapy
Neuropsychological support Neuropsychiatric support Neurologist Specialist nurse (neuroscience
or neurology specialist nurse or specialist nurse for specific neurological condition) Other (please
define) Total Clinical standards and related issues3. Please indicate your performance against the
Clinical Standards for Neurological Health Services 2009, and state when performance against each
standard was last measuredStandard Met Partially met Not met Date measured1 General
neurological health services provision 2 Access to neurological health services 3 Patient
encounters in neurological health services 4 Management processes in neurological health services
NOT PROTECTIVELY MARKED
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15-467

25/11/15 Media

15-468

25/11/15 Media
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Closed
11 Access to specialist motor neurone disease services 12 Diagnosis of motor neurone disease 13
Ongoing management of motor neurone disease 14 Access to specialist multiple sclerosis services
15 Diagnosis of multiple sclerosis 16 Ongoing management of multiple sclerosis 17 Access to
Parkinson’s disease services 18 Diagnosis of Parkinson’s disease 19 Ongoing management of
Parkinson’s disease 4a. Does your health board have a 3-year neurological service plan as required
by Standard 1.2 of the Clinical Standards for Neurological Health Services 2009? Please indicate
the web address or alternative route for accessing the plan, the timespan the plan applies to and
indicate the timescale for review. Please also indicate who has overall responsibility for leading
implementation of this plan and for its review, with job titles.3-year (minimum) neurological service
plan – yes/no If yes, web address or other way for accessing plan If yes, timespan of plan Timescale
for review Implementation lead Review lead 4b. In order to provide a comparison, please indicate
whether your health board has a service delivery plan or similar for heart disease? Please indicate
the web address or alternative route for accessing the plan, the timespan the plan applies to and
indicate the timescale for review. Heart disease service plan – yes/no If yes, timespan of plan
Timescale for review 5a. If someone who resides in your health board area has a neurological
condition as specified in this FOIA request, is their care across health and social care services coordinated by one professional or service? Service/professional Yes No Neuroscience or
neurological specialist nurse Neurological condition-specific specialist nurse Neurologist District
Nurse GP A neuro navigator or navigation service Social worker/care manager Other - please
specify Such an approach does not exist 5b. For the purposes of comparison with another condition
please can you indicate whether if someone who resides in your health board area has heart
disease, is their care across health and social care services co-ordinated by one professional or
service? Service/professional Yes NoHeart disease/failure specialist nurse Consultant District
Nurse GP A heart disease navigator/navigation service Social worker/care manager Other - please
specify Such an approach does not exist ? Any Additional Comments
1.) How many drugs/medicines have been reported missing by your board over the last four years,
15/12/15
and what was the annual cost of these missing drugs? Please break down by year. 2.) Please list
for each year, what drugs went missing and what they cost individually. 3.) Please state, for each
year, whether action was taken after a certain drug went missing. For example, if an internal
investigation was launched, or the police were called. 4.) Please supply copies of any reports or
incident logs referencing the missing drugs for each year – and any alerts to staff members. To
clarify: for each question above (1-4) please break the information down by the financial years:
2011-12, 2012-13, 2013-14, and 2014-15.
All information on the financial implications of employees being suspended, pending investigation,
30/12/15
over the last three years (since Nov 2012). This should include all disciplines within the health board,
NOT PROTECTIVELY MARKED
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from hospital consultants, through to nurses, admin staff and cleaners. Please specify the
individual’s position (not name) how long the suspension lasted and how much they were paid
during that suspension, including salary and “paid as if at work” payments.
Data/ statistics for patient waiting list numbers and waiting times for first and second appointments,
etc. at your Chronic Pain services for 2015, (usually presented quarterly) *Your Board Reports on
Chronic Pain services, 2015 and any Progress Review information on Chronic Pain services.
Over the last five years: 1.) How many children (aged 15 and under) have attended services at your
board to get tested for sexually transmitted diseases? Please provide the total number for each
year – and in addition, break down by age (age band is adequate if the numbers are small). 2.)
Please provide the total number of STD tests that came back positive in children under 16 over the
last five years – and again, please break down by year, age, - as well as the type of STDs that were
diagnosed. 3.) If this has not been made clear in the above response – what is the specific age of
the youngest child to be diagnosed with an STD over the last five years – and what was the STD?
5.) Within these figures, please also include the numbers of children who were found to have an
STD when using hospital services for other services. 4.) Please separately provide the total
number of children under 16 who were diagnosed with HIV over the last five years – with a
breakdown of ages for each year. This includes children who were found to have HIV when
attending hospital for another matter.
1. The total amount of complaints registered with regards to the new Craignair Health Centre in
Dalbeattie and its staff from when it opened in 2014 until today, 26/11/15? 2. A list of all the
complaints made and the outcomes with regards to the new Craignair Health Centre in Dalbeattie.
The number of complaints made by staff in the last three years. Please break this down by year,
location (hospital/medical centre/offices) and also include job title of staff member making the
complaint. Please include a list and provide details of all complaints made. -Was there any action
taken following the complaint? If so, please provide details.
The number of people who have had to have a limb amputated due to type two diabetes in the last
five years. Please break this down by year, age and gender - if possible. Could you also please state
which limb - For example arm or leg. This should also include toe, finger, foot etc.
For each of the past five financial years, 10-11 to 14/15, I would like data relating to the number of
babies born suffering symptoms of (or diagnosed with) alcohol or drug addiction. Please categorise
alcohol and drugs separately, and if possible, could you break the drugs data down further into the
type of drugs involved (ie cocaine/heroin/cannabis etc).
1) A list of Wound Care products which are included in the formulary used by primary care
prescribers in the CCG. 2) For the wound care products listed under 1, please can you: a) Provide
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15-481

01/12/15 Media

15-482

01/12/15 Political

Description
the date of formulary decision (month and year) b) Provide a date for formulary review if any has
been set
Please can I request how much the NHS Dumfries and Galloway has spent on nursing staff in the
past 2 years? If possible please can you break this down by: a.) which departments have used the
nursing staff b.) which agencies have been used c.) break how much has been spent each year
If possible, I would like details of expenditure on weight management services in your health board
area over the past three years. * Can you provide a breakdown of where/how this money was
spent? For example, can you outline how much was spent on weight management courses, gastric
band surgery, gastric sleeve surgery etc over each of the past three years? * In addition, can you
provide details for next year’s spending on weight management services? Again, can you please
outline where/how this money will be spent? * Can you provide figures for any target numbers
relating to referrals for gastric bypasses / bands / sleeves, both in the past three years and in the
coming year?
1. Can you please provide the number of calories in the most calorific five starters, main courses
and desserts on the current patient menu in your main hospital. 2. Can I have the calorie content for
each of the items on the current menus in each of the hospital cafes and restaurants. 3. If you
cannot provide these, can you please explain why calories and nutritional information is not provided
for patients and visitors on request.
please could you tell me whether your board is using private firms such as Medinet to treat patients,
in order to meet waiting time guarantees. If so, how much is being spent.
I am writing to request under the Freedom of Information (Scotland) Act 2002 confirmation of the
number of patients receiving INR detection test strips on GP prescription in NHS Dumfries &
Galloway.
Over the last five years, how many under 16s (persons aged 15 and under) have had abortions?
Please break the number recorded by your board down by year: 2011, 2012, 2013, 2014, and 2015
(so far). I would also like a breakdown of ages. If the numbers are small and this is not possible,
please provide this breakdown of ages as one total for the years requested (while still providing the
totals of under 16s for each year). 2. If it's possible to include individuals who have been found to
have had an abortion during the years specified, and the ages specified - who did not use your
services for the procedure but have come to your attention for other reasons - please include this
within the response. However, if this is not information you hold - please exclude this part from my
request.
The number of permanent General Practitioners to Locums in each health surgery in your NHS
Board area
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Description
1. How many people have been admitted to hospital and/or Accident and Emergency departments
across your board after suffering an animal or insect bite OR for injuries caused by an animal over
the last four years? Please break this information down by year, for: 2012, 2013, 2014, and 2015
(so far). Please also break down by the type of insect and animal, and if possible – how the injury
was caused (for example, bite, scratch, sting, etc.) 2. How many of these injuries were logged as
serious?
Which test(s) do the hospitals within your Health Board use to diagnose patients who present with
suspected acute myocardial infarction (AMI)? Please give details of tests used - including the brand
and name of the test(s).What, if any, guidelines or protocols do the hospitals within your Health
Board follow to support the diagnosis of suspected AMI? Please give details. Does your Health
Board use early rule-out protocols to diagnose AMI? If so, please give details.What is the average
waiting time for a diagnosis following a suspected AMI at hospitals within the Health Board? What is
the target turn-around-time for tests used in the diagnosis of AMI at hospitals within the Health
Board? What percentage of tests are performed within this target turn-around-time? How long has
the Health Board and/or hospitals within the Health Board been using their current troponin test(s)?
I am making a request to find out the number of complaints made by patients who used an NHS
Scotland service and faced discrimination because of: i. Their race/ethnicity ii. Their sexual
orientation iii. Their ageiv. Their sexv. Their gender reassignment or trans statusvi. Their religion vii.
Their disability.I understand you may have confidentiality concerns. However, to clarify, I do not wish
to know specifics, merely how many complaints fall into each category I have stated. This should not
breach patient confidentiality, as even if there is just one complaint per category it would not be
possible to identify them from such information released.I would like the figures for the past three
years, broken down by month. If there is any need to clarify my request or it will not be possible to
respond to my request in full, please do contact me at your earliest convenience.
1) Do you have a master vendor (MV) arrangement in place for the supply of medical locums? If
so please state the name of the provider used (Medacs, Holt, A&E Agency etc.)
2) Please state
the utilisation rate that has been achieved through the master vendor in the last 12 months. This is
the total value of locum spend supplied by the master vendor itself in the last 12 months as a
percentage of total locum spend in the same period.
3) Does the trust use a direct engagement
model to engage locum staff? If so please state the name of the company used (Liaison PwC,
247 Time, Brookson, HB Retinue, Medacs etc.)?
4) Do you run a weekly payroll for medical
bank?
5) Does the trust use rostering software (Allocate, Smart etc.)? If so please state the
name of the company used, and the total amount that the trust has spent on rostering in 2014/15.
please provide the following information relating to the number and type of procedures performed for
the treatment of haemorrhoids: Milligan MorQan; Rubber Band Ligation; Stapled PPH (Procedure for
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Prolapsed Haemorrhoids); THD (Trans Haemorrhoidal Dearterialization); HALO (Haemorrhoid Artery
LiQation Operation; Other (Please List):
1. A list of all identified maintenance repairs required at your hospital. 2. The estimated costs
associated with all identified maintenance repairs required at your hospital.
"1.For each week of the period from September until the week ending December 7, please provide
the number of patients waiting more than eight hours and 12 hours (as submitted to ISD Scotland for
their figures) with a breakdown of how long each patient waiting above eight hours and above 12
hours actually waited in hours and minutes.
2.For each of those who waited longer than 12 hours- for each week – please provide a breakdown
of how old the patient was, the hospital they were in, the condition or injury they had, or were
diagnosed with after being seen, and the outcome (including if they died).
3.Please provide the same answers for questions one and two for any immediate assessment units
or other units for unplanned emergency patients when they first attend hospital before being
admitted to a ward."
"Which hepatitis C treatments are currently available in the NHS Dumfries and Galloway region to:
o Genotype 1 treatment naïve (non-cirrhotic) patients
o Genotype 1 treatment experienced (non-cirrhotic) patients
o Genotype 1 cirrhotic patients
o Genotype 2 patients
o Genotype 3 patients with mild-moderate fibrosis
o Genotype 3 non-cirrhotic patients
o Genotype 3 cirrhotic patients
What is the average waiting time for people commencing new hepatitis C treatments in the NHS
Dumfries and Galloway region, and can information be broken down to show the waiting time for:
o Genotype 1 treatment naïve (non-cirrhotic) patients
o Genotype 1 treatment experienced (non-cirrhotic) patients
o Genotype 1 cirrhotic patients
o Genotype 2 patients
o Genotype 3 patients with mild-moderate fibrosis
o Genotype 3 non-cirrhotic patients
o Genotype 3 cirrhotic patients
Does NHS Dumfries and Galloway have any annual hepatitis C treatment targets? If yes: a) What
was the target for 2015? b) What is the target for i) 2016 ii) 2017?
How many people has NHS Dumfries and Galloway treated for hepatitis C in i) 2013 ii) 2014 and
how many people in total are expected to have been treated in 2015?
NOT PROTECTIVELY MARKED
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What is the current budget for hepatitis C treatments in the NHS Dumfries and Galloway region?
What are the estimated costs for hepatitis C treatments in the NHS Dumfries and Galloway region in
i) 2015 ii) 2016?
What is the current budget and/or estimated cost in the NHS Dumfries and Galloway region for
monitoring those people who are waiting to begin hepatitis C treatment?
How many people were treated with pegylated interferon and/or ribavirin-based treatment in the
NHS Dumfries and Galloway region in 2014 and 2015?
Under what circumstances is pegylated interferon and/or ribavirin-based treatment offered to people
with hepatitis C in the NHS Dumfries and Galloway region, instead of newer interferon-free
treatments?
If it is not possible to provide the information requested due to the information exceeding the cost of
compliance limits identified in Section 12, please provide advice and assistance, under your Section
16 obligations, as to how I can refine my request to be included in the scope of the Act.
"
"The amount of money paid out by your board to staff who have successfully claimed compensation
for workplace related injuries, broken down by calendar year, from 2010 to present day.
The total amount of outstanding invoices owed to your health board by patients who live abroad,
broken down by calendar year and country of patient’s origin from 2010 to present day
The total amount of the most valuable outstanding invoice, the type of procedure carried out, and the
patient’s country of origin."
Childhood brain injury statistics for Dumfries & Galloway 2010-15
3. The number of patients at your hospital who have been transferred to hospitals elsewhere to
make way for new arrivals for every month of this year. 4. The number of bed days lost as a result of
delayed discharge at your hospital for every month of this year. (Q1 & 2 See 15-488)
1. Does your trust run a dedicated Gastroenterology infusion clinic for the treatment of patients
with Infliximab [or Vedolizumab] If Yes, how frequently are they run ? 2. Could you please provide
me with the following numbers of patients treated in the last six months with the following drugs for
the conditions listed below. Rheumatology [Rheumatoid Arthritis, Ankylosing Spondylitis and
Psoriatic Arthritis] Dermatology [Psoriasis] Hidradenitis suppurativa (sometimes known as acne
inversa) L73.2 Gastroenterology [Crohns / Ulcerative Colitis] Abatacept (Orencia) Adalimumab
(Humira) Apremilast (Otezla) Certolizumab Pegol (Cimzia) Etanercept (Enbrel)
Golimumab (Simponi) Infliximab (Remicade) Infliximab biosimilar (Inflectra) Infliximab
biosimilar (Remsima) Rituximab (MabThera) Secukinumab (Cosentyx) Tocilizumab
(RoActemra) Tofacitinib [Xeljanz] Ustekinumab (Stelara) Vedolizumab (Entyvio)
"1. Do you provide and/or commission a 24/7 dedicated and clinically staffed palliative service
NOT PROTECTIVELY MARKED
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specifically designed for patients dying at home, and their carers? Yes/No
2. Please complete the table (see the second attachment to this email) detailing which specific
palliative services you provide and/or commission, the hours of operation and geographic areas that
they cover for 2015-16. NB. For the purposes of our research, we would only consider you to
commission these palliative services listed in the table if they are specifically designed for patients
dying, and their carers, as opposed to a more general service that might only incidentally cover end
of life care.
3. What is your annual budget for all dedicated end of life care services provided and commissioned
for the current financial year, 2015-2016? If it is impossible for you to give a precise figure for
whatever reason, please give a best estimate.
4. What is this as a % of your total budget? Again, if you cannot give a precise figure here, please
give a best estimate.
5. Do you work in partnership with other organisations to deliver palliative care services in the
community?
If yes, state who the lead provider is."

Closed

"Under freedom of information I would like to know how many babies weighing more than 10lbs
were born in your health board in 2015.
I would like to know the weight of the biggest baby and what gender they were, and then, if possible
a breakdown of how the babies born weighing more than 10lbs were delivered (e.g. natural / csection)"
"1) How many in-patients were reported as missing in a) 2013-14 b) 2014-15
2) In each of those financial years, how many of the missing patients were i) Under the age of 18 ii)
Over the age of 75 iii) Diagnosed with mental health problems
If it would be possible to provide me with a log of all missing patient reports in each year – including
details of length of disappearance, ages etc. – that would be preferred.
Please let me know if you do not categorise information by calendar year, so I can amend my
request. Please also contact me with any other query you should have. "
Latest full financial year number of Prescriptions and number of individual items dispensed by all
dispensing Doctor practices in Dumfries & Galloway, broken down by month if possible.
"1. How many patients have waited more than 12 hours in your A and E department in the last 3
years. Please break this down per month. To be clear, this is since the patient arrived in A and E,
not since any decision to admit to hospital

24/12/15
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2. How many patients waited longer than 12 hours in the A and E department after a decision was
made to admit them to the hospital in the last 3 years, please break this down per month.
3. How many people came to A and E in the last 3 years, please break this down per month.
Of these total number of patients, how many people were admitted to hospital for an inpatient stay again please can you give me three years data, broken down per month.
4. Of those people that were admitted, in question 3 how many people breeched the 4 hour A and E
target, per month for the last 3 years.
5. What was your percentage recorded rate of getting patients seen and out of the department in 4
hours, each month for the last 3 years? ie. percentage of people who meet the 4 hour target. If you
feel the 3 year period will make this over the FOI cost limit - please respond for the last one year,
and break it down per month as above. If you have more than one a and e - please give details of
each department and respond for each one separately for the questions above "
"Please can you send me the organisation’s Local Area Network (LAN) contract, which may include
the following , Support and Maintenance- e.g. switches, router, software etc, Managed, Installation,
Cabling
1. Existing Supplier: Who is the current supplier for each contract?
2. Annual Average Spend for Supplier: What is the annual average spending on the supplier above?
If there is more than one supplier please split the annual averages spend for each supplier.
3. Number of Users: Please can you provide me with the number of users each contract covers.
Approximate number of users will also be acceptable.
4. Number of Sites: The number of sites where equipment is supported by these contract.
5. Contract Type: For each contract is the contract Managed, Maintenance, Installation, Software
6. Hardware Brand: What is the hardware brand of the LAN equipment?
7. Contract Description: Please provide me with a brief description of the overall contract.
8. Contract Duration: What is the duration of the contract is and can you please also include any
extensions this may include for each contract.
9. Contract Expiry Date: When does the contract expire for each contract?
10. Contract Review Date: When will the organisation is planning to review the contract?
11. Responsible Officer: Who within the organisation is responsible for each of these contract(s)
please provide me with contact details including name, job title, contact number and email address?
If the LAN maintenance is included in-house or managed please include the following information:
1. Hardware Brand: What is the hardware brand of the LAN equipment?
2. Number of Users: Please can you provide me with the number of users this contract covers.
Approximate number of users will also be acceptable.
3. Number of Sites: Estimated/Actual number of sites the LAN covers.
NOT PROTECTIVELY MARKED
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4. Responsible Officer: Who within the organisation is responsible for LAN please provide me with
contact details including name, job title, contact number and email address? "
"In a response to a complaint made by a patient, the Dumfries and Galloway Health Board advised
that the ""Medical Director"" had contacted the patient's GP and discussed the patient and an
number of matters raised in the complaint. This conduct breaches patient confidentiality and The
Data Protection Act. The information that is sought under The Freedom of Information Act is as
follows;
What is the name of the "Medical Director"?
What training does he/she undergo in relation to patient confidentiality?
What training does he/she undergo as regards The Data Protection Act?
Is it the policy of Dumfries and Galloway Health Board to breach both patient confidentiality and The
Data Protection Act in this manner which appears to be for vexatious reasons? "

"How many patients have you treated for Moderate or Severe Atopic Dermatitis? If this is unknown,
how many patients have been treated by your dermatology department in total?
How many patients have you treated for Hidradenitis Suppurativa [also called Acne inversal? If
possible, please state the number of patients by the Hurley's staging; 1) Stage 1, 2) Stage 2, 3)
Stage 3"
"1.For each of the past five calendar years (2011 to 2015) what is the total number of women who
have been discharged from maternity units/birthing centres between the hours of 00.00 hours and
06.00 hours after having live births?
Please note I would like an individual figure for each year rather than an overall total.
2. I would also like details on the times of day new mothers are discharged from your maternity
units/birthing centres during 2015.
For 2015 I would like the number of mothers who have given live births discharged for each hour of
the day;
-Between 00.00 hours and 00.59 hours
-Between 1.00 hours and 01.59 hours
-Between 02.00 hours and 02.59 hours and so on to complete the 24 hour period.
Please put the results in a table, preferably and Excel spreadsheet."
Since 2005, how much money has been paid by NHS Scotland boards to junior doctors in rebanding
out of hours payments, due to 'non compliance' after their hours monitoring? (under the New Deal
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Ref

Opened

Status

15-505

30/12/15 Media

Description
and the EWTD regulations)
An example would be rebanding to Band 3 (100%) from band 2
Please provide the information by each specialty and by each health board, and by each career
grade, eg F1, F2 Specialty Trainee. Please indicate the amount paid in back pay and future/ongoing
commitments if the relevant rota has not been redesigned
Please also provide the same information specifically for the financial year 2014-2015
How much money did your health board’s employees spend using electronic purchasing cards (and
all other credit and debit cards where expenses were claimed back) - over the last three financial
years?
I would like the total sums broken down by - 2012-13, 2013-14, 2014-15
For the year 2014-15, I would like a full breakdown of each transaction, including the cost of the
purchase, who the purchase was made from (for example, the name of the shop or company), and
what was purchased.
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Freedom of Information
1 November – 31 December 2015
The following chart illustrates the Directorate responsible for supplying the response to
requests within the timeframe.
Public Health
4%
Acute and
Community
51%

Workforce
17%

Finance
12%

NMAHP
3%
Medical
13%

The following chart illustrates the source of requests within the timeframe.

Other
17%

Trade Union
1%

Media
34%
Organisations/
charities
7%

Commercial/
business
10%
Academic
1%

Political
30%
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January – December 2015
Over the whole of 2015, a total of 505 Freedom of Information requests were received.
Of these 17 were deemed requests for Environmental Information (EIRs). There were
15 requests for an Internal Review. Below shows the breakdown by month:
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The total, represents an increase of around 2.5% on the previous year.
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Current Consultations

From

Topic

Scottish Govenment

Launch of Topic Consultation on Scotland’s Census 2021

Response
due by
15/01/2016

Response submitted
Scottish Government

Consultation on the proposals for the introduction of the role of an 10/02/2016
Independent National (Whistleblowing) Officer (INO)

Scottish Government

Scottish Law Commission Report on Adults with Incapacity
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Chief Executive’s Diary
Key Events
February
8
Management Team
11
MP/MSP Quarterly Briefing
17
Area Partnership Forum
18
Wos RPG
21
Audit & Risk Committee
22
Management Team
March
11
Performance Committee
12
12/13
18
19
25

Chairman’s Diary
Key Events
February
11 MP/MSP Quarterly Briefing
21 Audit & Risk Committee
March
11 Performance Committee
18 Healthcare Governance Committee
25 Staff Governance

Management Team
NHS Chief Executives
Healthcare Governance Committee
Management Team
Staff Governance
Chief Executive Appointments to Regional and National Groups
Member of Children and Young People’s Cancer MSN
Chair of Facilities Shared Services Programme Board
Chair of Transforming Care after Cancer Treatment Programme Board
Member of the Scottish Medicines Consortium
Chair of the West of Scotland Regional Planning Group
Member of the National Out-of-Hours Review Group
Chairman Appointments to Regional and National Groups
Member of Fit for Work Scotland - Programme Board
Member of Quality of Care Design Panel and Strategic Group Meeting
Member of West of Scotland Regional Chairs
Member of Guiding Coalition - Integration Workstream
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Agenda Item 186

DUMFRIES AND GALLOWAY NHS BOARD
Area Clinical Forum

Minute of the Area Clinical Forum meeting held in the
Education Centre, DGRI on Wednesday 23rd September 2015

Present
Moira Cossar (Chair)
Lorna Carr, Adele Foster, Alyson Turnbull,
In Attendance
Katy Lewis, Director of Finance
Jan McCulloch, Professional Committees’ Co-ordinator
Apologies
Paul Beardon, Heather Currie
Kim Heathcote, James Lemon, Alison Milne

1.

Apologies

2.

Minute of Previous Meeting
The Minute of the meeting held on Wednesday 26th August 2015 was approved.

3.

Matters Arising

4.

Standing Items
a)
Chair’s Report
ACF Chairs’ meeting:
It was agreed that an ACF Chairs’ report, with structured questions, and a
request for responses, will be sent by the ACF Chairs to the Chief Medical
Officer, Chief Nursing Officer and Chief Executive for NHS Scotland.
Discussions about the lack of a joined up workforce plan across MDT
professions.
On-going discussions about the recruitment difficulties being experienced by
all Health Boards across Scotland.
b)

Quality and Patient Safety Leadership Group
No update

c)

The Change Programme
Work streams – operational policies to be written by end of September.
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It was commented that there is a lack of appreciation that many services are
provided region wide and not just in the new build and the need to provide
services in different ways.
d)

Health and Social Care Integration
The second draft consultation will be available from October and the first
meeting of the Integrated Joint Board will take place on the 5th November.

e)

Feedback from Committees
Psychology
ANMAC
The last ANMAC meeting was not quorate and brief discussions were had
about the Revalidation for nursing staff and the new NMC system can be
done online using an Eportfolio sent to NMC. If registration lapses the
revalidation process can take up to 6 weeks.
HCSAC
Kim Heathcote and Adele have had discussions with Jeff Ace and Nicole
Hamlet regarding Point of Care Governance.
Work with Heather Currie and demand optimisation is ongoing.
AHPAC
Not quorate
Refreshed Active and Independent Living Improvement Plan
Committee membership and timing of meetings to encourage attendance

5.

PREVENT STRATEGY
Consultation Version 1.1
Members acknowledged the challenges in writing this policy that has a clear
directive from government and although appreciated the need to have a policy, also
recognised that it needs to be one that staff can feel comfortable with.
•

•
•

Given that most families are totally unaware relatives have been “radicalised” we
wondered just how accurate it was to say that healthcare staff are well placed to
recognise vulnerable individuals, would worry that racial profiling/personal
prejudices might come into this
The wording a ‘Prevent Concern’ does not have to be proven beyond
reasonable doubt – was felt to resonate very strongly with a criminal justice
process and again there was concern about what would constitute a concern
Making a prevent referral – we had a strong feeling that a step had been missed in
the process and would have liked to see a process where a member of staff could
speak to someone who had a the knowledge skills and experience to identify
whether the concern needed to be recorded - the rationale for this is that I think the
majority of staff would find it very difficult to record their concerns before talking it
through with someone, we would also need to have provision within the policy for
handling any referrals that were deemed to be malicious or based in prejudice
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•

•
•
•
•

I did put forward the suggestion of us having a number of people within the
organisation who would be first point of contact for concerns to be discussed (sorry
suggested HR colleagues!) realise everyone is very busy and logistically that would
be difficult
Without seeing the form we did wonder how this might be framed what information
would be expected to be recorded
Don’t think it’s possible to underestimate the potential training requirements related
to this policy
However this policy is launched it will be seen by some that it is targeting people
from Muslim faith (service users and staff)
Policy has an overall feel of being “authoritarian” that’s maybe not the right word
but not sure how else to describe it.

6.

ACF EVENT OCTOBER 2015
Discussions about Programme for the Event

7.

Financial Plan Update 2015/16,
Katy Lewis, Director of Finance attended the meeting to update members on the
Board’s financial situation.
Katy explained that achieving the Board’s statutory requirement to breaks even is
difficult for all involved in the current financial position with many challenges. The
plan for future is to manage finances tightly although the first quarter of the year
one position already indicates an overspend for the for 2015/2016 and Katy said
this is the first time the Board has been in this position.
Looking at the allocation for next year there is uncertainty what the uplift will be.
The new build hospital and the change programme and will direct what choices
need to be made and will be more challenging financial risk programme.
Locum costs for medics have increased with an additional £4.9 million for this year
and a projection that additional 600k will be needed. Lorna commented that AHPs
experiencing difficulties in getting locums too. Kat said that the current crisis in
recruitment means looking at things differently, including risks.
Katy acknowledged the difficulties being experienced by most services and that GP
prescribed drugs was also challenging and that the waiting times position was
riskier than previous. Katy said that in August there was a session with General
Managers who were then sent away to come up with future plans and Julie White
now has monthly focus meetings with General Managers. Discussions have been
very encouraging and looked at the role of clinical leads in achieving the big
change agenda.
Moira thanked Katy for attending the meeting and presenting a very informative
item. Katy said that she is willing to come to any of the advisory committees in the
future to discuss and keep the PACs up to date about the financial position.

Any Other Business
a) Annual Review
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Members noted that the Annual Review will take place tomorrow, 24th
September.
Date of Next Meeting – 28th October 2015
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Agenda Item 187

DUMFRIES AND GALLOWAY NHS BOARD
Performance Committee
Minutes of the Performance Committee meeting held on 7th September 2015 at
10.00am in the New Boardroom, Crichton Hall, Dumfries.
Present
Mr P N Jones
Mrs M Cossar
Mrs G Cardozo
Ms L Bryce
Dr L Douglas
Mrs K Lewis
Mr J Ace

Chairman (Performance Committee Chair)
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Director of Finance
Chief Executive

In Attendance
Mrs L Geddes
Mrs P Halliday
Ms G Stanyard
Dr E Bell
Ms M McCoy
Ms C Thirwall

Executive Assistant to Director of Finance (Minute Secretary)
Non Executive Board Member
Non Executive Board Member
Associate Medical Director – Acute & Diagnostics
Joint Interim Director of Public Health
Health & Wellbeing Officer

Apologies
Mr R Allan
Mr J Beattie
Dr A Cameron
Prof H Borland
Ms C Sharp
Mr R Nicholson

Non Executive Committee Member
Employee Director / Non Executive Board Member
Medical Director
Nurse Director
Workforce Director
Non Executive Board Member

The Chair welcomed members to the Performance Committee meeting, thanking other
Non-Executive and Executive colleagues for their attendance.
1.

Apologies for Absence
Apologies for the meeting have been noted above.

2.

Declarations of Interest
The Chair asked Committee members if they had any declarations of interest in
relation to the items listed on the agenda for this meeting.
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It was noted that no declarations of interest were put forward at this time.
3.

Minutes of meeting held on 6th July 2015
Performance Committee members agreed the minute taken at the previous
meeting on 6th July 2015, with no amendments.

A Non-Executive Board Member asked if it would be possible for the Non
Executive Board Members to have a tour of the mock-up single room that is
being set up in Dumfries and Galloway Royal Infirmary. The Chief Executive
agreed to liaise with colleagues to make arrangements for a tour of the room in
advance of it being opened to the public.
Action: Chief Executive
4.

Matters Arising and Review of Actions List
The Director of Finance took committee members through the Actions List from
previous meetings, highlighting the progress that had been made in relation to
the outstanding actions and confirming when further updates would be brought
back to committee.

It was agreed that the Director of Finance would liaise with the Workforce
Director to progress the Core Values discussions and bring an update back to
the next meeting.
Action: Director of Finance
Discussions took place around the Board’s Annual Review on
24th September 2015, specifically around how we measure performance against
the Local Delivery Plan (LDP) targets. It was agreed to incorporate an LDP
summary section in future Performance Reports being put forward for review at
Performance Committee and Board.
Action: Chief Operating Officer
It was suggested that the Performance Committee directly before the Annual
Review in future years should have part of the agenda dedicated to reviewing the
overall annual performance against the LDP for the previous financial year in
preparation for the Annual Review.
Action: Chief Executive / Director of Finance
5.

Community Learning & Development Partner’s Strategic Plan
Laura Douglas, Non Executive Committee Member introduced the Community
Learning and Development Partner’s Strategic Plan paper, explaining that the
strategic plan has already been endorsed by the Public Health Committee and
has been brought to Performance Committee to be noted.
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The strategic plan was produced to work in compliance with the Community
Learning and Development (Scotland) 2013 regulations to outline work that is
being undertaken within communities to look improve the lives of people within
the region.
Performance Committee noted the report.
The Interim Joint Director of Public Health and the Health & Wellbeing Officer left the
meeting.
15.

Medical Workforce / Recruitment Issues
The Associate Medical Director – Acute and Diagnostics gave a verbal update on
Medical Workforce / recruitment issues to committee members, highlighting that
issues around recruitment are being faced across Scotland with over 440
consultant vacancies registered in Scotland, of which 175 are long term
vacancies.
Committee members were taken through the areas where NHS Dumfries and
Galloway currently have vacancies, noting whether the posts are filled with either
NHS recruited or agency recruited locum consultants. The following data was
noted under each of the areas:
•

Acute & Diagnostics – currently have 17 consultant vacancies across the
directorate, with 9 NHS recruited locums and 8 Agency recruited locums
temporarily filling the posts.

•

Mental Health – currently has 2.1 consultant vacancies, which are being filled
by NHS recruited locums.

•

Obstetrics, Gynaecology and Paediatrics – No vacancies noted at this time.

Concerns were highlighted to the committee around General Practitioner (GP)
recruitment, due to the potential retirement of a number GPs and others leaving
the region. It was noted that approximately 25% of the regions GPs could retire
from practice within the next 3 years.
A full workforce survery is being undertaken this month, which will be reviewed
and discussed between the Medical Director, General Managers and Clinical
Leads to look at potential solutions to the recruitment issues.
A suggestion was put forward for the NHS to set up their own agency for medical
staff across Scotland. It was noted that NHS National Services Scotland are
looking at options around this as a means of reducing the vacancies within the
Scottish Health Boards and reviewing the agency fees being charged per locum.
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Recruitment of Advanced Nurse Practitioners (ANPs) to work within General
Practice has been undertaken to try to releive some of the pressures being
faced. Two qualified ANPs were appointed, however, one of the recruits has
recently resigned from the post.
The Chief Operating Officer joined the meeting.
A discussion took place around Medical Education in Dumfries and the Annual
Report that was issued by Jean Robson in August 2015. The report looks at
providing the appropriate level of training and mentoring to doctors in training and
medical students within the region. It was agreed to circulate a copy of the report
to committee members for review, confirming that a full paper on this is being
taken to the NHS Board in October 2015.
Action: Associate Medical Director – Acute & Diagnostics
It was agreed to hold a Board Workshop in December 2015 to talk through
Medical Recruitment in more details. The Chief Operating Officer was asked to
outline a programme for the workshop and take a draft agenda to the NHS
Board.
Action: Chief Operating Officer
Performance Committee noted the verbal update.
4.

Matters Arising - Frail Elderly
The Chief Operating Officer gave a verbal update on the model of care for Frail
Elderly, explaining that the future model for beds in Nithsdale is incorporated
within the Health and Social Care Integration arrangements and is being
reviewed within each of the localities, with a view to potentially increasing the
home based care systems to have an interim care support system
Graham Abrines from Dumfries and Galloway Council is considering
commissioning beds for the “step up, step down” beds initiative. Discussions on
this are ongoing, an update on this review will be brought back to committee later
in the year.
Performance Committee noted the verbal update.

6.

Performance Report
The Chief Operating Officer presented the Performance Report to committee
members, highlighting the challenges, which have been faced in a number of
areas since the last reporting period, specifically within the Treatement Time
Guarantee target and the Outpatient breaches.
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It was felt that the clinical areas would benefit from a presentation around the
State of the Nation, to highlight the constraints that have been put on the Board
around recruitment of medical staff and to get the clinicans views on the possible
way forward. The Chair for the Area Clinical Forum mentioned that she would
liaise with Management Team to look at how this update will be taken forward.
Performance Committee noted the report.
7.

2015-16 Quality & Efficiency Programme
The Director of Finance presented the 2015/16 Quality & Efficiency Programme
paper to committee members, outlining the delivery of the CRES programme as
a risk for the Board.
A Workshop was held on 25th August 2015 with Executive Directors and General
Managers to look at the Cash Releasing Efficiency Savings (CRES) plans to
identify both short and long term measure to try to fill the in year gap. A further
workshop is being scheduled in the coming months.
Discussions took place around the significant work that is due to be undertaken
in the coming weeks and also the possibility of re-instating the ACAC group to
look at clinical improvements and efficiencies.

Mairi Dunn, Finance Manager joined the meeting.
A Non Executive Committee Member asked to have sight of the Making Difficult
Decisions guidance. The Director of Finance agreed to circulate this to all Non
Executive members for information.
Action: Director of Finance
A number of points were raised around efficiencies within prescribing, including
encouraging patients to bring their prescribed medication with them for inpatient
stays in any of our health facilities. It was noted that the Medical Director and
Chief Pharmacist would be invited to attend the next committee meeting to
discuss this item in more detail as part of the Quarterly Prescribing Updates that
are brought to committee.
Action: Director of Finance /
Executive Assistant to the Director of Finance
Following discussions around Equality Impact Assessments, it was noted that the
Director of Finance would liaise directly with Grace Cardozo, Non Executive
committee Members to discuss the requirements in more detail outwith the
committee meeting.
Action: Director of Finance
Performance Committee noted the report.
NOT PROTECTIVELY MARKED
Page 5 of 9

295

Ian Hancock, General Manager for Mental Health and Learning Disabilities,
Alan Duncan, Head Psychiatrist, Lynnette Dickson, Inpatient Services Manager and
Denise Moffat, Community Mental Health Nurse Manager joined the meeting.
8.

Financial Performance – Month 4 up to 31st July 2015
The Director of Finance presented the Financial Performance report for the
period 1st April 2015 – 31st July 2015, which provided a summary of the main
financial issues during this period, including the delivery against efficiency plans
and the growing pressure on medical locum costs.
Performance Committee noted the report.

11.

Mental Health Change Programme – Wigtownshire Services
The General Manager for Mental Health and Learning Disabilities presented the
Mental Health Change Programme paper, which focussed on the services
currently available and those being developed around the EMI Strategy in the
west of the region.
It was noted that an agreement had been put in a number of years ago, which
saw the provision of up to 40 days respite care being funded for named
individuals in the west of the region. A proposal with 4 recommendations was
put forward to committee members for review in relation to the way forward for
the service.
Discussions took place around the new facility in Dalrymple Terrace and
assurances were given that the new facility will be able to give improved person
centred care to the patients. It was discussed that an Equality and diversity
Impact Assessment would need to be undertaken. Further updates on the
progress being brought back to future committee meetings.

Linda Bunney, Head of Primary Care Development joined the meeting.
Performance Committee approved the recommendations and agreed for further
updates on the impact assessment and the communication strategy be brought
back to committee.
The Head Psychiatrist, Inpatient Services Manager and Community Mental Health
Nurse Manager left the meeting.
10.

Update on External Service Level Agreement with NHS Lothian
The Director of Finance presented the Update on External Service Level
Agreement with NHS Lothian paper to committee members, highlighting that this
presents a financial risk.
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A piece of work is being taken forward locally with the clinical teams to review
activity sent out of the region.
Performance Committee noted the paper and agreed for a further paper to be
brought back to committee later in the year for more indepth discussions.
The Finance Manager left the meeting.
13.

Acute Services Redevelopment Programme
Performance Committee agreed to defer the update on this item until the NHS
Board In Committee session, for more detailed discussions.
The Executive Assistant to the Director of Finance was asked to circulate a copy
of the presentation to committee members for review in advance of the NHS
Board meeting in October 2015.

14.

Salaried Dental Services Review Update
The Head of Primary Care Development presented the Salaried Dental Services
Review Update to committee members, highlighting that the Lochmaben Dental
Practice and the Dumfries Dental Centre patients have now been re-registered
with other dental surgeries in the areas.
It was noted that although interest for the lease arrangements have been
expressed for both the Lochside and Sanquhar practices, only one formal
proposal has been submitted for the Sanquhar area. It has been agreed to
undertake a further review of the Lochside premises to trto raise some interest in
the proposal.
In the Newton Stewart area, it was noted that a dental practice had expressed an
interest in developing a third dental surgery in the area. The Chief Executive is
planning to attend the Area Committee to discuss the Newton Stewart options
this month.
Performance Committee noted the paper and agreed for a further update to be
brought back to future meetings.

The Head of Primary Care Development left the meeting.
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12.

Social Care Houses Update
The General Manager for Mental Health & Learning Disabilities gave a verbal
update to committee members on the investigations being undertaken within the
Social Care Houses in Annan and Dumfries, which accommodate and suport
patients with learning disabilities.
A full review of current care packages in place for each of the 18 tennant
accomodated within the 5 social care houses in the region is being undertaken.
The outcome of all assessments will be presented to the Chief Operating Officer
and the Head of Social Work Services to agree the most appriorate care plans to
suit each of the individuals.
Performance Committee noted the verbal update.

The General Manager for Mental Health & Learning Disabilities left the meeting.
9.

Finance Quarter One Review
The Director of Finance presented the Finance Quarter One Review paper to
committee members on the increasingly challenging financial position.
Performance Committee members noted the report.

16.

Non Executive Members Issues Log
The Director of Finance presented the Non Executive Members Issues Log to
committee members, which set out a new process for Non Executive Board
Members to raise queries outwith committee meetings on all areas of Board wide
business.
Committee members were asked to review the process being put forward and to
provide comments to the Director of Finance by the end of end of October 2015,
to all feedback to be given at the next Performance Committee meeting in
November 2015.
Performance Committee noted the report and agreed to bring an update on this
item back to the next committee meeting.

17.

Draft Performance Committee Agenda – 2nd November 2015
Performance Committee members reviewed the draft agenda for the
November 2015 committee meeting and noted the document for information.
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18.

Joint Property Asset Management Planning
Performance Committee members noted the Joint Property Asset Management
Planning paper for information and agreed that a more substantive update on the
Strategic Property Developement be brought back to future meetings.

19.

Capital Plan Update
The Director of Finance gave a verbal update on the Capital Plan 2015/16 to
committee members, highlighting that slippages had been noted in the capital
spend for the Acute Services Redevelopment Project, which has been
highlighted to Scottish Government.
The Director of Finance is liaising with Scottish Government to ensure that the
current slippage would be able to be utilised by Scottish government in year and
made available to the Board in 2016/17. Further updates on this item will be
brought to the NHS Board meeting in October 2015.
Performance Committee noted the report.

20.

Any Other Business
No items were put forward for discussion under this item.

21.

Date and time of next meeting
The next Performance Committee meeting will be held on 2nd November 2015 at
10am – 1pm in the New Boardroom, Crichton Hall, Dumfries.
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Agenda Item 188

DUMFRIES AND GALLOWAY NHS BOARD
Performance Committee
Minutes of the Performance Committee meeting held on 2nd November 2015 at
10.00am in the New Boardroom, Crichton Hall, Dumfries.
Present
Mr P N Jones
Mr R Allan
Mrs M Cossar
Mrs G Cardozo
Ms L Bryce
Dr L Douglas
Mrs K Lewis
Mr J Ace

Chairman (Performance Committee Chair)
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Director of Finance
Chief Executive

In Attendance
Mrs L Geddes
Mrs P Halliday
Mr J Beattie
Dr A Cameron
Prof H Borland
Ms C Sharp
Mrs J White

Corporate Business Manager (Minute Secretary)
Non Executive Board Member
Employee Director / Non Executive Board Member
Medical Director
Nurse Director
Workforce Director
Chief Operating Officer

Apologies
Ms G Stanyard
Mr R Nicholson

Non Executive Board Member
Non Executive Board Member

The Chair welcomed members to the Performance Committee meeting, thanking other
Non-Executive and Executive colleagues for their attendance. It was noted that the
Choir for Charity event took place between 29th – 31st October 2015, which the NHS
Choir participated in, helping to raise approximately £27,000 for various local and
national charities.
1.

Apologies for Absence
Apologies for the meeting have been noted above.

2.

Declarations of Interest
The Chair asked Committee members if they had any declarations of interest in
relation to the items listed on the agenda for this meeting.
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It was noted that no declarations of interest were put forward at this time.
3.

Minutes of meeting held on 7th September 2015
Performance Committee members agreed the minute taken at the previous
meeting on 7th September 2015, with the following amendments.
•

Penny Halliday asked for the minute to mention the discussions around
engagement with community groups under item 11 on page 6. Laura
Geddes was asked to liaise with Katy Lewis to update the wording in this
section.
Action: L Geddes / K Lewis

•

Julie White asked for the Denise Moffat’s job title noted on page 6 to be
amended to show it as Lead Nurse Mental Health Directorate
Action: L Geddes
•

A request was put forward to Julie White’s name to be added to the list of
attendees on the front page, noting when she arrived at the meeting,
rather than adding to the main body of the minute.
Action: L Geddes

•

Julie White asked for Lillian Cringles job title within the Social Houses
update on page 8 be changed to Chief Social Work Officer.
Action: L Geddes

Jeff Ace congratulated Hazel Borland, Nurse Director on her new appointment
within NHS Ayrshire & Arran, confirming that the Board are preparing the advert
for the replacement Nurse Director role to go out week beginning 9th November
2015.
4.

Matters Arising and Review of Actions List
The Director of Finance took committee members through the Actions List from
previous meetings, highlighting the progress that had been made in relation to
the outstanding actions and confirming when further updates would be brought
back to committee.
It was noted that dates have been circulated for a tour of the Single Room Mockup, with finalised details confirmed to members later this week.

A provisional date for the Core Value Workshop has been established and will be
notified to Board Members once arrangements have been confirmed.
Action: L Geddes
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i)

Darataigh Update
Julie White gave committee members an update on Darataigh, confirming
that at the Performance Committee meeting on 7th September 2015 a
decision was made to:
•

Withdraw inpatient provision at Darataigh, with intermediate care
being provided at Midpark Hospital.

•

Migrate the remaining NHS Learning Disability Respite Care from
Darataigh to the specialised Learning Disability short break facility
provided by Key Housing in Stranraer.

•

Release the Darataigh building to become part of the estate
managed by the Integrated Health and Social Care Partnership
Board.

•

A proportion of the funding released from current NHS intermediate
care provision to be reinvested in supporting an enhanced model of
community based care. This will include provision of enhanced
NHS community mental health services, enhanced support to other
statutory and non statutory services, enhanced provision of
Alzheimer’s Scotland Day Services, and enhanced crisis
intervention in Wigtownshire.

In addition to the points noted above, it was confirmed that at the last
committee meeting members agreed to establish a process of
engagement with Service Users, Carers, Families and the community to
support the transition period following the withdrawal from Darataigh and
to undertake an Equality Impact Assessment in relation to the decisions
made, however, there was a catastrophic breakdown of the boiler on
26th September 2015 in Darataigh, which necessitated the transfer of
services on an immediate basis, with 2 patients being moved to Mmidpark
Hospital, one patient being transferred to the Galloway Community
Hospital and proposals to transfer the respite provision for the 3 families
who currently use the facility to Dalrymple terrace.
The Chief Operating Officer stated that ealy discussions with Estates have
indicated that significant work was required in Darataigh, particularly in
regard to water pressure, pumps and patient basins. The operational
decision was taken to assess this further before considering any possible
repatriation of patients to Darataigh.
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Following the decisions in September 2015 to withdraw inpatient provision
over a six month period to allow for extensive engagement with the local
community, the Chief Operating Officer asked committee members to
consider whether they wished to expedite what were previously agreed
recommendations given that it would be inprudent at this time to invest
considerable resources into the building when Performance Committee
had previously set out its clear intention to withdraw from the Darataigh
facility.
The Chief Operating Officer informed Performance Committee of the next
steps to be undertaken, should the decision be taken not to repatriate
patients back to Darataigh. In essence a number of things would happen
with immediate effect:
•

Conversations will take place with the families of the 3 individuals
who currently use Darataigh for respite provision in order to give
assurance of continuation of service, and also with the families of
the 3 EMI patients to ensure they are fully engaged and involved in
any future decision making around their family members;

•

Engagement with staff and staff side regarding future redeployment
of staff recognising that there would be no compulsory
redundancies;

•

Engagement with the Health and Social Care Partnership, the local
community and local elected members to ensure that there was
clarity in the community about the rationale for the decision making
and that there was engagement with regard to the future model of
community based services

•

A media strategy would be developed to ensure that the media
were briefed and kept informed of the rationale for the decision and
the subsequent actions being taken

A wide ranging discussion took place with committee members around the
need for effective communication with families, carers, staff and the local
community. It was agreed that a communication would take place first of
all with families and staff then communication would be made with local
elected members and the wider community.
Action: J White
Penny Halliday asked to be involved in discussions with the families as
part of the communication plan as she has been contacted by some of
them directly.
Action: J White
NOT PROTECTIVELY MARKED
Page 4 of 11

303

Laura Douglas enquired as to the cost of the repair or replacement of the
boiler at Darataigh. Julie White did not have the exact figure at the
meeting, but agreed to circulate it to members outwith the meeting.
Action: J White
Committee members agreed that repairs to the Darataigh building be
suspended and for the facility to remain closed, therefore, not repatriating
patients back to the building. The clinical teams have undertaken
assessments on the patients transferred to Midpark Hospital and the
Galloway Community Hospital, concluding that they are now in better
facilities geared to their specific needs and to move them back to
Darataigh would have a detrimental affect on their wellbeing, therefore, did
not recommend repatriation back to Darataigh.
Performance
Committee
approved
the
request
from
the
Chief Operating Officer that Daratagh remain closed and reiterated
approval of the recommendations put forward to committee members in
September 2015.
ii)

The Law and Gender Re-assignment

Dr Angus Cameron highlighted a query that was raised by Grace Cardozo
at the last meeting in regard to the law around gender re-assignement. It
was noted that Dr Cameron approached Central Legal Office for advice on
this and read out a statement which gave information on the exemptions
for disclosure of information detailed within the law. Dr Cameron agreed
to meet with Grace Cardozo outwith the committee meeting to discuss the
matter in more detail.
Action: A Cameron
5.

Performance Report
Julie White presented the Performance Report to committee members,
conifrming that improvements had been seen in the Treatment Time Guarantee
(TTG) figures in a number of areas including inpatients and outpatients.
There has been a rapid increase in delayed discharges through September 2015,
due to delays in care packages being provided for patients within the cottage
hospitals being discharged to their homes, which has also had an impact on the
delayed discharges from Dumfries and Galloway Royal Infirmary (DGRI) to the
cottage hospitals and care homes.
Alternative options are being reviewed in regard to “step-up / step-down” bed
within Care Homes for short terms measures to avoid further delays.
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Cara Aitchison, Prescribing Finance Manager and Mike Pratt, Chief Pharmacist joined
the meeting.
It was noted that Dr Heather Currie has been undertaking a good piece of work
within Outpatients to increase flow through the department. Julie White
suggested Dr Currie be invited to a Board meeting or workshop to give a
presentation on the piece of work as an information tool for the Non-Executive
Board Members.
Action: L Geddes
Performance Committee discussed and noted the report.
6.

Revenue Finance Performance – Month 6 to 30th September 2015
Katy Lewis presented the Revenue Finance Performance paper for Month 6 to
committee members, highlighting that although the Board are reporting an
overspend within the revenue budgets at the end of September 2015, the
Director of Finance has confirmed that a break-even position will still be achieved
at the end of this financial year. There are a number of financial risks which are
set out in the paper.
It was noted that there was a slightly improved position in relation to medical
locum agency costs for 2015/16 due to the successful recruitment to a number of
vacant posts and also some of the additional costs could be attirbuted to waiting
times activity and absorbed within that budget.
Further work is being undertaken to achieve the Cash Releasing Efficiency
Savings (CRES) target in year, with regular budget scrutiny meetings being held
with the General Managers to review the current position and to identify further
CRES options for 2016/17.

Campbell Craig, Acute Services Redevelopment Programme Manager joined the
meeting.
One of the key focus points for the Finance Directorate at the moment is to pull
together draft budget allocations for the 2016/17, which are hoped to be available
by the end of December 2015. It was noted that at least 3% efficiency savings
target is anticipated for the new financial year.
Katy Lewis asked for the Audit Scotland report on Financial Performance, which
has already been circulated to Board Members, to be added to the next
committee agenda for discussion.
Action: L Geddes
An update on the Revenue Plan for 2016/17 will be brought to the January 2016
committee meeting to for discussions with members.
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Performance Committee discussed and considered the report.
7.

Prescribing Budgets and Expenditure
Mike Pratt, Chief Pharmacist presented the the Prescribing Budgets and
Expenditure paper to committee members and introduced Cara Aitchison
Finance Manager – Prescribing Support.
It was noted that a number of challenges have been faced in relation to the
prescribing budget in recent year, with increasing efficiency targets being set and
the spend for both primary and secondary care increasing due to changes in
drug tariffs, which has seen Dumfries and Galloway placed fourth highest for
prescribing spend in Scotland.

Margo Christie, Associate Nurse Director, Stephen Howie, Project Manager and
Chris Fremantle, Arts Curator joined the meeting.
Hazel Borland raised concerns around increased drug charges to fundamental
drugs noted within the paper. Mr Pratt confirmed that Boards have little degree
of control over the tariffs set, . Concerns have been raised to Scottish
Government about the tariff increases.
Performance Committee noted the following recommendations:

8.

•

The significant resources that NHS Dumfries and Galloway invest in
prescribed drugs 2015/16 budget of £43m.

•

The risks around the growth in expenditure on new drugs and the challenging
efficiency savings targets.

•

The increasing pressure around Secondary Care Drugs

•

The impact of the new arrangements relating to the New Medicines’ Fund and
how this is utilised with £2.6m available this year.

•

The actions required to further support prescribing management and
efficiencies.

Acute Services Redevelopment Programme
i)

Programme update
Campbell Craig, Project Manager gave a presentation on the Acute
Services Redevelopment Programme, confirming that the Board are now
two years away from treating our first patient in the new hospital.
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Good progress has been made in relation to the construction on the new
site, with the concrete slabs being erected within ward block one at the
moment. It is anticipated that Ward Blocks one and two will be wind and
water tight by early 2016.
A delay has been noted in the work around the Foul Water System, with
this part of the project now due to be complete in summer 2016, rather
than December 2015. This has no impact on the project critical path.
The project has generated around 100 job vacancies and it was confirmed
that seven apprentices and three graduates have already been appointed
to various positions involved in the construction of the new hospital.
A question was raised around the availability of natural light for the
Pharmacy area, however, it was confirmed that it has not been possible to
allow natural light into this area due to the impact it would have on the
Oncology Ward, which is positioned directly above. Any changes to the
design of the building now that construction has commenced would come
at a cost to the Board.
A Steering Group has been established to work through the Volunteers
Strategy, which will focus on all areas of NHS Dumfries and Galloway, not
specific to the new hospital. Updates on this item will be taken through
Person Centred Health and Care Committee.
Action: H Borland
Performance Committee members noted the presentation.
Angus Cameron, Medical Director left the meeting.
ii)

Art Strategy
Stephen Howie, Project Manager presented an update on the Arts
Strategy to committee members, introducing Margo Christie, Associate
Nurse Director and Chris Fremantle, Arts Curator. An update was given to
committee on the discussions and consultations that have been
undertaken around the development of the Arts Strategy for the new
hospital to help promote a positive patient experience during both inpatient
and outpatient visits.
The team are currently looking for a local artist to work with the team to
design a number of botanical images for display on signage across the
hospital site.
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Hazel Borland, Nurse Director, Caroline Sharp, Workforce Director and Julie White,
Chief Operating Officer left the meeting.
Lesley Bryce asked whether consideration had been given to artwork for
those who are visually impaired. Chris Fremantle mentioned that this is
included as one of the considerations in the brief being put out to the
artists. The use of braille for the signage on picture / sculptures is also
being factored into the brief.
Grace Cardozo asked or further information on the the consultation
process for the Arts Strategy including which groups had been involved. It
was noted that the Impact Assessment is being conducted at the moment
and an update on the outcomes from the assessment will be fed back
when available.
Penny Halliday mentioned that a light box is being used within some of the
corridors as a way to bring natural light into the building and asked if that
would be an option for the Pharmacy area. Stephen Howie agreed to take
this suggestion back to the Project Team for consideration.
Action: S Howie
Discussions are ongoing in regard to the therapeutic benefits for the
design of the outside space, including the introduction of a SANDS
garden. The Project Team have met with from Social Enterprise and the
Prison Service with a view to assisting with the grounds maintenance
work.
Robert Allan mentioned that he would be keen for DGVoice to be involved
in the impact assessment to ensure the needs of the disabled community
are considered. It was noted that contact has already been made with
them and they will be given the opportunity to participate in the imapct
assessment as it progresses through the consultation stage.
Grace Cardozo mentioned that she had spoken with a charity who would
be interested in providing peace poles for the new hospital. Mr Howie was
keen to get more information on this as a feature for the sanctuary area
and would liaise directly with Ms Cardozo for more details.
Action: S Howie / G Cardozo
Discussions took place on the relocation of existing art work and trees that
have been dedicated to the existing hospital. The Project Team will
discuss this further and include within the strategy.
Performance Committee noted the presentation and paper for information.
Chris Fremantle, Stephen Howie, Margo Christie and Campbell Craig left the meeting.
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9.

Annual Review 2015
Phil Jones presented the Annual Review 2015 paper to committee members,
which included a letter from Shona Robison MSP, Cabinet Secretary for Health,
Wellbeing and Sport, giving details on the outcome of the 2015 Non-Ministerial
Annual Review for NHS Dumfries and Galloway.
The letter portrays a very positive session with a number of actions noted at
within the letter for the Board’s continuous improvement.
Performance Committee noted the report.

10.

Winter Plan 2015/16 – Executive Summary
Jeff Ace presented the Winter Plan 2015/16 Executive Summary to committee
members, confirming that the full Winter Plan was approved at the
September 2015 committee meeting.
As part of the winter plan process, Scottish Government have asked all Boards to
provide an Executive Summary of the plan to be submitted to them and uploaded
on the Board’s website.
Performance Committee discussed and approved the paper.

11.

Performance Committee Dates 2016

Katy Lewis presented the Performance Committee 2016 dates to committee
member. It was noted that the May and July 2016 dates both fell on public
holiday dates and Laura Geddes was asked to revise the dates for the two
meetings and re-circulate for information.
Action: L Geddes
Performance Committee members were content to approve the committee dates
and to move the May and July 2016 dates back one week. The dates for 2016
are confirmed as follows:
•
•
•
•
•
•
•

11th January 2016 at 10am – 1pm
7th March 2016 at 10am – 1pm
9th May 2016 at 10am – 1pm
11th July 2016 at 10am – 1pm
5th September 2016 at 10am – 1pm
7th November 2016 at 10am – 1pm
9th January 2017 at 10am – 1pm
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12.

Any Other Business
No items were put forward for discussion under this item.

13.

Date and time of next meeting
The next Performance Committee meeting will be held on 11th January 2016 at
10am – 1pm in the New Boardroom, Crichton Hall, Dumfries.
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Staff Governance Committee
New Board Room, Crichton Hall
Minutes of the Meeting held on 28 September 2015 at 10am

Present
Jim Beattie
Laura Douglas
Val Douglas
Penny Halliday
Alf Hannay

Employee Director (Chair)
Non-Executive Board Member
Staff Side Representative
Non-Executive Board Member
Staff Side Representative

In Attendance
Jeff Ace
Linda Davidson
Lynsey Fitzpatrick
Morven Gemmill
Ros Kelly
Arlene Melbourne
Caroline Sharp
Alice Wilson

Chief Executive
Deputy Director of HR
Equality & Diversity Lead
Associate Director for AHPs
Occupational Health Manager
Executive Assistant to Workforce Director
Workforce Director
Deputy Nurse Director

ACTION
1

Welcome, Introduction and Apologies
Apologies were received from Karen Etchells, Pamela Jamieson,
Philip Jones, Fiona Patterson, Gill Stanyard and Julie White.
Everyone introduced themselves to Morven Gemmill who is the
new Associate Director for AHPs.

2

Draft Minutes of the Previous Meeting held on 29 June 2015
The minutes were agreed as a true and accurate record.

3

Matters Arising
Bite Size Sessions – Dates had not been arranged prior to the
Corporate Business Manager leaving but the Workforce Director
had picked this up with the new Corporate Business Manager and
this will now be taken forward.
Joint Workforce Plan – Monthly meetings had now been arranged
to discuss the Workforce Plan for the Joint Board.
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Nurses Revalidation – discussion around implications of what this
involves
4

Corporate Risk Register Update
Following discussion about Nurses revalidation, it was agreed that CJS
a new risk would be added to the risk register around this.
The Workforce Director confirmed that she had reviewed the risks
in June. 2 are currently sitting with high risk assessments.
These are Workforce Resourcing Failures resulting in Adverse
Service Delivery or Financial Impact and Medical Staff
Recruitment (Consultant, Specialty Doctor and GPs).
A discussion had been held at Audit and Risk Committee around
Non Executive Members getting direct access to DATIX so they
could be more aware of the detail behind risks.
A mitigation plan is now in place for staff migration and assurance
was sought by the Committee that management were leading on
this. Clarity was given around the wording that had been used
and the strands of work which were being done along with the
timelines and processes. Cultural diagnostic work would
commence in November.
A paper would come to next Staff Governance Committee
describing the workforce planning programme, cultural diagnostic
programme and the work of the transition group.

5

Staff Governance Action Plan 2014/15 SG feedback and
Board Response
A proposed response to the letter which had been received from
Scottish Government was here for approval by Staff Governance
Committee prior to submission to Scottish Government.
Staff Governance Committee approved the response.
Caroline Swales entered the meeting.

6

Response to Freedom to Speak Up Review
The Scottish Government letter asks for a Board level response
and Staff Governance Committee approved the draft response
which had been circulated with the papers.

7

Workforce Report
There was discussion around:
•

The high turnover of staff
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•

8

Sickness absence - how the composition of national figures
are measured and ways to reduce sickness absence

Staff Health, Safety and Wellbeing Report
Staff Governance Standard E – Improved & Safe Working
Environment
The following areas were discussed:
Occupational Health Quarter 1 activity stats – there was an
increase in medical referrals but a reduced number of medical
reviews and case conferences.
Flu Campaign – the flu campaign starts on 28 September and
invitations have been sent to all staff for appointments.
iMatter – the first cohort is complete and the overall response rate
was 87% with the majority of comments being positive. Staff from
the first cohort will be asked to attend future Staff Governance
meetings to talk about their experiences. The second cohort has CJS
been postponed due to the staff survey and all the work being
done around the new build and integration etc.
Promoting Mental Health & Wellbeing at Work – this item was
carried forward from the last meeting and an overview was given.
Moving and handling training, obese staff and the health and
wellbeing of staff was also discussed.
Health & Safety Update - there was discussion around the
statistics.
The Committee noted the report.

9

Case Study - Update
A meeting had been held to see what the Committee were looking
to achieve from case studies and how this could be facilitated. It
was agreed to put out an invitation across the organisation to
individuals and/or teams to come to each of the 2016 Staff
Governance Committee meetings to talk about their views on an
aspect of the Staff Governance Standards with an expectation
that they will come to describe their experience. They will be
asked to come with ideas of how to improve things and will be
invited to attend for the whole meeting to engage and participate
and contribute to discussions. The November and January
meetings will be used to share the iMatter experiences from
teams who were in cohort 1.
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10

Equality & Diversity Update
The Equality and Diversity Lead gave a brief outline of what the
paper contained and it was noted that it had been to various
committees including Board. An update was given on the
Graduate Disability Scheme and the Committee were informed
that someone would be starting in the new few weeks to work in
NHS Dumfries & Galloway for 2 years.

11

Internal Audit – Leadership Capacity & Capability
The Audit report which detailed recommendations and actions and
the management response which had been provided by the
Workforce Director to Internal Audit was discussed.
Items to Note
The following items were noted:

12
13

APF Minutes – June 2015
Remuneration Sub Committee Meeting 29 June 2015 Update

14

Any Other Business
Disclosure Audit – there had been a visit by the Disclosure
Scotland Audit Team to audit our systems and processes and the CJS
audit report had just been received. A report will come to the next
Committee together with an action plan.
Staff Survey – NHS D&G are currently sitting at a 41% response
rate which is 4% better than last time but paper copies are still to
be incorporated. The national response rate is 38%. Once the LD
final figures come in it will be reported to Staff Governance
Committee.

15

Date of Next Meeting
The next meeting will be held on Monday 23 November 2015 at
10am in the New Board Room, Crichton Hall.
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Agenda Item 190

DUMFRIES AND GALLOWAY NHS BOARD
Audit and Risk Committee
Minutes of the Audit and Risk Committee meeting held on Monday 21st September 2015
at 10am – 1pm in the New Boardroom, Crichton Hall, Bankend Road, Dumfries,
DG1 4TG.
Present
Mr R Allan
Dr L Douglas
Ms L Bryce
Ms G Stanyard
Mrs G Cardozo

Non Executive Committee Member (Committee Chair)
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member

In Attendance
Mr J Ace
Mrs K Lewis
Mrs R Francis
Mrs S McMeckan
Ms J Watters
Ms L Paterson
Ms C Sharp
Prof C White
Ms M Gemmill
Mrs L Geddes

Chief Executive
Director of Finance
Audit and Risk Committee Lay Member
Deputy Director of Finance
Chief Internal Auditor
External Auditor – PricewaterhouseCoopers LLP
Workforce Director
Divisional Clinical Lead, Scottish Government (Observer)
Associate Director Allied Health Professional (Observer)
Executive Assistant to Director of Finance (Minute Secretary)

Apologies
Mrs J White
Prof H Borland

Chief Operating Officer
Nurse Director

The Committee Chair welcomed members to the Audit and Risk Committee meeting,
thanking other colleagues for their attendance. The Chair introduced
Professor Craig White, Divisional Clinical Lead in the Quality and Strategy Directorate at
Scottish Government and Morven Gemmill, Associate Director for Alllied Health
Professionals, who were attending the committee meeting as observers.
1.

Apologies for Absence
Apologies as noted above.
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2.

Declarations of Interest
The Committee Chair asked members if they had any declarations of interest in
relation to the items listed on the agenda for this meeting.
It was noted that no declarations of interest were put forward at this time.

3.

Minutes of meeting held on 22nd June 2015
The Audit and Risk Committee approved the minute from the previous meeting
on 22nd June 2015, with one amendment.
The Lay Members asked for additional wording to be added to page 3 of the draft
minute around the wording within the matrix and the links to the Chief Internal
Auditors Annual Statement of Assurance. The Executive Assistant to the
Director of Finance agreed to update the wording and circulate an electronic
copy of the minute to committee members for information.
Action: Executive Assistant to Director of Finance

4.

Matters Arising and Review of Actions List
The Director of Finance took members through the actions that had been noted
at previous meetings, giving an update on the progress made against each point.
The Executive Assistant to the Director of Finance was asked to amend the
name of the responsible person for the Information Governance action from the
Chief Internal Auditor to the Medical Director.
Action: Executive Assistant to the Director of Finance
Audit and Risk Committee noted the updates.

5.

2015/16 Agenda Setting Matrix
The Deputy Director of Finance presented the 2015/16 Agenda Setting Matrix to
committee members, which set out the known items of business for the
committee for the current financial year.
It was noted that the matrix would be used as a guide to drafting the agenda for
each committee meeting, however, approval must still be sought form the Chair
of the Committee in advance of the meetings.
The Executive Assistant to the Director of Finance was asked to update the
dates within the matrix to show the current financial year.
Action: Executive Assistant to Director of Finance
Audit and Risk Committee approved the matrix.
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6.

External Audit Quarterly Progress Update
The External Auditor gave an update on progress of the external audit plan for
the Board in the 2015/16 financial year, noting that a planning meeting has been
arranged for the beginning of October to look at the audit work for the 2015/16
audit year.
It was highlighted that the cycle for the current auditors is drawing to a close, with
the service being tendered by Audit Scotland for the 2016/17 appointments.
Tenders are due to be submitted for consideration by December 2015.
The PwC external audit contract with Audit Scotland has been extended to allow
an audit to be undertaken on the Integrated Joint Board for 2015/16 as part of
their engagement as Council External Auditors.
Audit and Risk committee noted the verbal update.

7.

Audit Scotland Reports Update
The Deputy Director of Finance presented the Audit Scotland Reports Update
paper to committee members, confirming that no new reports had been received
since the last meeting.
It was confirmed that all report presented to committee in 2014/15 have been
reviewed and closed. Audit Scotland is working on 3 new reports, which will be
released within 2015/16. One of the reports is focussed on the Integration of
Health and Social Care and it was noted that NHS Dumfries and Galloway had
been approached by Audit Scotland to input into the consultation process for the
report.
Audit and Risk Committee noted the report.

8.

Audit Activity to end August 2015
The Chief Internal Auditor presented the quarterly update on audit activity,
highlighting that of the 16 audits noted within the 2015/16 internal audit plan, 8 of
the audits have been commenced.
Following discussions around the audit grading at the last meeting, it was noted
that the audit opinion is the Chief Internal Auditors opinion on the audit work
undertaken across the board.
The Chief Internal Auditor confirmed that minor amendments had been made to
the audit grading descriptions; however, a further review was requested around
the description of the “Moderate” rating, to ensure a consistency across the
descriptions.
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Discussions were held around the level of assurance the Audit and Risk
Committee can take from audits given a “Moderate” rating, if the description
states “insufficient controls in place”. The Chief Internal Auditor agreed to
undertake a further review of the wording and circulate an amendment version of
the audit grading for members to review in advance of the next meeting.
Action: Chief Internal Auditor
An update was given around the Property Transaction Audit, confirming that
significant improvements had been evidenced since the 2013/14 audit; therefore
a “Comprehensive” grading was awarded.
Audit and Risk Committee noted the report.
9.

Management Update on Internal Audit Outstanding Actions
The Director of Finance presented the Management Update paper on the Internal
Audit Outstanding Actions to committee members, highlighting the progress that
had been made around the completion of the outstanding actions.
It was noted that Management Team review the list of outstanding actions on a
monthly basis and disseminate the information down through their teams to
evaluate each of the outstanding actions against existing processes and
procedures to resolve the issues.
Discussions were held around the legacy actions, noting that of the 11 actions
older than 12 months during 2014/15, only 2 actions remained open at the end of
the audit year. The Director of Finance agreed to provide further information to
the next committee meeting, giving an update on progress.
Action: Director of Finance
Audit and Risk Committee noted the report.

10.

Limited Assurance Audits Update
The Chief Internal Auditor presented an update paper on the limited assurance
audit reports with management actions outstanding to committee members,
noting that the report was coming to committee as a standing item on the
agenda.
It was noted that following the issue of the paper to committee members, the last
pool car audit action had been closed off.
Audit and Risk Committee noted the report.

Ian Bryden, Head of Estates and Property joined the meeting.
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11.

Limited Assurance Audit Update – A/06/15 Hospital Waste Management
The Head of Estates and Property presented the response to the Limited
Assurance report on Hospital Waste Management to committee members,
confirming that although progress in completion of the actions is slower than
anticipated, the Board have appointed to the Hospital Waste Management Officer
post.
Committee members were given an update on each of the actions, noting the
revised completion date to the end of December 2015. It was noted that the
Environmental Management Group has been established as part of one of the
actions and the minutes from the group are already in circulation.
Discussions were held around the implementation of the Food Waste Law from
1st January 2016; therefore, the team are aiming to complete this action by
November 2015, to ensure compliance with the regulations in the new year.
Audit and Risk Committee noted the report.

The Head of Estates and Property left the meeting.
12.

Limited Assurance Audit – A-03-15 CELs and other SG Guidance –
Circulation & Actioning – Progress Update
The Chief Executive presented the response to the Limited Assurance audit
report on CELs and other Scottish Governance Guidance, confirming that of the
11 management actions noted within the report, 6 have been completed.
As part of the update on each of the actions, it was noted that the expected
completion dates on the 5 outstanding actions has been extended to
December 2015.
Audit and Risk Committee noted the report.

13.

Property Transactions Handbook Monitoring 2014/15
The Chief Internal Auditor presented the Property Transactions Handbook
Monitoring paper for 2014/15 to committee members, highlighting that the Board
are required to undertake an annual audit of all property transactions within the
last completed financial year and report the findings to Scottish Government by
the end of October each year.
It was noted that the audit was reporting a nil return on the findings on the
property transactions in 2014/15.
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A copy of the letter being submitted to Scottish Government by the
Chief Internal Auditor was attached to the report for committee members to
review and take assurance that appropriate control measures are in place around
this piece of work.
Audit and Risk Committee noted the report.
14.

Risk Management Update
The Director of Finance presented the Risk Management Paper to committee
members, which gives assurance that continuous review processes are in place
to manage the Board’s Corporate Risk Register and are aware of the risks
associated with Medical Staffing.
It was noted that the newly appointed Corporate Business Manager will provide a
supportive role in aspects of risk to the Executive Directors.
A copy of the Risk Executive Group remit was presented to Audit and Risk
Committee for information, confirming that it was approved by the Risk Executive
Group at the beginning of September 2015.
A draft of the Risk Steering Group remit was included within the paper for review
by committee members, before it is approved at the Risk Executive Group in
October 2015. The Chief Internal Auditor should be removed from the members
list. This remit is draft and is still to be reviewed by the Risk Executive Group.
It was noted that two new risks have been added to the Corporate Risk Register
around Adult Support & Protection and Nurse & Midwifery Revalidation.

David Irving, Programme Adviser NHS Resilience joined the meeting.
A suggestion was put forward for the risk around Medical Locums to be an
individual risk, rather than combined with other risks, due to the profile of the risk.
The Director of Finance agreed to review with Management Team at the next
meeting.
Action: Director of Finance / Medical Director
It was noted that all risks within the register will need to be reviewed in line with
the introduction of the Integrated Joint Board. Regular updates on this piece of
work will be brought back to committee as part of the Risk Management Update
report.
Audit and Risk Committee noted the paper.
John Knox, Lead General Manager joined the meeting.
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15.

Specific Programme Risk Registers Update
The Lead General Manager presented the Specific Programme Risk Register
Update paper to committee members, highlighting that the report has been
compiled to give assurances that appropriate processes are in place to manage
the risks associated with the key projects for the Board, including the Acute
Services Redevelopment Programme, the Cresswell Project, Clinical and
Services Change Programme and the Information Technology Projects.
The Committee Chair mentioned that great assurance can be taken from the
overall management of the programmes through the Acute Services
Redevelopment Programme Board, which encompasses the work undertaken
around risk for all of the key projects.
An update on the Clinical & Service Change Programme was given to committee
members, highlighting that 16 workstreams have been established to look at the
clinical briefs to work through the designs of the new hospital to outline detailed
operational policies for each of the service areas. It is anticipated that all
operational policies will be drafted by the end of December 2015 for review by
the Programme Board.
On completion of the operational policies, it was confirmed that the workstreams
will then look at establishing a realistic workforce plan for each of the areas,
which will look at current staffing levels and additional resources required.
Audit and Risk Committee noted the report.
The Lead General Manager left the meeting.

16.

Business Continuity – PREVENT Strategy and Action Plan Implementation
Policy
The Workforce Director gave a presentation on the PREVENT Strategy and
Action Plan to committee members, confirming that the strategy works in
conjunction with the Scottish Government Terrorism Strategy aimed at protecting
staff and patients from acts of terrorism.
The Strategy aims to review current arrangements within the Board, to adapt
current working practices around vulnerable adults and young children in the first
instance and to embed the Prevent objectives within health service practices to
ensure compliance with the legislation.

Angus Cameron, Medical Director and Graham Gault, General Manager - ICT joined the
meeting.

NOT PROTECTIVELY MARKED
Page 7 of 11

321

As part of the consultation process on this strategy, it was noted that
presentations on the work being undertaken has been given to the Area Clinical
Forum and Area Partnership Forum, where one of the key challenges noted in
the implementation of the strategy will be to equip staff with the skills and
knowledge they would need to use the strategy effectively.
Audit and Risk Committee noted the presentation.
Lesley Bryce, Non Executive Committee Member and the Programme Adviser NHS
Resilience left the meeting.
17.

Information Assurance Update
The Medical Director presented the Information Assurance Update paper to
committee members, explaining that the Information Assurance Committee has
been set up to ensure the Board meets the 5 outcome strands set out in the
paper.
The Keeper of Records in Scotland looks at the compliance with the
maintenance of public records across all public bodies. It was noted that the
Board are currently reviewing the evidence around the maintenance of public
records and compliance with the legislation, prior to audit on our records in
February 2016.
The paper sets out the governance that has been put in place by the Information
Assurance Committee to ensure the processes we currently have in place
adhere to the requirements of the Public Records Act in Scotland.

Gillian Stanyard, Non Executive Committee Member and the Workforce Director left the
meeting.
Discussions were held around the Gender Recognition Act and it was agreed
that the General Manager – ICT would include an update on this within the next
Information Assurance Update paper coming back to Audit and Risk Committee
in December 2015.
Action: General Manager – ICT / Medical Director
Audit and Risk Committee noted the report.
The Medical Director and General Manager – ICT left the meeting.

NOT PROTECTIVELY MARKED
Page 8 of 11

322

18.

Compliance with Standing Financial Instructions (SFIs) Update
The Deputy Director of Finance presented the Compliance with Standing
Financial Instructions (SFIs) paper to committee members, explaining that the
report identifies any deviations from the tendering processes set out within the
SFIs.
It was noted that the incorrect table has been inserted into the paper. It was
agreed to insert the revised table and re-circulate the paper to members after the
meeting.
Action: Deputy Director of Finance /
Executive Assistant to Director of Finance
A request was put forward for the reasons noted within the SFI Waivers table to
be more detailed as they should give clear instruction on why the waiver was
raised. The Deputy Director of Finance agreed to review this section on all future
waivers before they are approved.
The committee chair asked for assurance that those involved in the procurement
of the first waiver shown in Appendix 1 had no connection to the supplier. The
Workforce Director assured the committee accordingly.
Audit and Risk Committee noted the report.

19.

Family Health Services (FHS) – Payment Verification – DL(2015)18
The Director of Finance presented the Family Health Services Payment
Verification paper to committee members, explaining that the verification system
is based around guidance issued by Scottish Government in the form of a
circular.
On receipt of the circular the Board are required to review the changes being put
forward by Scottish Government and to update the systems accordingly. All
changes are notified to Audit and Risk Committee for information.
The updates made to the protocols around payment verification of specific
services provides an adequate framework to give assurances to committee
members on the accuracy and validity of payments made on behalf of the
Practitioner Services Division. It was noted that the main changes from the
revised guidance were for the Medical and Ophthalmic services.
Audit and Risk Committee noted the paper.
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20.

Fraud Quarterly Update – CFS Alerts
The Chief Internal Auditor presented 10 new alerts from Counter Fraud Services,
highlighting that 4 of the 10 alerts relate to bank account takeovers, which relates
to third party requests to fraudulently change bank account details.
It was noted that clear processes are currently in place within our Creditors Team
to pick up any potentially fraudulent changes and that these have been subject to
internal audit review.
Committee members were given an update on each of the alerts, highlighting the
need for the Board to continue to be proactive in regard to potential fraud.
Audit and Risk Committee noted the report.

21.

Financial Reporting Quarterly update
The Deputy Director of Finance presented the Financial Reporting Quarterly
update paper to committee members, highlighting that one Technical Bulletin had
been received after the paper had been issued to committee members and would
be included in the update for the December 2015 committee meeting.

Phil Jones, Chairman joined the meeting.
Discussions were held around the progress of the case where salary payments
had been made to the incorrect bank account details in 2007. Advice has been
issued from Central Legal Office confirming it is unlikely that the payments will be
recovered, therefore, recommending that this case be closed without further
action. Committee members agreed to this proposal.
An update on the new processes that have been put in place to ensure this type
of error will not happen again will be brought back to the next committee meeting,
as part of the Financial Reporting Quarterly Update paper.
Action: Deputy Director of Finance
The Associate Director for Allied Health Professional left the meeting.
22.

Information Assurance Minute
Audit and Risk Committee members noted the minute from the Information
Assurance Committee meeting on 15th July 2015, for information.

23.

Risk Executive Group Minute
Audit and Risk Committee noted the minutes from the Risk Executive Group
meetings on 1st June 2015 and 31st August 2015, for information.
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24.

Any Other Business
Committee members were informed that the Executive Assistant to the Director
of Finance has recently been appointed as the new Corporate Business Manager
and takes up her new post from 1st October 2015. It was noted that she will
continue to provide administrative support to the committee until the new
Executive Assistant has been appointed.
The Chief Executive confirmed that following discussions with Internal Audit, it
has been agreed that the Line Management of the Chief Internal Auditor will
move from the Director of Finance to the Chief Executive from 1st October 2015.

25.

Date and Time of the Next Meeting
The next meeting of the Audit and Risk Committee will be held on
21st December 2015 at 10am – 1pm in the New Boardroom, Crichton Hall,
Dumfries.
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Agenda Item 191
DUMFRIES AND GALLOWAY NHS BOARD
HEALTHCARE GOVERNANCE COMMITTEE
9 November 2015
9.30 a.m., New Board Room, Crichton Hall

Present:

Ms. Lesley Bryce
Mr. Jeff Ace
Prof. Hazel Borland
Dr. Angus Cameron
Dr. Ewan Bell
Mrs. Moira Cossar
Dr. Laura Douglas
Mrs. Gillian Stanyard
Mr. Bill Rogerson
Mrs. Elaine Ross
Dr. Milada Tavodova
Mrs. Alice Wilson

Non Executive Member (Chair)
Chief Executive
Nurse Director
Medical Director
Associate Medical Director
Chair – Area Clinical Forum
Non Executive Member
Non Executive Member
Lay Member
Infection Control Manager
Infection Control Doctor
Deputy Nurse Director

Apologies:

Mr. Phillip N. Jones
Mrs. Penny Halliday
Dr. Ken Donaldson
Mrs. Julie White
Dr. Andrew Carnon

Chairman
Non Executive Member
Associate Medical Director
Chief Operating Officer
Joint Interim Director of Public Health

In Attendance:

Margaret Johnstone
Maria McAuley
Joyce Reekie
Dr. Heather Currie
Linda McKechnie

E.A. to Nurse Director
Early Clinical Careers Fellowship
Head of Midwifery Services
Associate Specialist
Community Mental Health Nurse Manager

1.

Apologies for Absence
Apologies as noted above.

2.

Declarations of Interest
Nil.

3.

Minute of the meeting held on 14 September 2015
Approved.

4.

Matters Arising
Committee Membership
The Chair noted that a letter of resignation from the Committee had been
received from John Locke, Lead Clinician, Primary Care, who has made an
outstanding contribution and the Board Chairman has written to him
acknowledging this. The Chair highlighted the pressures on our General
Practitioners which will be reflected in the task of finding a replacement.
NOT PROTECTIVELY MARKED
Page 1 of 9

326

C.Diff Summit
The Nurse Director highlighted the “C.Diff Summit” planned for 20 November
2015.
5.

Action List
Updated action list discussed.

THEME: Patient Experience
6.

Risk Management Arrangements Update
The Nurse Director presented the paper highlighting the key messages in
relation to the structured process put in place to provide assurance around
patient care associated risk and risk management. She explained that the
Risk Executive Group had been established to focus on this activity and that
the Corporate Risk Register Group meets quarterly.
She drew the
Committee’s attention to two new risks, Adult Support and Protection/MAPPA
and Nursing and Midwifery Revalidation. She also highlighted the Terms of
Reference for the Risk Executive Group and the Risk Steering Group.
The Committee:
• Noted the report

7.

Healthcare Governance Corporate Risks
The Nurse Director presented an updated Healthcare Governance Corporate
Risk Register as at the end of September 2015.
The Committee:
• Noted the report

8.

Nutrition and Hydration Report
The Deputy Nurse Director presented the paper highlighting the Nutrition and
Hydration Strategic Group which will oversee the implementation and delivery
of NHS HIS Standards for Food, Fluid and Nutritional Care. She explained
that the standards had been updated at the end of last year therefore no
annual report had previously been submitted to the Committee. The Deputy
Director noted that the focus of the standards is not only on our hospitals but
also out in the Community and outlined some of the services which
Community Nurses could refer patients to. She went on to say that this is a
big piece of work but in the long term will result in less malnourished patients
being admitted to hospital. She highlighted the MUST (Malnutrition Universal
Screening Tool) tool and the Releasing Time to Care (RTC) work which is
ongoing has a more open approach with “Supported Mealtimes”.
The Chair of the Area Clinical Forum raised the issue of providing patients
with meals outwith the normal mealtimes when they had missed meals. The
Deputy Nurse Director assured that the Catering Department is more than
helpful in this respect, providing specific meals for dietary requirements on
request. The Department does close at 7 pm and sandwiches will be
provided after that time. In response to a Non Executive Member asking
about patient choice, special diets such as gluten free and how flexible are
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we in providing these requests the Deputy Nurse Director confirmed that
patients are asked for this information at the point of admission and their
needs are catered for.
The Infection Control Doctor highlighted the onset of winter and the “winter
vomiting group” and asked if plans were in place for this group of patients and
in care homes. The Deputy Nurse Director responded that this would fit in
with “Active Patient Care” and checks would be made every hour or so to ask
patients if there is anything they need. Active Patient Care has been
implemented in four local care homes. District Nurses do visit the homes but
not routinely. The Medical Director commented that he encourages GPs not
to send patients with D&V to hospital and to also check with the Pharmacists
that different medications are complementary to each other.
In response to a query from a Non Executive Member around weighing
patients the Deputy Nurse Director confirmed that weighing on admission is
ongoing in all areas of the Board although this is not always recorded but we
are generally good at this. A casenote audit is carried out every month and
reports go to Acute and Diagnostics Management Team. The Deputy Nurse
Director will include admission information in the next Care of Older People’s
Report for Committee. The Chief Executive commented that the piece of
work around weight on admission would be valuable in relation to malnutrition
as it is expected that poverty will continue to increase. He then highlighted
the half yearly compliance report asking about performance against other
Boards noting that there is a considerable deterioration in the last six months
to the previous six months. The Deputy Nurse Director responded that the
difference was due to having a Catering Dietician and a Nutrition Champion
in post for the previous six months when we did well but both posts ended.
The Catering Dietician post has just been appointed to as this is a critical post
for this work but the Nutrition Champion has not been replaced.
The Committee:
• Noted the report
STANDING ITEMS
9.

Patient Story
The Nurse Director explained that plans for the patient story had fallen
through at the last minute.

10.

Patient Experience Report
The Nurse Director presented the paper highlighting the Complaints
Performance Data, the very positive Patient Opinion activity and an overview
of complaints investigated by the Scottish Public Services Ombudsman
(SPSO). She noted that at the September meeting she had highlighted
significant improvement in complaints response activity reaching 100% at one
point and her ambition is that we maintain an improved trend, therefore, she
was disappointed to note that the response to complaints within 20 working
days during August 2015 was 57%. The response rate for September 2015
was 72%.
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The Nurse Director explained that there were delays in the August responses
due to holding more meetings with complainants and due to staff annual
leave which delayed statements.
Arrangements are in place that if
Consultants are absent for a number of weeks the Associate Medical
Directors will sign off responses and discuss with the Consultant on their
return. Two of the outstanding August complaints are the subject of
Significant Adverse Event Reviews and have been taken to the Quality and
Patient Safety Leadership Group.
In response to a Non Executive Member asking when the Associate Medical
Directors step in the Nurse Director confirmed that they make a judgement
call around how long the Consultant will be absent and the complexity of the
complaint but there are difficulties in single handed specialties. The Chief
Executive commented that he would be attending the Medical Staff
Committee as the Consultants are not happy when responses are sent out
before they have seen them. In response to the suggestion that it would be
helpful to have an understanding of the delays the Nurse Director explained
that the recently formed Complaints Quality Assurance Group would be
looking at the standard operating procedures around this and would be
reporting back to the Committee six monthly. The Medical Director described
a scenario around a recent complaint commenting that there should be a
clear process in place to ensure the draft response is seen by the people
involved before it goes for signing. The Nurse Director confirmed that this is
in place. Non Executive Members asked about staff offering apologies
personally within meetings with complainants/ families but it was noted that
the formal response is from the Board; compliments and positive feedback
and learning/reflection in training and development needs to improve staff
attitude and communication. The Nurse Director explained that work had
been done in relation to attitude and communications and these complaints
are now much less than those in relation to clinical treatment. The Patient
Experience Lead has been tasked with producing a framework to capture this
information and will report back through the Person Centred Health and Care
Committee.
In response to the Chair noting that two responses on Patient Opinion in
relation to Mental Health had not been so good and asking how were they
addressed the Nurse Director responded that email contact with the author is
made but on these two occasions no reply had been forthcoming.
The Committee:
• Noted the report
• Noted that CQAG would discuss procedures when it meets
10a

Complaints Quality Assurance Group Terms of Reference
The Nurse Director presented the Terms of Reference explaining that the
Group would report to the Committee six monthly.
The Committee:
• Noted the report
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11.

H.A.I. Report
The Infection Control Manager presented the paper noting that our SAB
target at the end of March 2016 is 26 and we currently have 22 cases. She
explained that we are still doing well compared to the rest of Scotland and
that this might be in relation to the ongoing good work being done around
contamination of blood cultures and reducing the risk of inappropriate
antibiotics. The Infection Control Manager noted the “C.Diff Summit” being
held on 20 November and explained that our highest incidence is in 15-64
year olds rather than the over 65s, noting that we are right to be concerned
but have made sustained improvements. She highlighted a slight increase in
incidence described in Sections 3 and 4 of the paper.
The Chief Executive noted the recently published HEI Report was very
positive, demonstrating a commitment to clean, safe care.
The Committee:
• Noted the report

INTERNAL REPORTS
12.

Breastcare Radiology Service Update
The Associate Medical Director presented the paper explaining that there is a
national shortage of radiologists and Boards are struggling to recruit to posts.
He highlighted the challenges facing the service, noted the limited progress
made in recruiting to a joint post with NHS Lothian and the various options in
place to sustain our local service. He commended the local team in
maintaining our service despite the challenges and requested the
Committee’s support for the proposed future actions noted in Section 3.6 of
the paper. The Chief Executive explained that the Chief Executives in the
West of Scotland are looking at our most fragile services and a piece of work
is going on but moving very slowly with a meeting being convened with the
Medical Directors in the West of Scotland in relation to what services are at
risk. Discussion took place in relation to the recruitment of locums via the
agencies.
In response to a Non Executive Member asking what was happening right
now the Associate Medical Director explained that two breast radiologists
from Aberdeen were visiting at weekends and using some of their annual
leave. The breast team are coming in a weekends to work with these doctors
as well as carrying out their regular hours during the week. This is on a
month to month basis and depends on availability.
The Chair requested that the Associate Medical Director pass on the
Committee’s thanks to our local Breast Service who are working under lots of
pressure.
The Committee:
• Noted the challenges, the limited progress made and the update
• Supported the future actions
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13.

Improving Patient and Carer Experience in Mental Health Services
The Community Mental Health Manager presented the paper explaining that
the Lead Nurse felt it would be more valuable to put this into the context of
service users and feedback to provide a high level overview of current pieces
of work. She explained that referral to independent advocacy is mandatory
for anyone detained under the Mental Health Act. She went on to say that it
is good practice to raise awareness of advocacy services and refer people
but we need to do a bit more work around this although we have a good
process in place with the local advocacy team regularly present in Midpark
Hospital for meetings and drop-in sessions for services users and
carers/families.
The Community Mental Health Manager noted that the process is developing
further through complaints to make this a bit more person centred by having
discussions initially to try to avoid situations where families with concerns
send letters back and forth and make telephone calls over a few weeks. The
advocacy team attend these discussions and the outcomes are very good.
She highlighted the Patient Safety Climate and Emotional Touchpoints tools.
Formal capacity monitoring is carried out locally and by the Mental Welfare
Commission. She went on to explain that in less formal situations information
in relation to advocacy is given to services users and this is an ongoing piece
of work around a checklist which will be a measure of quality. The
Community Mental Health Manager noted that currently a multi-disciplinary
group across all services involved meets on a regular basis to gather
feedback and that this process will be completed in the next few weeks and
will identify the key areas and where there are any gaps.
The Nurse Director highlighted the original question from a Non Executive
Member in relation to advocacy services in learning disability asking if there
were mechanisms in place to support vulnerable service users to access
those services. The Community Mental Health Manager confirmed that the
service does not commission one particular agency to provide advocacy for
people with a learning disability but provides information on a range of
supports that are available such as D&G Advocacy (which would tend to be
the main one) so that people have a choice of who/where they wish to source
support/advice/advocacy. Within Learning Disability Services there are selfadvocacy groups run by locality co-ordinators from the Local Authority but
these would not represent individuals as they are more of a facilitation
resource to support people to provide feedback on consultation document
etc.
The Community Mental Health Manager went on the explain that the
Learning Disabilities Service is part of an ongoing stocktaking and scoping
exercise which includes Carer Awareness Training; recording processes and
documents; capacity and consent with particular focus on learning disability
and dementia; Talking Mats Tool and Health Passports which has proved to
be really useful to the Mental Health Teams and will be developed in the
Community Mental Health Services as well.
The Medical Director highlighted the ECT annual audit in relation to capacity
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and consent asking for data about the rate of usage and if the process had
been changed in light of a recent legal case at NHS Lanarkshire and the
Community Mental Health Manager suggested that he contact the Consultant
Psychiatrist for this service.
The Committee:
• Noted the report
EXTERNAL REPORTS
14.

Perinatal Mortality Surveillance Report 2013
The Head of Midwifery Services highlighted new pregnancy loss protocols to
be developed for women and families. She explained that all losses are
reported to a number of national audits. This report “Mother and Babies:
Reducing Risk through Audits and Confidential Enquiries across the UK”
(MBRRACE-UK) is the Perinatal Mortality Surveillance Report for 2013 which
outlines stillbirths and neonatal deaths. The definitions used: stillbirth - baby
delivered at or after 24 weeks showing no signs of life, and neonatal – live
baby who died before 28 days after birth. The Head of Midwifery noted that
in 2013 NHS Dumfries and Galloway had eight cases of still birth and one
neonatal death, the main cause being placental insufficiency.
The Head of Midwifery highlighted the DATIX trigger list system which
provides consistency in reporting. Multi-disciplinary team reviews are held
monthly which look at cases, the lessons learned and changes are made to
guidelines and practice. Feedback is provided to staff involved in the cases.
Future plans include providing women and families with feedback on their
cases. Perinatal Mortality and Morbidity reviews are conducted and these
tend to be more in depth, more complex and involving members of staff who
we support through these reviews.
The Head of Midwifery Services noted that reports are routinely taken to the
Quality and Patient Safety Leadership Group (Q&PSLG) for consideration as
to whether a Significant Adverse Event (SAE) review is required. Intrapartum
stillbirth and death are also reported to Q&PSLG. Within the 2013 report, one
case went to SAE review.
The Head of Midwifery Services explained that the next MBRRACE-UK report
to be issued will focus on after 20 weeks.
The Associate Specialist explained that they had become aware of much
more work going on around the UK in relation to unexplained stillbirths and
research in relation to the placenta. This led to the implementation of
national pieces of work locally and we now have a very detailed risk
assessment carried out for every woman at the beginning with clear plans
and pathways identified for those at risk. She highlighted the Girth
Assessment Pathway (GAP) which is in place locally which shows differences
in assessments and we will be less likely to have complex still births. The
AFFIRM tool which shows fetal movements is also in place.
The Nurse Director highlighted previous discussions at Committee around the
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Morecambe Bay (Kirkup) Report and the processes we have in place in
relation to helping women and families to have a safe birth linking to risk
management etc which were absent in the Morecambe Bay report. She
noted that this report provides some assurance to the Committee and the
Associate Specialist explained that Professor Kirkup had visited Dumfries and
we have action plans in place which we are working through.
The Associate Specialist highlighted a motivational programme called
Optimum which includes advice on diet and exercise and explained that the
Nurse Consultant is starting this work with women who have a high BMI to
help them have the best possible experience they can have by making their
own choices.
In response to the Chief Executive asking if this service was mirrored in the
West of the region the Head of Midwifery confirmed that staff in Stranraer
have the same training as Dumfries staff and are using the same practices
and protocols.
In response to a Non Executive Member asking about support for women
who had lost babies before 24/20 weeks the Associate Specialist highlighted
the SANDs (Stillbirth and Neonatal Deaths) Group. She explained that a
post-mortem would be recommended but that not all women want this. The
Head of Midwifery Services highlighted the ongoing work in with the Maternity
and Children Quality Improvement Collaborative and the Early Years
Collaborative. She noted that the staff work very closely with SANDs and
that the Rainbow Room was furnished by SANDs.
The Head of Midwifery Services will share the NHS Dumfries and Galloway
summary with the Committee.
The Committee:
• Noted the report
ITEMS FOR NOTING
15.

Minutes of the Health Child Protection Committee – 12 August 2015
The minutes of the Health Child Protection Committee held on 12 August
2015 were noted.

16.

Minutes of the Infection Control Committee – 28 July 2015
The minutes of the Infection Control Committee held on 28 July 2015 were
noted.

Any Other Competent Business
17.

Briefing : Death in Prison Custody
The Service Manager highlighted the investigation of a death in prison
custody recently. The death is being fully investigated and will be the subject
of a fatal accident inquiry. The Prison Service has responded to the family’s
complaint and there will be staff meetings later this week.
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The Committee:
• Noted the report
18.

Dates for 2016
Dates of meetings for 2016 confirmed with a new starting time of 10 am.
The Chief Executive explained that this was Hazel’s last meeting and that she
had driven forward the administration of this Committee for several years,
noting his personal thanks and corporate thanks on behalf of the Board.

Date of Next Meeting
Monday 18 January 2016, at 10 am, New Board Room, Crichton Hall.
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