DUMFRIES AND GALLOWAY NHS BOARD
PUBLIC MEETING
A meeting of the Dumfries and Galloway NHS Board will be held at 10am on Monday 3 April
2017 in the Conference Room, Crichton Hall, Bankend Road, Dumfries.

AGENDA
Time

No

Agenda Item

Who

Attached /
Verbal

10.00am 1

Apologies

L Geddes

Verbal

10.05am 2

Declarations of Interest

P Jones

Verbal

10.10am 3

Previous Minutes

P Jones

Attached

10.15am 4

Matters Arising and Review of Actions List

P Jones

Attached

QUALITY & SAFETY ASSURANCE
10.20am 5
Improving Safety Reducing Harm in Primary E Docherty
Care

Attached

10.30am 6

Patient Experience Report

E Docherty

Attached

10.40am 7

Healthcare Associated Infection Report

E Docherty

Attached

10.50am 8

Safety Action Notice 16/03: Nasogastric Tube E Docherty
Misplacement: Continuing Risk of Death and
Severe Harm
Update on the Scottish Graduate Entry Medical A Cameron
School

Attached

11.00am 9

Attached

PERFORMANCE ASSURANCE
11.10am 10 Performance Report

J White

Attached

11.20am 11

Integrated Joint Board Update

J White

Verbal

11.30am 12

Equality and Diversity Specific Duties

C Sharp

Attached

11.40am 13

2017/18 Local Delivery Plan Submission

J White

Attached

FINANCE & INFRASTRUCTURE
11.55am 14 Capital and Infrastructure Update –
28th February 2017

K Lewis

Attached

12.05pm 15

Financial Performance Update – 11 Months to
28th February 2017

K Lewis

Attached

12.15pm 16

Revenue Financial Plan 2017/18 to 2019/20

K Lewis

Attached
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Time

No

Agenda Item

Who

Attached /
Verbal

Capital Plan 2017/18 to 2021/22

K Lewis

Attached

PUBLIC HEALTH & STRATEGIC PLANNING
12.40pm 18 Regional Planning Update

J Ace

Verbal

12.45pm 19

A Carnon

Attached

GOVERNANCE
12.50pm 20 Scottish Local Government Elections 2017: L Geddes
Guidance for NHS, Special and other National
Health bodies

Attached

12.55pm 21

Board Briefing

J Ace

Attached

1.00pm

Committee Minutes
• Audit and Risk Committee –
19th December 2016
• Performance Committee –
7 November 2016
• Performance Committee –
30 January 2017
• Staff Governance Committee –
23 January 2017

P Jones /
Committee
Chairs

Attached

P Jones

Verbal

12.30pm 17

22

Alcohol Brief Interventions in Dumfries and
Galloway

ANY OTHER BUSINESS
1.05pm 23

DATE AND TIME OF NEXT MEETING
24
• 5th June 2017 @ 10am – 1pm in the Conference Room, Crichton Hall,
Bankend Road, Dumfries
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Agenda Item 3

DUMFRIES AND GALLOWAY NHS BOARD
NHS Board Meeting
Minutes of the NHS Board Meeting held on Monday 6 February 2017 at 10am – 1pm in
the Conference Room, Crichton Hall, Bankend Road, Dumfries, DG1 4TG.
Minute Nos: 148-164
Present
Mr P N Jones
Mrs P Halliday
Mr R Allan
Mr J Beattie
Ms L Bryce
Mrs G Cardozo
Dr L Douglas
Mr R Nicholson
Mr J Ace
Mr E Docherty
Mrs K Lewis

-

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

In Attendance
Mrs J White
Ms C Sharp
Dr A Carnon
Dr K Donaldson
Mrs J Robson
Dr A Pearson
Mrs L Geddes
Mrs L McKie

-

Chief Officer
Workforce Director
Joint Interim Director of Public Health
Deputy Medical Director
Medical Education Director
Scottish Clinical Leadership Fellowship
Corporate Business Manager
Executive Assistant (Minute Secretary)

Apologies
Ms G Stanyard
Mrs L Carr
Dr A Cameron
Ms M McCoy

-

Non Executive Member
Non Executive Member
Medical Director
Joint Interim Director of Public Health

The Chairman welcomed Board Members to the NHS Board Meeting thanking other
colleagues for their attendance, noting the attendance of Dr Andrew Pearson, who is
currently undertaking the Scottish Clinical Leadership Fellowship, within the Health Care
Quality and Improvement Directorate of the Scottish Government.
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148.

Apologies for Absence
Apologies as noted above.

149.

Declarations of Interest
It was noted that no declarations of interest were put forward at this time.

150.

Minutes of meeting held on 5 December 2016
The minutes were approved as an accurate record of discussions, with no
amendments.
NHS Board Members approved the minute.

151.

Matters Arising and Review of Actions List
The Chairman presented the Actions List to members.
A Non Executive Member enquired whether the public meeting in Newton
Stewart had been held on Salaried Dental Services (Item 129 on Board Agenda
5 December 2016).
The Chief Executive advised that the meeting is still to be held and would
circulate the meeting date to NHS Board Members once confirmed.
Action: Chief Executive
NHS Board Members noted the Actions List.

152.

Acute Adult Patient Safety Programme
The Nurse Director presented the Acute Adult Patient Safety Programme Report
to Board Members, highlighting progress with phase 3 of the Acute Adult Scottish
Patient Safety Programme in Dumfries & Galloway.
In line with national and local changes the Acute Management Team (AMT) and
Patient Safety & Improvement Team regularly review and agree their safety &
improvement priorities.
It was noted that the Acute Programme aim to reduce the occurrence of pressure
ulcers by 50% before December 2017. Figures for confirmed cardiac arrests
remain stable since the initial drop, following the introduction of the Modified
Early Warning Score tool.
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Progress is continuing around the identification of sepsis in deteriorating patients,
with 95% of people with physiological deterioration receiving a structured
response and plan.
Ward 12 is currently testing an approach known as a ‘Structured Review’ to work
with patients and their families to agree a “Structured Response” plan of
treatment should the patient deteriorate.
It was noted that Phase 2 of the MEWS (Modified Early Warning Score) will be
underway over the next 6/8 months, which will encompass Midpark Hospital,
Cottage Hospitals and The Prison Service, with training underway prior to
implementation by the end of February 2017.

Improvements were noted in relation to the number of patients that receive
Sepsis 6 in one hour, with Improvement Teams working to explore and
understand the reasons behind those patients who show no signs of
improvement.
It was noted that there had been an excess of 300 days since the hospital had
acquired pressure ulcer, highlighting a predicated 50% reduction in pressure
ulcers by December 2017. The Nurse Director praised the Senior Charge Nurse
(SCN) and her team for improving outcomes for patients in their care.
In addition to the work around Catheter associated urinary tract infections, NHS
Dumfries and Galloway’s clinical teams are working with the Scottish Urinary
Tract Infection (SUTI) Network to support the data collection, which will help to
evidence impact on patient care.
A Non-Executive Member asked what protocols had been used in the selection
process to ensure that the changes made are delivering the results we are
looking for. The Nurse Director explained that by working with clinical teams to
reduce data collection, where appropriate, and utilise resources would provide
real time measures of patient safety.
A Non-Executive Member asked what were the main complexities and
challenges for medicines reconciliation. The Nurse Director confirmed that since
the development and introduction of an electronic medicines reconciliation
system the quality of medicines reconciliation on patient admission and
discharge had noted a significant improvement, noting that intervention is the key
priority to working through complexities.
The Chief Executive mentioned that HSMR have projected DGRI amongst the 8
Hospitals in Scotland that have achieved the 80% target since the
commencement of the project.
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NHS Board Members received the report, noting the progress with phase 3 of the
Acute Adult Scottish Patient Safety Programme in Dumfries & Galloway.
153.

Patient Experience Report

The Nurse Director presented the Patient Experience Report, asking NHS Board
Members to note the report, which gave an overview of the Board’s performance
for October and November 2016
It was noted that complaints remain consistent with a target of 70% of complaints
being responded to within 20 working days.
The Nurse Director advised that the top three categories of complaints received
by NHS Dumfries and Galloway for this reporting period remains consistent with
previous months and relate to clinical treatment, staff attitude and behaviour and
communication.
It was noted that Scottish Public Services Ombudsman (SPSO) had received five
new complaints and have requested copies of the Board’s complaint files and
supporting documentation.
Board members were made aware of the adoption of a lead agency approach by
local governance teams, which would run in parallel with the new Model
Complaints Handling Process.
Questions were raised around the staffing issues within the Complaints Team
and what processes are being put in place to resolve them. The Nurse Director
explained that staff slippage was due to a staff member returning their original
post within Acute and Diagnostics, leaving the Complaints Team with less ability
to respond to complaints. Although the recruitment of the new Patient
Experience Manager signified additional capacity to improve compliance with
timescales, issues have still be identified in the short term.
A Non-Executive Board Member asked whether the Board would need to readdress procedures prior to migration to new hospital. The Nurse Director
advised that the Board have engaged with General Managers on a proactive
approach over the last few months to access and understand processes and
capacity issues.
A Non-Executive Board Member asked whether there had been progress made
on volunteers for the new hospital. The Nurse Director confirmed that volunteers
had been recruited to commence training in September 2017.
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NHS Board Members noted:
•
the report, which provided an overview of the Board’s performance for
October and November 2016, key themes of formal complaints and
general feedback and learning and improvements, which have been made
as a result of patient and family feedback;
•

154.

the planned introduction of a revised Complaints Handling Procedure from
1 April 2017;

Healthcare Associated Infection Report
The Nurse Director presented the Healthcare Associated Infection Report, noting
in particular the position of NHS Dumfries and Galloway with regard to the
Staphylococcus Aureus bacteraemia (SAB) and Clostridium difficile (CDI)
Healthcare Associated Infection targets, which the Board remain on trajectory to
meet in spite of recent increase in cases.
It was noted that there had been two outbreaks of Norovirus affecting both
Annan Hospital and Ward 14.
Board members were made aware that there had been 7 SAB cases in
November and December 2016. Initial analysis suggest that the outbreaks could
have been caused by drug use, skin and soft tissue breaks.
Although November and December 2016 saw an increase in numbers of CDI
cases, the rolling quarterly average remains below target due to lower numbers
of cases during the summer months and represents some of the lowest figures
that have been seen in NHS Dumfries & Galloway since national reporting
began.
NHS Board members received the Healthcare Associated Infection report and
noted the Board’s position with regard to the SAB and CDI Healthcare
Associated Infection Local Delivery Plan targets.

155.

Graduate Performance Report
The Director of Medical Education presented the Graduate Performance Report
to Board Members, giving an overview of the progress that is being made in
supporting the development of a multi-site new Medical School.
The Director of Medical Education noted that due to her retirement in March 2017
it is vital that a GP be appointed for a fixed 12 month term as an “educational
development lead”, with the expectation that that person would take on one of
the mentor roles as soon as funding is available.
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A Non-Executive Member noted their interest in how the Board is encouraging
students within the community to access social and leisure cultures. The
Director of Medical Education advised that at present the Board had not engaged
with the West of Scotland University, although students would receive community
involvement and attend committees as part of their course.
NHS Board Members agreed that it would be beneficially to explore the setting
up of a Young Professional Group within Dumfries and Galloway to aid and
imbed students into the community.
The Chairman thanked the Director of Medical Education for her outstanding
achievements and for today’s presentation.
NHS Board members noted the progress to date in the development of a multisite new Medical School.
Mrs Jean Robson, Director of Medical Education left the meeting.
156.

Performance Report
The Chief Operating Officer gave a verbal update on the Performance Report to
Board Members, noting that Performance Reports to NHS Board would adopt a
one page format of reporting, which will be reviewed and approved by the
Integration Joint Board prior to coming to NHS Board on a quarterly basis.
It was noted that the Treatment Time Guarantee (TTG) performance has
continued to improve with figures sitting around 94% and Outpatient attendance
is showing 90%, which is above the Scottish average. Work is ongoing to
address Orthopaedic challenges with a 25% reduction in referrals.
NHS Board Members were made aware that there were gaps in the Orthodontic
Locum cover, however, further work is being undertaken to actively improve
cover required.
The Chief Operating Officer commended the Images Team for their excellent
radiology work over the last quarter.
An overall increase in cancer waiting times, with the 62 day target variable,
further work is being undertaken by the Acute Teams to reduce numbers going
forward.
A surge in Accident and Emergency (A&E) numbers was noted between
November 2016 and December 2016, mainly due to the elevated admission
rates. It was noted that the Deputy Medical Director and the Associate Director
of Allied Health Professionals were working with the Acute Teams through Staff
Huddles and Patient Flow meetings to improve the model of care.
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Elective cancellations reduced in percentage terms during this quarter, however,
there has been an increase in late discharges, further work is being undertaken
with Discharge Managers and Community Nurses to gain an understanding of
the reasons for the delays.
The Chairman highlighted that he had been invited to attend an Unscheduled
Care Working Group later this month, in order to see the work being undertaken
by the Acute and Diagnostics team to address a number of challenges regarding
Unscheduled Care across the system.
NHS Board Members thanked all staff for their hard work during the winter
pressures in the staff newsletter.
NHS Board Members discussed and noted the verbal report.
157.

Integrated Joint Board Report
The Chief Operating Officer gave a verbal update from the last Integrated Joint
Board meeting held on 26th January 2017, which had incorporated a Finance
Workshop, focussing on the budget process for 2017/18.
It was noted that the following recommendations had been made to IJB
members:
•
Approve that following the retirement of Moira Cossar, Laura Douglas has
been appointed as an NHS voting member of the IJB;
•
Lorna Carr has been approved in her role as Chair of the Area Clinical
Forum and sits on the IJB as a non-voting clinical member;
•
Note that Gill Stanyard, NHS Non Executive Board Member resigned from
her role as NHS substitute member of the IJB and will be replaced by
Lorna Carr in her role as NHS Non Executive Board Member;
The Chief Operating Officer explained that due to guidance around membership
the IJB were not able to approve Lorna Carr as both a voting substitute member
and also a non-voting member. A review of the membership options would be
undertaken and revised options presented to Board for endorsing before being
taken to the next IJB meeting for approval.
Action: Chairman / Corporate Business Manager
Discussions had been held at the Integrated Joint Board on the Equality
Outcomes Programme, with the Chief Operating Officer noting that she was
working with the Deputy Director of Workforce and the Service Development
Officer in the short term to gain assurances on efficiency capacities to give
foundations for further discussion.
NHS Board Members noted the verbal update.
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158.

Capital and Infrastructure Update – 31st December 2016
The Director of Finance presented the Capital and Infrastructure Update paper
to NHS Board Members for the period April - December 2016, highlighting that
allocations of £112.398m have been received from the Scottish Government
Health and Social Care Directorate (SGHSCD) to the end of December 2016,
with expenditure of £80.7m incurred by the end of 2016.
It was noted that an allocation £206k was received from the E-Health Directorate
of SGHSCD and has been included in the capital budget. The allocation was
noted as being £6k above the anticipated amount.
NHS Board Members:
•
noted the allocations received to date;
•
noted the capital expenditure incurred to date;
•
approved amendments to the capital plan;

159.

Financial Performance Report - Month
The Director of Finance presented the Financial Performance update for the
period up to 31st December 2016, noting the forecast position following the
Quarter 3 review.
The key financial risks for the Board continue to be the increase in high cost
drugs and overspend to external contracts with increased costs to Vascular
Services in Cumbria.
GP Prescribing on target for a break even position following the Quarter 3
Review, although may be required to use e-health funding to resource escalating
work to further support the current position.
It was noted that NHS Board Members would receive further details in relation to
the Financial Plan at the Performance Committee meeting at the beginning of
March 2017.
NHS Board Members were made aware that a Mid Year Review meeting with
Scottish Governance has been arranged for the beginning of March 2017, where
the focus of the meeting will be around the Board’s position on the scale of the
financial plan.
A Non-Executive Board Member asked whether there would be any additional
funding through Scottish Government. The Director of Finance explained that
Scottish Government had already fully allocated funds, noting that there would be
no further increase to allocations for 2017/18.
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NHS Board Members:
•
discussed and consider the paper, noting the financial position presented for
month 9 of the 2016/17 financial year;
•

noted the forecast position following the Quarter 3 review;

•

noted the financial settlement for 2017/18 and the impact on NHS Dumfries and
Galloway’s Financial Plan;

160.

Regional Planning Update
The Chief Executive gave a verbal update on Regional Planning to Board
Members, highlighting the Regional Strategic Plan for 2017/18 will be overseen
by one independent chair to fully establish and progress the development of the
strategy.
NHS Board Members noted the verbal update.

161.

Freedom of Information (Scotland) Act 2002 – Year End Review
The Corporate Business Manager presented the Freedom of Information
(Scotland) Act 2002 – Year End Review paper to NHS Board Members, noting a
13.5% increase since 2015 to the number of Freedom of Information (FOI)
requests received.
Of the 584 requests received in 2016, it was noted that only 12 requests for a
review of the initial response were received and no applications for review had
been received from the Scottish Information Commissioner for requests received
in 2016. However, 3 requests received in 2015 were investigated in 2016 and
links to the 3 reports on the Scottish Information Commissioners website were
noted within the paper.
The Corporate Business Manager highlighted that 37 breaches had been
recorded to the 584 responses issued, one of which was noted was more than 21
days beyond the 20 day legislative response date. An explanation was given to
the breach and confirmation of communication with the requester until the final
piece of information was issued was noted.
Board Members noted the report on the performance of and compliance with the
Freedom of Information (Scotland) Act 2002 for the 2016 calendar year.
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162.

Board Briefing
The Chairman presented the Board Briefing paper to NHS Board Members,
which raises awareness of events and achievements that have occurred within
the Board over the past 2 months.
The Chairman noted that in addition to the commitments to his role the following
engagements should also be noted:
•
an invitation from the Minister for Business, Innovation and Energy to
attend a meeting of key stakeholders in Langholm to discuss local
economic development opportunities on 3rd February 2017;
•

NHSScotland Senior Leaders Forum on 22nd February 2017; and

•

Co- producing the agenda and presenting at the Scottish Public Sector
Board Chairs Event on 28th March 2917;

The Chief Executive highlighted the “Japan Walking Challenge” for staff which
commenced on 1st February 2016 for four weeks. This new challenge will see
participating staff walking the distance from Kamakura to Himeji in Japan,
equating to 1,349,108 steps.
A Non-Executive Member highlighted the opening of a Dementia House in
Melbourne Court, Stranaer on 6th February 2017, noting that the house is full of
gadgets to help families care for relatives who are elderly or have dementia. The
aim is to help the most vulnerable people in our society live better, more
independent lives. The house has been set up by Loreburn Housing Association
and healthcare professionals.
NHS Board Members noted the report.
163.

Committee Minutes
The Chairman introduced the Minutes from various Board Committees to
NHS Board members asking the Lead Director and Committee Chair to highlight
any key points for noting:
•

Audit & Risk Committee - 19th September 2016
The Director of Finance presented the minute from the Audit & Risk
Committee meeting on 19th September 2016, which received an update on
the external Audit links with Audit Scotland and the services provided to
other NHS Boards in Scotland.
NHS Board Members noted the minute.
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•

Staff Governance Committee – 26 September 2016
The Workforce Director presented the minute from the Staff Governance
Committee meeting on 26th September 2016, where discussions were
held around the management of Sickness Absence.
NHS Board Members noted the minute.

•

Healthcare Governance Committee – 14 November 2016
The Nurse Director presented the minute from the Healthcare Governance
Committee meeting on 14th November 2016, which received an update on
the Healthcare Associated Infections.
NHS Board Members noted the minute.

•

Staff Governance Committee – 28th November 2016
The Workforce Director presented the minute from the Staff Governance
Committee meeting on 28th November 2016, where an update was given
on the progress that has been made against the Staff Governance
Standard, the 20:20 Workforce Vision and the Quality Strategy.
NHS Board Members noted the minute.

164.

Any Other Competent Business.
No items were put forward for discussion under this point on the agenda.

165.

Date of Next Meeting
The next meeting of the NHS Board will be held on Monday 3rd April 2017 at
10am – 1pm in the Conference Room, Crichton Hall, Bankend Road, Dumfries,
DG1 4TG.
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Agenda Item 4

Actions List from NHS Board – Public Meeting
Date of
Meeting
04/04/16

Agenda
Action
Item
22.
Update on Medical Staffing Issues

Responsible
Manager

It was noted that not all schools with the
region are able to deliver the appropriate
levels of science qualification required if a
medical career is being considered. The
Chief Executive agreed to liaise with the
Chief Executive at Dumfries and Galloway
Council to look at options around recruitment
in this field.
05/12/2016

125.

Current Status

Jeff Ace

A discussion has taken place in regard
to
this
item;
however,
further
consultation around the constraints
needs to be undertaken prior to further
actions being progressed to try to
resolve this concern.

Eddie
Docherty

An update on the impact of the initiative
on equality characteristics will be
presented back to Board in the next
Early Years Collaborative Progress
Report later in the year.

Early Years Collaborative Progress Report
A Non-Executive Board Member highlighted
that this initiative will have an impact on
several of the equality characteristics and
asked if the enough work was being
undertaken
around
attachment
and
implementation locally. The Nurse Director
confirmed that a national event has been
hosted and the Early Years Collaborative is
seen as a significant platform to promote this
piece of work. The Nurse Director confirmed
that he would bring further information in
relation to equalities back to Board within the
next progress report.
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Date
Completed

Date of
Agenda
Action
Meeting
Item
05/12/2016
126.
Equality & Diversity Update

Responsible
Manager

A Non-Executive Board Member asked for
more statistical information around the
provision of outreach clinics, in particular
around the gypsy community. The Workforce
Director agreed to liaise with Equality and
Diversity Lead to provide more detailed
information directly to the Non-Executive
Member.
05/12/2016

134.

151.

Caroline
Sharp /
Gill Stanyard

Statistical information is being sourced
by the Equality & Diversity Lead in
relation to the provision of outreach
clinics and will be presented directly to
Gill Stanyard.

Eddie
Docherty

An update on this item will be brought
back to Board following discussions at
the Volunteers Group.

Adult Cancer Services in Dumfries and
Galloway
A question, around the use of volunteers to
give emotional support to cancer patients, was
raised by a Non-Executive Member. The
Nurse Director confirmed that as yet this
option had not been discussed; however, he
would bring this to the next Volunteers Group
for consideration.

06/02/2017

Current Status

No date has been confirmed for the
initial discussions with the Volunteers
Group.

Matters Arising and Review of Actions List
A Non Executive Member enquired whether
the public meeting in Newton Stewart had
been held on Salaried Dental Services (Item
129 on Board Agenda 5 December 2016).

Jeff Ace

A date has still to be agreed in relation
to this meeting. Board Members will be
notified of the meeting information once
available.

The Chief Executive advised that the meeting
is still to be held and would circulate the
meeting date to NHS Board Members once
confirmed.
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Date
Completed

Date of
Agenda
Action
Meeting
Item
06/02/2017
157.
Integrated Joint Board Report

Responsible
Manager

The Chief Operating Officer explained that
due to guidance around membership the IJB
were not able to approve Lorna Carr as both a
voting substitute member and also a nonvoting member. A review of the membership
options would be undertaken and revised
options presented to Board for endorsing
before being taken to the next IJB meeting for
approval.

Phil Jones /
Laura
Geddes

Current Status

Alternative arrangements are being
worked through and will be presented to
Board in June 2017, for consideration
prior to being taken to the IJB meeting
in July 2017 for formal acceptance.
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Agenda Item 5

DUMFRIES and GALLOWAY NHS BOARD
3rd April 2017

Improving Safety Reducing Harm in Primary Care
Author:
Maureen Stevenson
Patient Safety and Improvement Manager

Sponsoring Director:
Eddie Docherty
Executive Nurse Director

Date: 13th March 2017
RECOMMENDATION
The Board is asked to note the work currently being progressed in Primary Care as
part of Scottish Patient Safety Programme.
A detailed report was reviewed by Healthcare Governance Committee at their March
meeting.

CONTEXT
The aim of the Scottish Patient Safety Programme in Primary Care is to reduce the
number of events which could cause avoidable harm from care delivered in any
primary care setting. In order to achieve that goal, Healthcare Improvement
Scotland and NHS Education Scotland have developed a range of tools and
resources to support those working within primary care to bring about a patient
safety culture within their teams.
We are currently working with teams in General Practice, General Dental Practice
and Care Homes.
Strategy / Policy:
In May 2010, the Scottish Government launched the Healthcare Quality Strategy for
NHS Scotland declaring its intention to put quality at the heart of all that the NHS
does for the people of Scotland. The Delivering Quality in Primary Care National
Action Plan set out the proposals for implementing the Quality Strategy in primary
and community care and included a key commitment to develop and implement a
Scottish Patient Safety Programme in Primary Care.
The Scottish Patient Safety Programme in Primary Care has been developed around
the following three work streams:
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1. Safer medicines: including the prescribing and monitoring of high risk
medications and developing reliable systems for medication reconciliation in the
community.
2. Safe and effective patient care across the interface by focusing on developing
reliable systems for handling written and electronic communication and implementing
measures to ensure reliable care for patients.
3. Leadership and culture using trigger tools (structured case note reviews) and
safety climate surveys
Organisational Context / Why is this paper important / Key messages:
•
•
•

•
•
•
•

The Scottish Patient Safety Programme in General Practice is coming to an
end. We are not as yet fully aware what will replace it.
The Pressure Ulcer Care Home Collaborative pilot will run until December
2017 Healthcare Improvement Scotland and ourselves will consider the
impact and learning before spreading to other care homes locally.
The Scottish Patient Safety Programme Dental Collaborative pilot comes to
an end in March 2017, the Patient Safety & Improvement Team will continue
to work with Consultant in Dental Public Health and Healthcare Improvement
Scotland to evaluate the impact of the collaborative and future spread to other
practices.
Patient Safety is everyone’s business and requires to be integral to how we
care, how we plan and how we manage services.
We are working towards integrating themes of work across Acute Care,
Community Care and General Practice to ensure seamless transitions of care
and information for patients.
We need to continue to grow capability in Quality Improvement within Primary
Care workforce and provide staff with space and support to learn if they are to
make improvements in care.
Staff involved in the safety programmes are to be congratulated for the
enthusiasm and dedication shown to improving care.

•
GLOSSARY OF TERMS
(AKI) Acute Kidney Injury
(GI) Gastro Intestinal
(HIS) Healthcare Improvement Scotland
(LES) Local Enhanced Service
(NSAIDs) Non Steroidal Anti Inflammatory Drugs
(PS&I) Patient Safety and Improvement
(QI) Quality Improvement
(SPSP) Scottish Patient Safety Programme
(SSKIN)Surface Skin Inspection Keep Moving, Incontinence and Nutrition
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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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Scottish Patient Safety Programme (SPSP) in Primary Care
Patients receive care from a range of primary care professionals including GPs,
community and district nurses, community pharmacy and dental practice teams, as
well as colleagues in out-of-hours and care home settings. We need to ensure that
primary care is safe and that patients don’t fall through the gaps as they move
across different parts of our health and social care system.
NHS Dumfries & Galloway are participating in the following SPSP’s in Primary Care:
•
•
•

General Practice
Dental Collaborative Pilot
Reducing Pressure Ulcers in Care Homes Improvement Programme

This report will highlight work that is progressing in each of these areas.

Primary Care Safety Programme
The aim of the SPSP in Primary Care is for all NHS territorial boards and primary
care clinical teams to be developing their safety culture and achieving reliability in 3
high risk areas by 2016. The focus of our work locally has been to improve
medication management across the interface between primary and secondary care
and to reduce harm from high risk prescribing.
Year one of the programme for Dumfries and Galloway came to an end on 31
August 2014. It focussed on Warfarin management.
Year two commenced in September 2014 and focused on Medicines Reconciliation.
Year three commenced in January 2016 and focused on High Risk Prescribing,
specifically patients who are over 65 who receive the ‘triple whammy’ medication
combination, and other combinations including Non Steroidal Anti Inflammatory
Drugs (NSAIDS).
The Local Enhanced Service (LES) aims to reduce harm by ensuring Safe and
Reliable Prescribing for Patients over 65 NSAIDs on repeat prescription, especially
when combined with other medicines. The LES aims to deliver high-level outcomes
across three areas:
•

•

Patient experience – increased awareness, involvement and joint decision
making regarding commencement and continuation of high risk drug
combinations. We believe that where patients are more involved in decisions
and awareness of their medication, they can take better care of themselves.
For example when patients become unwell, they may choose to stop and
restart their own medication, and potentially prevent complications possibly
leading to emergency admissions.
Primary care – opportunities to review medication combinations which may
result in reduced overall prescribing, reduced risk of upper Gastro Intestinal
(GI) bleeds and Acute Kidney Injury (AKI), and increased patient satisfaction.
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•

Secondary care - Reduced emergency admissions due to upper GI bleeds
and AKI.

Year 3 Progress:
Patient Experience: The LES incorporated the newly commissioned Medicine Sick
Day Rules cards, designed to empower patients to stop taking their medicines when
sick.

Patients prescribed high risk medicines should receive key messages by their GP or
practice staff at time of prescribing, and again at the time they collect their
medicines, the sick day rules cards reinforce the key messages.

Primary Care: 26 out of 34 practices participated in year 3 LES.
Practices ran system searches to identify patients who were prescribed the relevant
medicine combinations. Once identified, arrangements were made to review the
patients’ prescribing, and potentially change their medicines to reduce the likelihood
of AKI or upper GI bleeds.

Secondary Care Admissions: Outcome measures in terms of reduced admissions
have been difficult to assess as people can present with AKI or upper GI bleeds for a
variety of reasons. The impact is likely to be seen beyond the scope of the
improvement intervention as practices continue to improve reliability across core
process measures.
Measurement:
An aim was set to reach 95% compliance with the measurement bundle by the end
of the LES period (December 2016). All practices demonstrated improvement
towards this aim.
In addition to the improvement in process’ for patients on this high risk medication
combination we are also seeing the beginnings of a reduction of patients on this
combination which would reduce the risk overall.
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Lessons learned and next steps
As the three year programme draws to a close we and the national team at HIS will
take time to evaluate the impact and consider next steps however, we can draw
some conclusions that will help us to support future improvement work in General
Practice and Primary Care more broadly.
Early work to develop a culture of safety and improvement within practices has left a
legacy and capability around quality improvement to build on. This needs to be
sustained to ensure we retain the capability we currently have as people move on.
We must ensure education programmes and support are made available to the
Primary Care community, and that their leadership are able to support and enable
staff to access training in support of their improvement priorities.
Practices who have participated in the LES’s have been able to demonstrate the
impact of their improvement efforts through measurement which has generated
further enthusiasm and commitment from the practice team.
Capacity and recruitment challenges within General Practice did impact on practices’
ability to remain committed during year 3 of this programme.
The recent publication ‘Improving Together – A National Framework for Quality in
General Practice’ issued by Scottish Government this month gives a flavour of how
Boards, Health & Social Care Partnerships and GP Clusters might work collectively
to continuously improve the quality and safety of care offered to our citizens and to
improve the health and wellbeing of our population.
Locally Practice Quality Leads and Cluster Quality Leads have been identified. The
Patient Safety & Improvement Team is working with Deputy Medical Director Primary Care and others to understand how we might approach this.
We are waiting to see the details regarding the new GP contract and how it plans to
ensure quality improvement remains a core element of General Practice.
Dentistry in Primary Care Collaborative
The dental arm of the SPSP Primary Care programme seeks to embed quality
improvement processes into every day practice. Three NHS boards were selected to
participating in this 18 month collaborative:
•
•
•

NHS Fife
NHS Ayrshire and Arran; and
NHS Dumfries and Galloway.

The collaborative was initially due to run until December 2016 but this has been
extended to 31 March 2017. During this time, dental practice teams will:
•
•

Learn about improvement methodology
Pilot the use of tools and interventions to deliver safer, more reliable care
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•
•

Explore their safety climate by undertaking a safety climate survey, and
Share learning within their teams, within their NHS boards and with other NHS
boards.
Locally we have recruited a dentistry clinical lead, and four dental practice
teams, to work together on testing the tools and interventions. They are
supported by an Improvement Advisor and Project Officer from Patient Safety
& Improvement (PS&I) Team.

The collaborative aims to improve safety and reduce harm by:
•

•

Integrating a high quality Medical History into decision making with regard to
treatment planning. The project focuses effort on patients identified as being
at a higher risk, in relation to their medical history as well as current
medication.
Develop a culture within practices centred on safety & collaborative
improvement.

Progress to Date:
•
•

•
•
•

•

Each of the practices has been working on individual improvement
interventions designed to ensure that they have processes in place to
undertake a comprehensive medication history and risk assessment.
Locally we aim to reach 95% compliance with the measurement bundle by the
end of the pilot (March 2017). Practices have collected data since April 2016 –
with a high level of consistency. This has enabled them to link the impact of
their improvements to their measures. Practices are currently achieving >95%
compliance with process measures demonstrating significant improvement as
demonstrated on the chart overleaf.
Participation in a safety climate survey - 89% of staff across 5 local practices
participated, with follow-up actions identified and discussed within practice
teams.
Patients now have their medication history and risk status clearly linked to
their treatment plan, and recorded in the practice information system.
Dentists now discuss medical history with patients, informed through better
upstream collection of information, and evaluation of additional sources
including the Emergency Care Summary (summary of current medication as
per GP record).
Practice staff are collaborating more openly and have become more
comfortable to challenge practice. There is a heightened awareness of how
their roles directly influence patient safety.
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Lessons learned and next steps
•

•
•

•

Whilst the collaborative will run onto the end of March when a full evaluation
will be undertaken by Healthcare Improvement Scotland (HIS). Locally we are
seeing that patient safety in General Dental Practice can be improved by
practices working together collaboratively using a ‘breakthrough series’
approach, consisting of periods of education, time to work on improvement in
practice and facilitated learning sessions.
Measuring improvement using a consistent approach to data collection
maintains team motivation and drive.
At the end of the project we plan to produce a summary report encompassing
all local aspects of the pilot experience. This will include qualitative feedback
from the practice leads around how they feel things have changed within their
practices alongside the quantitative data.
In line with General Medical Practice, Dental payment structures and
contracts are to change. We expect that the pilot will feed into this approach
and influence how quality improvement may become part of regular practice
within dentistry in Scotland.

Reducing Pressure Ulcers in Care Homes Improvement Programme
Older people living in care homes are some of the most vulnerable people in society
and have a high risk of developing pressure ulcers. Pressure ulcers are an unwanted
complication of illness, severe physical disability or increasing frailty.
Building on the progress being made through the SPSP to reduce pressure ulcers
within acute hospital settings and ongoing improvement activities currently being
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delivered within care homes, an ambitious aim to reduce pressure ulcers across all
care settings by 50% was announced at the NHS Scotland event in June 2015.
Boards were invited to apply to Healthcare Improvement Scotland to participate in
the improvement programme and three Boards including NHS Dumfries & Galloway
were selected to participate in May 2016 with work commencing in July 2016.
Locally we have recruited 5 care homes to participate and have developed a local
steering group.
Our Aim is to reduce Pressure Ulcers in the 5 care homes by 50% by December
2017.
To achieve this we are:
• Supporting care home staff to understand and improve current care
processes to ensure their residents receive the best care to prevent and
manage pressure ulcers
• Promoting collaboration and communication across primary care, secondary
care and the independent sector by building relationships
• Building Quality Improvement capacity and capability to support improvement
work within care homes
• Working to improve reliability with risk assessment and care planning to
reduce the incidence of pressure ulcers in care homes
• Testing interventions and measures to reduce the incidence of pressure
ulcers
• Scoping resources available to support locality teams in understanding
pressure ulcer prevention, and
• Evaluating the impact of our work to understand how we might scale up and
spread to other care homes across our region.
Progress to Date:
• Local Steering Group Established and meeting regularly
• 6 care homes initially recruited, 5 remain committed to the improvement
programme
• First local Learning Event in November 2016, 2nd planned for March 2017
• All 5 care homes are currently generating ideas to test and building reliable
systems for measuring and monitoring pressure ulcer incidence.
• Members of the core steering group are in weekly contact with care homes,
supporting and coaching them on their improvement journey and ensuring
that learning is shared across our local collaborative and with the National
team.
Participating care homes are working together on two key areas to reduce incidence
of pressure ulcers:
• Identification of people at risk, through reliable use of risk assessment
tools, and
•

Care planning to reduce risk, by testing of the Surface Skin Inspection Keep
Moving, Incontinence and Nutrition (SSKIN) Care Bundle, a powerful tool that
defines and ties best care practices together
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Lessons Learned and Next Steps
This project is at an early stage but already we are seeing a difference in the
relationships with care homes who are keen to work with us to improve the health
and care of residents.
Staff within care homes are new to Quality Improvement (QI) methodology and
require regular coaching input from the steering group to gain confidence and
maintain momentum.
Conclusion
The Patient Safety Programme in Primary Care will continue to evolve and change
as the contracts for practitioner services are renegotiated nationally.
The PS&I team have had a reduction in resource available to support clinical teams
on the ground and have prioritised building improvement capability to maintain
momentum. We continue to work collaboratively with clinical educators, infection
control and management teams to collectively support staff to develop the
knowledge and experience to test out new ideas and ways of working that have the
potential to improve safety and reduce harm.
Working with contracted services and the independent sector adds a further
dimension which requires an ability to build and maintain effective relationships over
time.
Measurement is critical to ensure that the changes we make are delivering the
results we are looking for. The perceived burden of measurement can be a barrier
and we will continue to look for light touch solutions with an emphasis on providing
real time measures of patient safety.
Building improvement capability for clinical and care teams needs to be a continued
focus for 2017/8 to ensure we build on their good will and underpin this with an
understanding of improvement science. This is and will continue to be delivered
through structured learning events, improvement workshops and individual and team
coaching.
We have made inroads into exploring the potential of a truly collaborative approach
between acute, primary care and community programmes to improve patient safety
and experience wherever patients’ are within their care journey. Our workplan for
2016/17 reflects this.
In addition to identifying specific pathways and conditions where a focus could
reduce harm and improve outcomes we now understand that there are enablers for
delivering safe and effective care. These include:
•
•

building the capacity and the capability of the system in quality improvement
methodologies
effective communication
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•
•

effective management of care at transitions between services
effective Multidisciplinary Team working

The PS&I team will work with others across the health and care system to ensure we
support services and teams to address these key enablers.
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RECOMMENDATION

The NHS Board is asked to :
• note this report which provides an update on the activities of the Patient
Services team.
• note the planned introduction of a revised Complaints Handling Procedure
from 1 April 2017.
• note the Board’s complaints performance for December 2016 and January
2017 including key feedback themes and details of the resulting learning and
improvements.

CONTEXT
Strategy / Policy:
This paper demonstrates implementation of the Healthcare Quality Strategy (2010),
and Patients Rights (Scotland) Act (2012). The Board is required to adhere to the
Patients Rights (Scotland) Act (2012) with regard to seeking and responding to
patient / family feedback.
Organisational Context / Why is this paper important / Key messages:
Patient feedback provides key information about the areas where the Board is
performing well and those where there is need for improvement. It also assists the
Board in delivering our CORE values and remaining person centred.
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Key messages:
• Patient Services are delivering a number of improvement activities within their
key areas of responsibility.
• There has been reasonable progress within these key areas to date.
• The implementation of the new Complaints Handling Procedure (CHP)
scheduled for 1 April 2017 is on schedule.
• The Board continues to face some challenges around compliance with the 20
working day timescale for responding to complaints and remains below the
target of 70%.
• There is a plan in place to address these compliance issues as part of the
CHP implementation.

GLOSSARY OF TERMS
CHP Complaints Handling Procedure
SPSO Scottish Public Services Ombudsman
CCL Community Chaplaincy Listening
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MONITORING FORM
Policy / Strategy

Healthcare Quality Strategy
Person Centred Health and Care Collaborative

Staffing Implications

Ensuring staff learn from patient feedback in
relation to issues raised.

Financial Implications

Not required

Consultation / Consideration

Not required

Risk Assessment

Actions from feedback followed through and
reported to General Managers and Nurse
Managers who have a responsibility to take
account of any associated risk.

Sustainability

Not required

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

Corporate To promote and embed continuous improvement by
connecting a range of quality and safety activities to
deliver the highest quality of service across NHS
Dumfries and Galloway
Agreement Health inequalities

Commitment and leadership
Accountability
Responsiveness and consultation
Joint Working

Impact Assessment
Not undertaken as learning from patient feedback applies to all users
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1. Introduction
The Patient Services team are responsible for a number of areas of work including;
Spiritual Care, Volunteering, Patient Information, Patient Feedback and Public
Involvement. This report outlines the key activities of the team over the period
December 2016 and January 2017 and details planned improvement actions as well as
recent achievements.
2. Spiritual Care
The newly appointed Spiritual Care Lead is currently mapping out strategic needs and
priorities of support for patients, families and staff across NHS D&G. This has included
meeting with volunteers to establish their availability, if any, to support the expansion of
the spiritual care service and establishing contact with key Local Churches and
Interfaith Group.
The main focus and priority for 2017 for the Spiritual Care Lead will be to support the
Acute Sector as it readies itself to move to the new hospital building. However
whatever model of spiritual care support is developed, with the support of volunteers,
will be mirrored across Dumfries and Galloway.
Partnership working has been being developed with neighbouring Boards to share good
practice and resources, for example Dumfries and Galloway volunteers will attend
forthcoming Community Chaplaincy Listening (CCL) training in Ayrshire and Arran.
2.1 Bereavement Support.
Whilst this cannot be considered as a main priority for 2017 the Spiritual Care Lead will
ensure connections are maintained with any national work and support the direction of
any local progress. Future development involves scoping third sector support for
signposting of patients and staff and updating the Bereavement Support Policy.
2.2 Note of thanks.
Community Chaplaincy Listening within GP practices in Stranraer and Dalbeattie has
been supported by volunteers and overseen by Canon Robin Paisley for the past 2
years. Robin is now retired and is officially standing down from his NHS D&G volunteer
role with CCL and Value Based Reflective Practice. Thanks are due to Robin for
supporting this development over these past years and for ensuring continuity of service
during the recent Spiritual Care Lead vacancy period.
3. Volunteering
Board will be aware that there has been a six month scoping exercise to assist with the
preparation of the Feasibility Study for the new hospital and to refresh the Volunteering
Strategy. The table below outlines the baseline of volunteer roles in September 2016.
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Role

Number of volunteers

Welcome Desk

31

Breast Feeding Support & Maternity Link

31

MacMillan

12

Public Involvement Infection Control

9

Catering: Food Satisfaction Surveys

8

Spiritual Care

6

Ward Volunteers: Wards 15 & 18

6

Total

103

Agreement has been reached to test a different model of Volunteer Management and
refreshed volunteer roles. Resources have been identified to undertake a six month pilot
starting in Mid March 2017.
Wards 10 and 18 have been identified as pilot wards and new volunteers have been
recruited to these wards and as Welcome Guides. A new induction training programme
and information pack for volunteers has been developed and the Board is planning to
introduce the new NHS Volunteer Information System. The Volunteer Co-ordinator is
working with Scottish Health Council and Information Services to bring this to fruition.
The Volunteering Steering Group is currently undertaking self assessment against the
standards underpinning the Investing in Volunteering Award in preparation for
submitting for reaccreditation and this and the pilot of new roles and management will
underpin a refresh of the Volunteering Strategy.
4. Patient and Carer Information
NHS Dumfries and Galloway are currently conducting a review of all patient and carer
information leaflets. The aim of the review is to ensure that the information we share
with patients continues to be consistent and accurate.
The current focus is on the
review of information held and provided within Dumfries and Galloway Royal Infirmary
and the initial information gathering stage of this work is now well underway.
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Patient Services are also working closely with the project team for the new hospital to
assist with the delivery of the patient information elements of the project plan. This
includes looking at opportunities to provide patient and carer information in new and
dynamic ways.
5. Participation and Engagement Network
NHS Dumfries and Galloway greatly values public input and are keen to provide
opportunities for local residents to participate in the development, design and delivery of
our services. Working closely with a number of local partners, a Participation and
Engagement Network (PEN) has been formed so that members of the public can ‘sign
up’ to become more involved in local consultation and engagement activities.
Currently leaflets are being distributed to partners and local established groups in order
to begin promoting the new network and we have also written to members of the old
Public Partnership Forum (PPF) to invite them to join. There are plans to develop
online promotion of the PEN and the team is working towards developing resources for
that at the moment. A number of registration forms have been received in recent weeks
and a network of members is starting to build up. Whilst still in the initial development
phase, consultations from partners are welcomed and have already been distributed to
network members.
It is planned to continue developing the network to ensure that members feel valued
and positively engaged.
6. Patient Feedback
This following section provides a commentary and summary statistics on patient
feedback throughout NHS Dumfries and Galloway for the period December 2016 –
January 2017.
6.1 Patient Opinion
Patient Opinion is an online approach, actively supported by the Scottish Government,
which enables the public to provide and view feedback on the services they have
received. NHS Dumfries and Galloway received four Patient Opinion stories during the
period, all of which were positive.
Patient Opinion has a ‘sister site’ called Care Opinion which gathers stories about
patient and service user experiences with adult social care. In response to the
increased integration of health and social care services across Scotland, Patient
Opinion and Care Opinion are about to be merged into a single site and service. From 1
May 2017, the site will be called Care Opinion and will gather stories from everyone in
one place. Patient Services are developing a communications plan to better promote
Care Opinion to ensure that we are making best use of this positive resource.
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All NHS Dumfries and
www.patientopinion.org.uk.

Galloway

stories

are

available

to

view

at

6.2 Compliments
NHS Dumfries and Galloway received 27 formal ‘compliments’ during the period in
addition to those received by local teams and via Patient Opinion. This positive
feedback was largely around the caring and professional attitude of staff and the
excellent care and treatment received.
The Patient Services team plans to review how the organisation records positive
feedback in order that we can ensure we are capturing and learning from the vast
number of compliments received by frontline staff.
6.3 Complaints
Update on the NHS Scotland Model Complaints Handling Procedure
Patient Services have developed an action plan to ensure the effective implementation
of the new Model Complaints Handling Procedure (CHP). The CHP has been
developed by the Scottish Public Services Ombudsman to ensure a consistent
approach to complaints handling across public services in Scotland. NHS Dumfries and
Galloway will be implementing the new procedure from 1 April 2017 and are currently
on schedule to do so successfully. As part of the implementation plan, Patient Services
intend to introduce complaints training, quality monitoring, improved internal
performance reporting and a standardised approach to managing and responding to
complaints. All of these actions, paired with the new CHP, will help to improve
compliance with timescales.
More information on the changes to complaints handling in the NHS and wider public
sector can be found at www.valuingcomplaints.org.uk
Complaints Performance
Table 1 provides a summary of the number of formal complaints received in December
2016-January 2017 and the combined overall totals.
The figures provided demonstrate a ‘snapshot’ from Datix and may change slightly as
complaints are reviewed and updated.
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Table 1 Formal Complaints Data for Dec 2016-Jan 2017
Dec 2016
Complaints received
Complaints acknowledged in 3
working days
Complaints completed in 20
working days
Complaints not completed in 20
working days*
Complaints still ongoing
Complaints withdrawn
Outcome of Complaints
Upheld
Upheld in Part
Not Upheld
Complaints Transferred Out
Consent not received
Irresolvable - Expectation
*inc ongoing complaints

Jan 2017

28

Total

38

66

26

93%

32

84%

58

89%

14

50%

13

34%

27

42%

14

50%

25

66%

39

58%

5
3

18%
11%

19
0

50%
0%

24
3

34%
5%

4
1
14
0
1
0

14%
4%
50%
0%
4%
0%

5
0
9
0
1
0

13%
0%
24%
0%
3%
0%

9
1
23
0
2
0

14%
2%
37%
0%
3%
0%

The number of complaints received by the Board for this reporting period was 66 in
comparison to 77 for the two months previous. Typically between 30 and 40 complaints
are received per month.
The Board achieved 89% compliance across this reporting period for the percentage of
complaints acknowledged within the national target of 3 working days in comparison to
90% compliance for the last period. Compliance with acknowledgement timescales was
lower than average in December 2016 but improved in January 2017.
NHS Dumfries and Galloway have set a Board target of 70% for complaints to be
responded to within 20 working days. The percentage response time achieved for this
reporting period was 42%. This demonstrates a 1% improvement from the previous
reporting period of 41%, however remains significantly lower than the average for the
year to date of 60%. Performance against timescales was particularly poor in
December 2016.
Further interrogation of the data highlighted a number of contributing factors for this,
including the complexity of issues raised, staff availability, operational pressures and in
some cases, the requirement to place the complaints procedure on hold in order that
another process could take place. Furthermore, there were a number of cases where
resolution meetings were arranged and due to the timescales in co-ordinating these it
was not always possible to meet the 20 working day response time.
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A recent review of the information in Datix has identified that there are some
inconsistencies with how complaints are recorded. An action plan is in place to address
this to ensure that the information captured demonstrates an accurate and timely
reflection of complaints data.
6.3.1 Complaints Data
Figure1: Number of complaints received and completed in 20 working days Feb
2016 - Jan 2017

Figure 2: Complaint Response times – Feb 2016 - Jan2017

6.3.2 Complaints by Directorate
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Table 2 Number of Complaints by Directorate and responded (%) in 20 working
days

Acute and Diagnostic
PCCD
Prison
Women & Children
Corporate
Mental Health
Operational Services
Totals:

Total
27
2
5
1
2
0
1
38

Dec 2016
Resp.
5
2
5
0
0
0
1
13

%
19%
100%
100%
0%
0%
100%
34%

Total
16
3
4
3
1
1
0
28

Jan 2017
Resp.
%
7
44%
1
33%
4
100%
2
67%
0
0%
0
0%
0
14
50%

*Corporate (inc Finance, Medical, NMAHP, Public Health, Strategic Planning, Workforce
Directorate)
6.3.3 Breakdown of Complaints by Category
Complainants may raise multiple issues. The top three categories of complaint received
by NHS Dumfries and Galloway for this reporting period remains consistent with
previous months and relate to clinical treatment, staff attitude and behaviour and
communication (verbal).
Table 3 Complaint Issues by Category
Dec 2016
Clinical Treatment
20
Staff communication (verbal)
3
Staff attitude and behaviour
6
Waiting time for date for
appointment
7
Staff communication (written)
0
Other
6
*Total may vary from number of complaints

Jan 2017
57
15
2

Total
77
18
8

9
1
8

16
1
14

These categories are consistent with national themes. Communication issues are
mainly related to verbal communication between staff and patients and/or relatives. In
many cases the complaints about staff attitude are linked to a perception of whether or
not information was appropriately communicated or received.
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6.3.4 Improvement Actions
From 1 April 2015 Information Services Division (ISD) has requested additional data
from NHS Boards in relation to the actions taken to ensure learning and improvements
are made as a result of complaints. Action codes have been agreed across NHS
Scotland and have been made mandatory from 1 April 2015. Any complaint which has
been upheld or partially upheld must record the action the Board are taking to ensure
learning and improvement.
Figure 5 details the Improvement actions taken as a result of all complaints received,
including those that were not upheld, for the reporting period.
Figure 5: Improvement Actions taken

6.3.5 Scottish Public Services Ombudsman Complaints
Individuals who are dissatisfied with NHS Dumfries and Galloway’s complaint handling
or response can refer their complaint for further investigation to the Scottish Public
Services Ombudsman (SPSO).
The SPSO have advised us that four new complaints have been raised with them in this
reporting period and they requested our complaints files and supporting documentation
in order that they could consider these further. We have been advised that three of
these complaints are progressing to an investigation. We received no Decision Letters
during the period.
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7. Reports to the Procurator Fiscal
We have been advised that the Procurator Fiscal is conducting an investigation in to
one complaint that was received by the Board in this reporting period. We are currently
awaiting the outcome of the Procurator Fiscal’s investigation.
The Medical Director meets with the Procurator Fiscal regularly with regard to any other
issues or cases outwith complaints.
8. Conclusion
The Patient Services team are undertaking a significant amount of improvement activity
to identify and implement best practice within their remit. Whilst the team are
supporting the Board to deliver a number of positive areas of work, there is much scope
to improve.
Particularly around how the Board manages and learns from patient
feedback. The Patient Services team have clear plans to deliver these improvements
and will ensure the Board remain updated on progress through regular reporting.
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Date: 21st March 2017
RECOMMENDATION
The Board is asked to receive this Healthcare Associated Infection report and note in
particular the position of NHS Dumfries and Galloway with regard to the SAB and
CDI HAI LDP targets.

CONTEXT
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 Staphylococcus aureus bacteraemia (SAB) target has been exceeded.
•
The Clostridium difficile infection (CDI) target is likely to be met and we have
the lowest numbers of CDI that has been seen in the NHS Dumfries & Galloway
since mandatory reporting has been in place
•
Compliance with MRSA screening is 97%
•
The Healthcare Environment Inspectorate (HEI) completed an unannounced
inspection of Galloway Community Hospital 1-2 March. A formal report will be
published 11 May.
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GLOSSARY
AOBD CDI HAI HPS HEI IVDU MSSA MRSA SAB TOBD -

Acute Occupied Bed Days
Clostridium difficile Infection
Healthcare Associated Infection
Health Protection Scotland
Healthcare Environment Inspectorate
Intravenous Drug User
Meticillin Sensitive Staphylococcus Aureus
Meticillin Resistant Staphylococcus Aureus
Staphylococcus aureus bacteraemia
Total Occupied Bed Days
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MONITORING FORM
Policy / Strategy Implications

Healthcare Quality Strategy
Achievement of HAI LDP targets

Staffing Implications

Nil

Financial Implications

Nil

Consultation

Update paper only consultation not required

Consultation with Professional Update paper only.
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 Staphylococcus aureus bacteraemia target has been exceeded.
The Clostridium difficile infection target is likely to be met and we have the
lowest numbers of CDI that has been seen in the NHS Dumfries & Galloway
since mandatory reporting has been in place.
Compliance with MRSA screening is 97%.
The Healthcare Environment Inspectorate (HEI) completed an unannounced
inspection of Galloway Community Hospital 1-2 March. A formal report will be
published 11 May.

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
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Figure 1- Local data

The first 3 quarters of 2016 demonstrate a downward trend in the SAB rate.
However, the last quarter has seen a significant increase in the number of cases and
this now means that the local delivery plan target will not now be met.
All cases are subject to review by the Infection Control Doctor and Infection
Prevention and Control Team and if there are any actions identified that can be
taken to prevent a similar infection then these are taken forward with clinical teams
and this detail is provided to the Board’s Infection Control Committee and Healthcare
Governance Committee.
It is important to note that the numbers reported are for all blood culture samples
tested by the DGRI microbiology laboratory that are positive for Staphylococcus
aureus. This includes infections that have originated in primary care settings and
many of these cases have had no recent contact with healthcare. Recently there
have been a number of cases occurring in intravenous drug users who have no
contact with services.
Figure 2
NHS D&G Monthly SAB performance
Cases per 1000 AOBDs
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Figure 3
Number of SAB Cases by Year 1st April to 31st March
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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
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Figure 4- Local data

These are the lowest figures for Clostridium difficile Infection that NHS Dumfries &
Galloway has had since mandatory surveillance began.
NHS Scotland has seen a real reduction in cases of CDI and this has been the result
of a multi modal approach to HAI prevention spearheaded by the hand hygiene
campaign in 2007 and complemented by initiatives to optimise antibiotic use,
improve compliance with Standard Infection Control Precautions and general
hospital cleanliness.
Figure 5

3. MRSA Screening
Compliance with MRSA screening policy is audited and reported nationally each
quarter. Compliance is required to be above 90% to ensure that targeted screening
as effective as universal screening.
The latest audit results reported nationally, quarter three; show NHS Dumfries &
Galloway at 97%.
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4. HEI Inspection Galloway Community Hospital
An unannounced inspection took place 1-2 March.
This was the first inspection of GCH completed against the new HAI standards
published in February 2015.
A formal report will be published 11 May.
5. Conclusion
Across NHS Scotland as a whole there is recognition that the SAB target is a stretch
target and may not be met by many NHS boards. It remains a goal we seek to reach
and whilst the local target has been missed for this year it is an improvement on last
year.
To see the lowest rates of CDI in NHS Dumfries & Galloway since mandatory
reporting commenced is a real achievement and should be celebrated.
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NHS Dumfries and Galloway Board report card
Staphylococcus aureus bacteraemia monthly case numbers
Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

0
5
5

0
2
2

0
2
2

0
1
1

0
2
2

0
2
2

0
2
2

0
3
3

0
2
2

1
4
5

0
6
6

0
4
4

MRSA
MSSA
Total SABS

Clostridium difficile infection monthly case numbers

Ages 1564
Ages
65
plus
Ages 15
plus

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

0

1

0

1

1

1

0

1

2

1

1

0

3

2

6

1

1

0

3

2

3

4

0

3

3

3

6

2

2

1

3

3

5

5

1

3

Cleaning Compliance (%)
Board
Total

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

97.4

98.2

97.1

98.0

96.9

96.2

98.0

97.9

97.8

97.3

97.1

97.4

Estates Monitoring Compliance (%)

Board
Total

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

99.4

99.3

99.6

99.9

99.5

99.3

99.7

99.7

99.9

99.6

99.8

99.6
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NHS HOSPITAL REPORT CARD - DGRI
Staphylococcus aureus bacteraemia monthly case numbers
Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

0
5
5

0
2
2

0
2
2

0
1
1

0
2
2

0
2
2

0
2
2

0
3
3

0
2
2

1
3
4

0
6
6

0
4
4

MRSA
MSSA
Total SABS

Clostridium difficile infection monthly case numbers

Ages
64
Ages
plus
Ages
plus

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

15-

0

1

0

0

1

0

0

1

0

0

1

0

65

1

2

3

0

0

0

3

2

2

2

0

2

15

1

3

3

0

1

0

3

3

2

2

1

2

Cleaning Compliance (%)
Board
Total

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

95.4

95.0

96.0

96.1

94.9

95.3

96.5

95.7

95.3

95.5

96.3

95.7

Estates Monitoring Compliance (%)

Board
Total

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

97.8

98.5

98.9

98.9

98.8

99.6

99.5

99.3

99.6

99.5

99.8

99.5
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NHS HOSPITAL REPORT CARD – Galloway Community Hospital
Staphylococcus aureus bacteraemia monthly case numbers
Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

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
1
1

0
0
0

0
0
0

MRSA
MSSA
Total
SABS

Clostridium difficile infection monthly case numbers

Ages 1564
Ages 65
plus
Ages 15
plus

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

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

Cleaning Compliance (%)
Board
Total

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

98.6

95.5

94.7

95.5

94.1

94.5

93.4

97.2

96.2

96.0

96.4

98.2

Estates Monitoring Compliance (%)

Board
Total

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

100

98.7

98.5

99.6

98.3

98.2

98.8

98.7

99.1

99.5

99.2

99.1
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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

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

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
Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

65

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

15

0

0

0

0

0

0

0

0

0

0

0

0

Ages 15-64
Ages
plus
Ages
plus
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NHS OUT OF HOSPITAL REPORT CARD
Staphylococcus aureus bacteraemia monthly case numbers
MRSA
MSSA
Total
SABS

Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

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
Mar
2016

Apr
2016

May
2016

Jun
2016

Jul
2016

Aug
2016

Sep
2016

Oct
2016

Nov
2016

Dec
2016

Jan
2017

Feb
2017

65

0
2

0
0

0
3

1
1

0
1

1
0

0
0

1
0

2
1

1
2

0
0

0
1

15

2

0

3

2

1

1

0

1

3

3

0

1

Ages 15-64
Ages
plus
Ages
plus
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Agenda Item 8

DUMFRIES and GALLOWAY NHS BOARD
3rd April 2017

Safety Action Notice 16/03: Nasogastric Tube Misplacement:
Continuing Risk of Death and Severe Harm
Author:
Alice Wilson
Deputy Nurse Director

Sponsoring Director:
Eddie Docherty
Executive Nurse Director

Date: 13th March 2017

RECOMMENDATION
The Board is asked to note the assurance process in response to Safety Action
Notice 16/03: Nasogastric Tube Misplacement: Continuing Risk of Death and Severe
Harm.

CONTEXT
Strategy / Policy:
This paper demonstrates the Board’s compliance with Safety Action Notice 16/03:
Nasogastric Tube Misplacement: Continuing Risk of Death and Severe Harm
Key Messages:
Healthcare Governance Committee received a self assessment and action plan in
March 2017.

GLOSSARY OF TERMS
(HCGC) Healthcare Governance Committee
(NMAHP) Nursing and Midwifery Allied Health Professions
(SAN) Safety Action Notice
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MONITORING FORM
Policy / Strategy

Management of Safety Action Notices

Staffing Implications

Nil

Financial Implications

Nil

Consultation / Consideration

Not required although advice sought

Risk Assessment

No formal risk assessment required

Sustainability

Not applicable

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate Corporate Objective 2

Agreement Not applicable

Governance and
management

accountability

Impact Assessment

Not applicable
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performance

Background
In October 2016 National Services Scotland published a Safety Action Notice (SAN)
(Appendix 1) based on a Patient Safety Alert issued by NHS Improvement in
England.
The SAN was highlighted to Healthcare Governance Committee (HCGC) at the
November meeting, outlining the key requirements, dates for completion and
timescale for reporting back to committee.
The SAN requires the Board to:
1. Identify a named Executive Director who will take responsibility for the
delivery of the actions required in this alert.
2. Using the resources supplied with the alert, undertake a centrally co-ordinated
assessment of whether the organisation has robust systems for supporting
staff to deliver safety-critical requirements for initial nasogastric and orogastric
tube placement checks.
3. If the assessment identifies any concerns, use the resources supplied with
this alert to develop and implement an action plan to ensure all safety critical
requirements are met.
4. Share this assessment and agree any related action plan within relevant
commissioner assurance meetings.
5. Share the key findings of this assessment and the main actions that have
been taken in the form of a public board paper.

Progress
All of the actions within the SAN have been taken forward.
The named Executive Director with responsibility for delivery of the actions is the
Nursing, Midwifery and Allied Health Professional (NMAHP) Director.
An assessment has been undertaken and presented to HCGC (March 2017). HCGC
is satisfied that the steps taken in addressing SAN give assurance that the Board
has addressed the main actions.
This paper to Board completes the actions within the required timescale.
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Agenda Item 9

DUMFRIES and GALLOWAY NHS BOARD
3rd April 2017

Update on the Scottish Graduate Entry Medical School
Author:
Dr Jean Robson
Director of Medical Education

Sponsoring Director:
Dr Angus Cameron
Medical Director

Date: 23rd March 2017
RECOMMENDATION
The Board is asked to note this development, which though only modest in size, has
considerable potential to aid recruitment to local General Practice – though the full
impact will not be felt for several years.
Dumfries & Galloway is a founding partner in the development of a Scottish
Graduate Entry Medical School.

CONTEXT
Strategy / Policy:
This paper supports a number of local and national policies and strategies to
enhance the sustainability of medical staffing.
Organisational Context / Why is this paper important / Key messages:
NHS Dumfries & Galloway has been working with St Andrews University, Dundee
University, NHS Fife and NHS Highland to deliver the Scottish Government’s
commitment to develop a Graduate Entry Medical School.
Delivery of this project should increase recruitment in the short-term, and in the
much longer term.
The Medical School is being structured so as to educate rural General Practitioners
GLOSSARY
ScotsGems
NHS
GP
D&G
GMC
ACT

-

Scottish Graduate Entry Medical School
National Health Service
General Practitioners
Dumfries and Galloway
General Medical Council
Additional Cost of Teaching (Finance)
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MONITORING FORM
Policy / Strategy

Supports sustainability of medical staffing

Staffing Implications

Only imminent implication relates to sessions for
development prior to April 2018.
In the short & longer term this development should
aid recruitment

Financial Implications

The exact detail is not yet clear: The unfunded
elements consist of development prior to April 2018
(maximum cost of £20,000) and costs for up to 16
student’s travel and accommodation

Consultation / Consideration

Regular collaboration with all stakeholders,
especially St Andrews and Dundee University
Awareness raising only

Risk Assessment

There remains a risk that we do not have enough
capacity in General Practice to sustain teaching

Sustainability

Not applicable

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate High quality, sustainable services

Agreement Not applicable

If this enhances recruitment this will be of
enormous value

Impact Assessment
The Universities have policies on supporting students with characteristics protected
under discrimination law: we will follow these to ensure that our portion of the training
does not present barriers to any potential students.
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Introduction:
Recruitment to rural primary care positions has been shown to be challenging across
most developed counties. This has followed on from the declining populations in
more rural areas, and a move amongst university level younger adults to move to
city areas and remain close to the University they trained in. There is a prevalent
view amongst students and young doctors that General Practice in rural areas has
considerable draw-backs, including lower remuneration, employment challenges for
spouse, reduced educational opportunity for children, professional isolation,
increased out of hours commitment (not an issue in Dumfries & Galloway) and a
greater range of service requirement including care of in-patients, minor injuries, out
of hospital emergency care etc. Living within the community served has been
traditionally seen as life-enhancing, but this connection with the community served is
not seen as so positive by younger doctors.
Evidence from across the world suggests there are a number of factors that have a
positive impact on a young doctor making a career choice to move to rural general
practice:
•
•
•
•
•
•

Recruitment to medical schools of students from rural areas.
Inclusion of rural GP components in medical school curricula
Schools with a mission to train rural physicians
Medical schools sited outside capital cities and other major towns
Quality primary care blocks, delivery by excellent tutors
A school where general practice is portrayed as a valuable, respected and
intellectually challenging career (Longitudinal clerkship programmes (where
students are attached to one unit for prolonged periods developing learning
based on patient journeys) are one method of delivering this.)

Dundee and St Andrews Universities, working in partnership with NHS D&G and
NHS Highland have been granted approval to develop a graduate medical school,
which aims to recruit and deliver a curriculum which meets the needs of rural
recruitment. The plan includes significant time spent in rural Scotland, and hopes to
build on the longitudinal clerkship approach, which is currently being piloted in NHS
D&G and Highland.
Throughout the developmental process there has been a willingness from the
medical schools to work with service leads to develop a curriculum where:• a full spectrum of material is covered to an equal standard for all learners
• students are encouraged to learn wherever appropriate learning opportunities
can be offered
• students are facilitated in becoming embedded in communities outside the city
The resulting proposal, has the potential to offer the learners an excellent
experience, whilst using sites remote from the centre. We are confident that as
experience of delivering education in remote sites, with enhanced electronic
communication grows, this course will offer the opportunity for further development
of rural input.
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Involvement, as a partner organization, in a medical school delivering an innovative
undergraduate programme where some of our doctors are integral to the delivery
and planning could have benefits far in advance of the completion of training of the
students in the first cohort. It will provide opportunities to meet the career aspirations
of GPs who wish to develop an academic arm to their career, and promote the vision
of general practice as a stimulating environment amongst all secondary care staff,
trainers and trainees, which could further enhance probability of recruitment to
current GP and consultant posts. Development of teaching within the Galloway
community hospital would be anticipated to improve the attractiveness of rural
hospital doctor posts.
Current Situation
Curriculum
A draft curriculum has been developed for submission to General medical Council
(Feb 2017). The curriculum can be summarized as follows:Year 1:

Based centrally in St Andrews/Dundee.

Year 2:

Students study in blocks of 6 weeks in a series of areas. These blocks
will be delivered contemporaneously to students in Fife, Highland and
Dumfries and Galloway. The blocks will be innovative, lead by a
community clinician (GP or consultant with large community
responsibility). In addition to community orientated teaching and
experience, students will have short attachments to a wide range of
departments, including departments with significant community focus –
eg: A&E, Sexual health, Community paediatrics, Mental Health.

Year 3:

Students in Dumfries and Galloway will be based in a general practice
for the year, learning by seeing unselected patients and following
patients into secondary and, importantly, social care.

Year 4:

Preparation for practice. Details are still to be agreed.

ScotGEM aims to deliver a large proportion of teaching in the community, including
in community hospitals. Students currently ave some exposure to community
hospitals, and The Galloway Community Hospital, but these settings are considered
an underused resource.
Student Numbers
It is anticipated that 8 students per block in year 2, and 8 per year in year 3 will study
in D&G
Teaching Staff
Two GP Student mentors (part time) will be required to support students. It is
anticipated that funding will be available to appoint these from April 2018.
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Eight GP student tutors will be required to teach in their practices from September
2019.
In anticipation of this work is ongoing to develop teaching capability in more
practices
Teaching delivery will be required in departments when students visit for extra
learning.
Galloway Community Hospital will provide excellent resource for teaching and could
provide one of the mentors in the future (this might provide additional attractiveness
to a post)
Accommodation
It is anticipated that one block of the current medical staff residence will be retained
to provide accommodation in East D&G. It is anticipated that students in the West
will use the new accommodation under development with the council.
Impact on Current Activities
Students on the ScotGEM course will largely be following a very different curriculum
from other students that are taught in D&G, and will largely be involved in community
facing departments. Secondary care teaching will be impacted upon very little, but
where there is requirement to deliver sections in medicine or emergency medicine
should this overlap with Glasgow student blocks it may be necessary to drop one
block per year of Glasgow students.
This would be cost neutral as both groups would be funded.
Development Requirements
Negotiations have been fairly intensive over the last 6 months and increasingly over
the next 12 months there will be requirements for negotiations with many
departments to prepare for delivery of the curriculum.
Following the retirement of our Director of Medical Education we have not managed
to appoint a successor. In order to progress the work of developing the course locally
it will be advisable to have an experienced GP appointed soon for a fixed 12 month
term, with the expectation that that person would take on one of the mentor roles as
soon as funding is available. (April 2018). Since ScotGEM is a major part of the
work that is being undertaken to improve recruitment to GP training, but which also
involves working with D&G council education department to improve recruitment of
pupils to medical school, and optimization of experience available to doctors in
training of primary care.
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Conclusion:
This is a development that will take time to produce benefits, but it has great
potential to increase the recruitment of doctors to primary care, both initially by
attracting GPs with an interest in teaching, and it the longer term by producing
doctors who are familiar with the area, and have had an excellent education in all
aspects of Primary Care.
The Board is asked to support this development.
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Agenda Item 10

DUMFRIES and GALLOWAY NHS BOARD
3rd April 2017

Performance Report
Author:
Ananda Allan
Performance and Intelligence Manager

Sponsoring Director:
Julie White
Chief Operating Officer

Date: 22nd March 2017

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

CONTEXT
This is the third quarterly Performance Report which provides information for the
period 1st October to 31st December 2016 and covers a range of performance
indicators.
Work is ongoing to include all of the 73 indicators within an automated system with
the ability to generate performance reports.
In addition to the quarterly performance report which has been presented to the
Integration Joint Board Performance and Finance Committee, also attached is the
one page At a Glance report for NHS Board Members on the key performance
indicators within this Report.
Strategy / Policy:
Waiting Times/Patient Access.
Public Bodies (Joint Working) (Scotland) Act
Organisational Context / Why is this paper important / Key messages:
This report provides information on the Quarter 3 from 1st October to the 31st
December 2016, on performance against a range of indicators. These indicators
relate to the commitments contained within the Integration Joint Board’s Strategic
Plan for Health and Social Care, which, in turn, relate to the nine national outcomes.
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GLOSSARY OF TERMS
HEAT

-

ED
MDT
DNA
TTG
AMU
MRI
OMFS
DGRI
GCH
LUCAP
AHP
MSK
HMB
WTE

-

Health Improvement, Efficiency, Access and Treatment ‘Quality and
Patient Experience
Emergency Department
Multi-disciplinary Team
Did not attend
84 Day Treatment Time Guarantee
Acute Medical Unit
Magnetic resonance imaging
Oral and Maxillofacial Surgery
Dumfries and Galloway Royal Infirmary
Galloway Community Hospital
Local Unscheduled Care Action Plan
Allied Health Professional
Musculoskeletal
Hospital Management Board
Whole Time Equivalent
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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 of Finance and Chief
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

with

Corporate Complies with:
•
•

Single
(SOA)

Outcome

Best Value

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

NOT PROTECTIVELY MARKED
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Document Features
A1. Percentage of adults
able to look after their
health very well or quite
well.

At the start of each section there is an overview page
summarising the sections content. This is done using
‘leaves’.
If the leaf is grey then that indicator/measurement has not
been included in this edition of the quarterly report. There
should be a date on the leaf to indicate when it will be
next available. If the leaf is coloured in then that
indicator/measurement is included in this edition.
The border of the leaf will be coloured according to the
following:
Grey – there is insufficient data available at this time to
determine whether or not we are being successful in
attaining our outcomes.
Green – the indicator or measurement suggests that we
are being successful in attaining our outcomes.
Amber – early warning that the indicator or measure
suggests that we may not be successful in attaining our
outcomes.
Red – the indicator or measure suggests that we have/will
not attain our outcomes.

This section indicates which of the 9 National Outcomes
for Integration the measurement/indicator supports.

This section indicates which of the 10 Areas of Priority for
Dumfries & Galloway as described in the Strategic Plan
the measurement/indicator supports.
Basic ‘meta-data’ indicating the measurement/indicator
was last published; how frequently it is published; and
who publishes it.
Each indicator in this report is prefixed with an “A”, “B”,
“C” or “D” code. This refers to origin of the indicator:
Indicators with an “A” code are from the “Core Suite of
Integration Indicators” defined by the Scottish
Government.
Indicators with a “B” code are the NHS Publically
Accountable Measures.
Indicators with a “C” code are the Local Authority
Publically Accountable Measures for adult social work
services.
Indicators with a “D” code are locally agreed measures.
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National Outcomes
The Scottish Government has set out nine national health and well-being outcomes for
people. These outcomes are central to the strategic plan and the locality plans in Dumfries
& Galloway. They are the long term objectives the Integration Joint Board are striving to
achieve.
The progress Dumfries & Galloway is making towards achieving the national outcomes is
measured in different ways: quantitative, qualitative, and process measures. Each measure
may relate to more than one outcome but it is unlikely that any one measure will indicate
progress to all outcomes at the same time. In this report, each measure is mapped to one or
more of the national outcomes. Combined these measures provide an overall assessment
of Dumfries & Galloway’s progress towards these outcomes.

1. People are able to look
after and improve their own
health and wellbeing and
live in good health for longer

2. People, including
those with disabilities or long
term conditions, or who are
frail, are able to live, as far as
reasonably practicable,
independently and at home or
in a homely setting in their
community

4. Health and social care
services are centred on
helping to maintain or
improve the quality of life of
people who use those
services

5. Health and social care
services contribute to
reducing health inequalities

7. People who use health
and social care services are
safe from harm

8. People who work in health
and social care services feel
engaged with the work they do
and are supported to
continuously improve the
information, support, care and
treatment they provide

3. People who use health and
social care services have
positive experiences of those
services, and have their dignity
respected

6. People who provide
unpaid care are supported to
look after their own health
and wellbeing, including to
reduce any negative impact
of their caring role on their
own health and wellbeing

9. Resources are used
effectively and efficiently in
the provision of health and
social care services
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Dumfries & Galloway Priority Areas
To deliver the nine national health and well-being outcomes, the Strategic Plan identified ten
priority areas of focus. Each measure in this report is also mapped to one or more of these
ten priority areas.

1. enabling people to have more choice and control
2. supporting carers
3. developing and strengthening communities
4. making the most of well-being
5. maintaining safe, high quality care and protecting vulnerable adults
6. shifting the focus from institutional care to home and community based care
7. integrated ways of working
8. reducing health inequalities
9. working efficiently and effectively
10. making the best use of technology

5

Clinical and Care Governance
Overview
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A12 Acute Emergency Admissions

The rate per 100,000 adult population of acute emergency admissions

Key Points
The rate of Acute Emergency Admissions was 11,009 per 100,000 adult population for the
year ending March 2016.
The level of emergency admissions remains consistently lower than the rate for Scotland.
The Wider Context
Local figures show that emergency admissions in 2016/17 have been increasing and the
winter months have been particularly busy.
Improvement Actions
Work has begun in earnest on establishing the One Team in Nithsdale. It is anticipated that
the One Team will positively impact upon emergency admissions. A new post, One Team
Service Manager, has recently been appointed to. A support officer post is currently going
through recruitment. Discussions with the Contact Centre are moving a pace with detailed
design and mapping exercises of the new service currently taking place. Analysis of
community nursing data is underway to inform this process. Discussions with IT
departments have identified the clinical portal as the key place for information exchange.
In acute settings, the medical Middle Grade rota now incorporates a Saturday discharge
doctor who will focus on those people who have been identified as medically fit for discharge
over the weekend. We continue to have medical staffing gaps on some Sundays as these
slots are dependent on uptake by our own local doctors or locum agencies. The discharge
doctor will meet with other members of the weekend team at a specified time to prioritise
discharges. Outcomes will be monitored and data collected will be used to evaluate
progress.
A local in/out balance workshop will be held in February 2017. Their purpose is to review
demand and capacity across the DGRI and for participants to have a clear understanding of
the impact of proactive case management.
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A13 Acute Emergency Admission Bed Days

The rate per 100,000 adult population of acute emergency admission bed days

Key Points
The rate of acute emergency admission bed days was 121,671 per 100,000 adult population
in the year ending March 2016. This is consistently higher than the rate observed for
Scotland.
The Wider Context
Having a higher than average level of emergency bed days implies that people who have
unplanned admissions to hospital are staying in hospital longer in D&G than in other areas.
This means that improvement work is focussed around reducing unnecessary delays to
people’s journey through hospital.
Improvement Actions
Dynamic daily discharge (DDD) planning by multi disciplinary teams enables the team to
prioritise the actions required to ensure that people remain on track with their treatment plan
in anticipation of a timely planned discharge. This process complements the demand and
capacity planning for each ward area. Implementation of DDD at the Galloway Community
Hospital (GCH) will commence now the Nursing & Service Manager has taken up their role.
In November 2016 Annan Community Hospital started to implement DDD and there is a roll
out programme planned.
The bed occupancy status is presented at the entrances of the DGRI so both staff and
patients are aware of any pressures on beds; this will move to television screens in DGRI. A
local in/out balance workshop will be held in February 2017. Its purpose is to review
demand and capacity across the DGRI and for participants to have a clear understanding of
the impact of proactive case management.
The medical Middle Grade rota now incorporates a Saturday discharge doctor, focussing on
people who have been identified as medically fit for discharge over the weekend. The
discharge doctor will meet with other members of the weekend team to prioritise discharges.
Outcomes will be monitored and data collected will be used to evaluate progress. There
continues to be gaps in the medical staffing rota on some Sundays as these slots are
dependent on uptake by local doctors or locum agencies.
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A19 Delayed Discharges
National Outcomes

Dumfries & Galloway Priority Area
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Key Points
Delayed discharges for people aged 75 or older have risen rapidly in the past few years.
However the rate of delayed discharges remains consistently lower in Dumfries & Galloway
than the rate for Scotland.
The last delayed discharge census period November 2016 showed that 36 people aged 75
or older were awaiting discharge. The main reasons for delay were place availability (15)
and care arrangements (14).
The Wider Context
Measuring delayed discharges is an indicator of how timely people flow through the health
and social care services.
Improvement Actions
The Delayed Discharge Partnership Group has been re-established to consider the issues
and potential solutions to improving people’s flow through health and social care services at
a strategic level. At an operational level, regular meetings between the delayed discharge
manager and senior social work managers have been started at which each delay case is
reviewed. Four new flow co-ordinator posts, one for each locality, have now been recruited
to. These posts will support the discharge process from cottage hospitals to a homely
setting. Daily Dynamic Discharge is being rolled out across all hospital settings. The Short
Term Assessment and Reablement Service (STARS) has started working with teams at
DGRI to identify people suitable for re-ablement and enable them to be discharged to a
homely setting in a timely manner. STARS have also started to link with locality teams to
replicate this approach in cottage hospitals.
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B1 Detect Cancer Early

Percentage of cancer patients diagnosed at stage 1 for breast, colorectal and lung
cancer combined

Key Points
Combined, in Dumfries & Galloway 26.1% of new cases of breast, colorectal and lung
cancers were detected early (during Stage 1) during the years 2014-15 combined.
Dumfries & Galloway’s performance remains marginally above the average rate for Scotland
(25.1%) but there has not been a marked increase.
The Wider Context
The latest results are reported for the years 2014 and 2015 combined. In Dumfries &
Galloway, there were 736 cases of either breast, colorectal or lung cancer diagnosed of
which 192 were diagnosed during Stage 1. Across Scotland, the early detection rate for
cancer ranged from 16.9% to 28.6%. Considering each cancer type individually, in Dumfries
& Galloway, the early detection rate for breast cancer was 42.7% (Scotland 40.5%), for
colorectal cancer 21.5% (Scotland 15.4%) and for lung cancer 11.3% (Scotland 17.9%).
Improvement Actions
Women in the region aged between 50 and 70 years of age are offered a three-yearly
mammogram to screen for breast cancer. Local uptake is high (77.0%). However, cancers
can arise between screens (“interval cancers”) or in women outwith the age range so it is
important to raise awareness of the signs and symptoms of breast cancer including breast
self-examination technique.
People aged between 50 and 74 are offered a two-yearly bowel screening test to detect
possible colorectal (bowel) cancer. The uptake rate is 61.2% against a Scottish average of
57.5%. A new test, which is simpler to complete, is about to be introduced and this should
raise participation rates in the programme. Again, the importance of seeking medical advice
when people have bowel symptoms (eg bleeding, change in bowel habit) needs to be
highlighted. No screening programme exists for lung cancer and it tends to be a silent
disease until quite well advanced. Nonetheless, people need to be encouraged to seek
medical advice if they experience a new or changed cough that lasts for more than a few
weeks.
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B2(1) Cancer Waiting Times (part 1)

Percentage of newly diagnosed cancer patients whose treatment started within 31
days of the decision to treat

Key Points
In Dumfries & Galloway the percentage of people who have been diagnosed within 31 days
has fallen slightly in the last three months to 95% in November 2016.
The most recent figures published nationally for this indicator are for the three months
ending Sept 2016 where Dumfries & Galloway achieved a rate of 96.4%, above the Scottish
national rate of 94.3%.
The Wider Context
Per month, there are approximately 50 newly diagnosed cancer cases that go on to be
treated across Dumfries & Galloway. The small number of diagnoses means that marked
fluctuations in performance can be caused by just one or two cases.
Cancer pathways for people living in Dumfries & Galloway often involve onward referrals to
other health boards. Dumfries & Galloway’s performance can be directly impacted by
capacity challenges in other health boards. Dumfries & Galloway is involved in discussions
with the Scottish Government and other health board areas to address issues relating to
cancer waiting times.
Improvement Actions
There are arrangements to monitor daily where people's assessment for diagnosis may be
at risk of delay which allows the clinical team to prioritise particular cases. There are also
weekly assessments of when people might be waiting too long for MRI (magnetic resonance
imaging) tests.
Work is underway to redesign the diagnosis and treatment pathways to tertiary centres
(typically Edinburgh and Glasgow) which should improve people's experience of the
services.
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B2(2) Cancer Waiting Times (part 2)

Percentage of people referred urgently with a suspicion of cancer that begin
treatment within 62 days of receipt of the referral

Key Points
Dumfries & Galloway’s performance has recovered from 79% in May 2016 to 97% in
October 2016.
Dumfries & Galloway’s performance in now above the national target of 95% for this
indicator.
The Wider Context
Per month, across Dumfries & Galloway, there are approximately 30 cases of a suspicion of
cancer that are referred urgently. This small number of referrals means that marked
fluctuations in performance can be caused by just one or two cases.
The most recent figures published nationally are for the three months ending September
2016 where Dumfries & Galloway achieved a rate of 95.1%, well above the Scottish national
rate of 87.1%.
Improvement Actions
The performance for the 62 day target can be challenging due to onward referrals to other
Health Boards. We are continually liaising with these Boards to address any delays.
Pressures within diagnostics continue in both staffing and capacity and we are working with
Golden Jubilee to support us with MRI capacity.
The multi disciplinary team (MDT) coordinator role is now permanent and will commence
post in February 2017, this will create capacity in the audit team and support the MDTs. The
role will support the collection of data to achieve Quality Performance Indicators (QPIs),
improve the structure and record keeping and be a conduit between recording outcomes and
informing primary care of decisions.
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B4 Treatment Time Guarantee (TTG)

Percentage of people who have agreed to inpatient or day case treatment who have
waited less than 12 weeks

Key Points
Dumfries & Galloway’s performance has improved from 83.5% in April to June 2016 to
92.7% in October to December 2016.
Dumfries & Galloway’s performance is currently below the national target, which for this
indicator is 100%.
The Wider Context
Official statistics recently released by ISD indicated that across Dumfries & Galloway 267
people who were treated between July and September 2016 had waited more than 12
weeks. This was a significant decrease from the previous quarter where 445 people treated
between April and June 2016 had waited more than 12 weeks.
Improvement Actions
Dumfries & Galloway continues to strive to achieve the Treatment Time Guarantee.
Weekend lists are being run in an attempt to try and accommodate people where possible.
In Ophthalmology, nurses are being trained to undertake eye injection clinics to improve the
current waiting times for people with macular degeneration and ensure that the TTG in this
area is met. These new clinics are scheduled to commence in February 2017. In
Orthopaedics Allied Health Practitioner (AHP) triaging has been introduced. This has
reduced the number of referrals going to orthopaedic specialty and reduced the waiting list.
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B5 18 weeks referral to treatment

Percentage of people who waited less than 18 weeks from referral to treatment

Key Points
The percentage of people treated within 18 weeks of referral was 90% at the end of
December 2016.
The rate for Dumfries & Galloway has so far remained stable for this financial year
(2016/17).
The national target is 90% and Dumfries & Galloway’s performance continues to be in and
around this level.
The Wider Context
Indicator B5 differs from indicator B4 (treatment time guarantee) and indicator B6 (12 weeks
to first outpatient appointment) in that it considers the whole pathway of care from referral up
to the point a person receives treatment as opposed to just one part of the pathway.
Improvements in performance against indicators B4 and B6 will positively impact on indicator
B5.
Improvement Actions
An occupational therapist (OT) is undertaking steroid injection training, for hand conditions.
This will improve efficiency and reduce the waiting times of both orthopaedic and
rheumatology clinics. This service is expected to commence in April 2017.
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B6 12 Weeks First Outpatient Appointment

Percentage of patients waiting less than 12 weeks for a new appointment

Key Points
Across Dumfries & Galloway, the percentage of people waiting less than 12 weeks for a first
outpatient appointment was 90% in December 2016.
Dumfries & Galloway’s performance is currently below the national target of 95% and has
marginally declined since March 2016 when the percentage was 95%.
The Wider Context
The most recent nationally published figures are for the quarter ending September 2016
when the rate for Dumfries & Galloway was 90.0%, compared to the Scottish rate of 88.9%.
At this time there were 2,661 people listed of which 267 had waited more than 12 weeks.
Despite the recent marginal drop in Dumfries & Galloway’s performance, the region
remained the fourth best performing health board across Scotland.
Improvement Actions
A pilot where allied health professionals (AHPs) triage orthopaedic referrals, combined with
close working between AHPs and orthopaedic consultants commenced in November 2016.
The aim is that people will see the most clinically appropriate person in the first instance.
Indications are that this could signpost 20 – 40% of people more appropriately. It is
anticipated that this approach will reduce waiting times and smooth the patient journey.
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B8 Antenatal Access

Early Access (booking by 12 weeks) to Antenatal Service

Key Points
Between October to December 2016, across Dumfries & Galloway 81.4% of pregnant
women were booked by the 12th week of gestation.
Dumfries & Galloway’s performance is above the national target of 80%.
The Wider Context
Deprivation and performance amongst the most deprived communities is a key focus for this
indicator with the Scottish Government stipulating that the target of 80% should be achieved
across all quintiles of the Scottish Index of Multiple Deprivation (SIMD). The most recent
nationally published results available are for the financial year 2014/15. At this time, the
booking rate amongst the most deprived areas of Dumfries & Galloway (SIMD Quintile 1)
was 81.7% with all other areas achieving higher rates. The corresponding rate for Scotland
was 82.3%.
It is anticipated that Dumfries & Galloway will continue to achieve the target of 80% and that
the current risk of failing to achieve this standard is minimal.
Improvement Actions
Implementation of the Badger Maternity Information system in October 2016 has helped to
streamline the referral process with direct electronic referral to midwives rather than clerical
teams. Previous pregnancy records are now accessed through eCasenote providing instant
access to past clinical information that is required for the booking process.
Through multi agency working and appropriate information sharing, more vulnerable
pregnant women are being identified earlier and are being advised and encouraged to
access early antenatal care directly from the community midwifery teams.
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B11 Psychological therapies waiting times

Percentage of eligible patients who commenced psychological therapies within 18
weeks of being referred

Key Points
The percentage of eligible people who commenced psychological therapies within 18 weeks
of being referred across Dumfries & Galloway was 68% as of 31st August 2016 against a
target of 90%. Dumfries & Galloway has experienced a marginal decrease in performance
between July 2016 and August 2016.
The Wider Context
Approximately 240 people are seen every month by Psychological Therapies across
Dumfries & Galloway. Since July 2016 there have been additional long-term absences that
have reduced capacity in the psychological therapies teams.
The most recent nationally published figures are for the quarter ending September 2016 for
Scotland was 79.6%. Performance across health boards varied greatly, ranging from 44.6%
to 96.9%.
Improvement Actions
The plan for utilising the Scottish Government funding allocation to increase access to
psychological therapies has been approved. Recruitment to primary care posts is complete
and projects will begin 1st March 2017. These posts will focus on improving access to
technology-enabled care via computerised cognitive behavioural therapy (CBT), to work with
colleagues in primary care to manage demand and to offer services to those who
traditionally have found it challenging to engage in models of intervention in secondary care.
This innovation will reduce waiting times to secondary care by providing services at an
earlier stage. This may take some time before it is reflected in performance indicators but
improved experience and a reduction in pressures on primary care are expected to be seen
early in the project’s life span.
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B19 Accident and emergency waiting times

Percentage of patients attending accident and emergency who were seen within 4
hours of arriving: Dumfries & Galloway

Key Points
The percentage of people attending accident and emergency who were seen within 4 hours
was 94% in between October and December 2016.
Performance against this indicator in Dumfries & Galloway remains stable between the 94%
and 98% range.
The Wider Context
In November 2016 there were 3,770 attendances at accident and emergency. Although this
is a marginal reduction from the previous month (4,000 attendances occurred during October
2016) this level of activity is busier than the number of attendances that occurred during the
same period in previous years: in November 2014 and 2015 there were 3,590 and 3,550
attendances respectively.
In DGRI the three most common reasons for breaching the 4 hour waiting times target was
1) clinical reasons 2) waiting for a bed 3) waiting for treatment. At Galloway Community
Hospital the most common reasons for a breach were 1) waiting for diagnostics and 2)
waiting for transport.
Improvement Actions
Ensuring adequate capacity in the hospital wards is essential, so the focus on safe early
discharge as part of the dynamic daily discharge (DDD) process is supporting this target.
Early indications illustrate that the average number of weekly discharges has increased from
an average of 26.5 pre-implementation of DDD to 29.8 discharges 4 weeks following
implementation. The means that people can be admitted to an in-patient bed in a more
timely fashion. This initiative will be rolled out to other wards in DGRI. Future plans are to
review how activity is managed at the busiest times in Accident and Emergency.
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C1 Adults accessing Telecare as a percentage of the
total number of adults supported to live at home

Percentage of adults accessing Telecare of all adults who are supported to live at
home

Key Points
The percentage of adults supported to live at home who are accessing telecare was 75% in
December 2016 with over 2,880 people using this service.
Following a drive to improve uptake of Telecare, this rate has remained been relatively
consistent since June 2015.
The Wider Context
The term ’telecare’ includes a wide range of services from Care Call to sensors linked to a
24 hour call centre. It is recognised that the provision of telecare in Dumfries & Galloway is
lower than that for other local authority areas across Scotland. The local authority with the
highest rate of uptake achieved 82% according to figures published by the Scottish
Government for 2015.
Improvement Actions
To improve accessibility and awareness of telecare, a new team of Telecare Assessor
Installers has been established. This group has started to hold education and demonstration
events with staff and public across the localities.
Through a strong partnership with Loreburn Housing Association innovative domestic
technology solutions are being developed and trialled at pilot sites. Examples include the
development of social broadband in Upper Nithsdale and the development of a housing,
employability, health and social care and digital health skills campus on the former Garrick
Hospital Site in Stranraer.
A new appointment of Technology Enabled Care Project Lead was made in September
2016. Part of this role will be to develop a programme of technology enabled care for
Dumfries & Galloway.
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C2 Number of adults receiving care at home via SDS
Option 1

The number of adults accessing Self Directed Support (SDS) Option 1

Key Points
The number of adults receiving care at home through Self Directed Support (SDS) Option 1
was 316 people in December 2016. This number has remained relatively stable since
November 2015.
As of December 2016, approximately 11% of adults receiving care at home did so through
SDS Option 1.
The Wider Context
SDS Option 1 enables people to take ownership and control of purchasing their own care.
Improvement Actions
The regional lead for SDS will be holding events about all the SDS Options available. The
events will cover the principles of SDS, outline the challenges in the different locality areas
and look at the support available to overcome these.
It is likely that there is a training need amongst health and social care staff to support them in
providing effective advice to people on SDS Option 1 and ‘Personal Assistants’. A survey of
health and social care staff is being carried out on this issue.
An easy read leaflet for SDS will be available in early 2017 for all partners.
To increase the choices available to people in receipt of care and support, work is underway
to introduce SDS Option 2 for early 2017. This is when the person chooses the organisation
they want to be supported by and the local authority transfers funds to that organisation who
then arrange care to meet the person’s agreed outcomes. In line with the rest of Scotland it
has taken some time to establish how Option 2 will work within Dumfries & Galloway.
Introducing Option 2 should mean a change in the proportion of people taking Options 1 and
Option 3 as people become more familiar and confident with Option 2.
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C4 Number of adults receiving care at home (via SDS
Option 3)

The number of adults accessing Self Directed Support (SDS) Option 3

Key Points
In December 2016 there were 2,452 adults receiving care at home through Self Directed
Support (SDS) Option 3, which is approximately 89% of all SDS options. (Please note
previous quarterly figures quoted were incomplete.)
The Wider Context
SDS Option 3 is where Social Work Services organise and purchase care for people. It is
expected that there will be reduction in the proportion of people who receive care through
Option 3 as people become more familiar with purchasing care through Options 1 and 2.
Indicator C2 and Indicator C4 provide different perspectives on the uptake of SDS options.
Overall, there appears to be a small but steady shift towards the uptake of SDS Option 1.
However, the number of people supported through SDS Option 1 has remained relatively
static whereas the number of people supported through SDS Option 3 has steadily declined.
It is this decline that appears to be driving the small but steady rebalancing towards SDS
Option 1.
Improvement Actions
To increase the choices available to people in receipt of care and support, work is underway
to introduce SDS Option 2 for early 2017. SDS Option 2 is when the person chooses the
organisation they want to be supported by and the relevant statutory body transfers funding
to that organisation who then arrange the care that will meet the person’s agreed outcomes.
In line with the rest of Scotland it has taken some time to establish how Option 2 will work
across Dumfries & Galloway. Introducing Option 2 should mean a change in the proportion
of people taking Options 1 and Option 3 as people become more familiar and confident with
Option 2.
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C5 Carers receiving support

Number of Carers receiving support

Key Points
Development of this indicator is on schedule
The Wider Context
There are a number of organisations across Dumfries & Galloway who provide support to
Carers. A new Carers Strategy is being developed and this is due to be published in 2017.
Discussions with organisations that support Carers across Dumfries & Galloway have
started regarding how best to capture information for this indicator. Next steps are to agree
common definitions in relation to this indicator and to test capturing this information across
multiple organisations.
Improvement Actions
The Adult Carers Support Plans (ACSP) are now used across the region. There has been a
consultation with the Carers Centre and the Contact Centre to increase the referrals for Adult
Carers Support Plans and an engagement session with Carers to ensure they are informed
of their right to have an ACSP.
Through the community link worker service, working closely with the Carers’ Centre and
other multidisciplinary team colleagues, more carers are being identified at an earlier stage.
There is recognition that there has been an increase in the number of carers referred to the
Carers’ Centre, and there are proactive efforts to rollout Carer Emergency Cards and to
support Carers in the development of Forward Looking Care Plans.
Work continues to develop a better undertsanding of how to identify and promote local
services and resources to help improve the quality of life for Carers, to identify current and
potential Carers as soon as possibleand to better listen to the views of Carers and take
appropriate actions in response.
Localities are at different stages in progressing focussed improvement plans for Carers,
dependent on their local work plans. All localities have improvements planned within the
three year commissioning cycle.

22

Qvvw_ijb_reportdata_PIID413

C6 Proportion of people 65 and over receiving care at
home (via option 3) with intensive care needs

Percentage of people 65 and over receiving care at home considered to have
intensive needs (10 hours or more)

Key Points
This is a "Data Only" indicator.
The percentage of people aged over 65 receiving care at home through Self Direct Support
(SDS) Option 3 who have intensive care needs (10 hours plus) was 47% in December 2016.
There has been a 10% drop in the proportion of people considered to have intensive needs
since the start of the financial year.
The Wider Context
SDS Option 3 is where Social Work Services organise and purchase care for people. In this
context “intensive care needs” is defined as needing 10 or more hours of care per week.
There are a number of factors that may influence the proportion of people with intensive care
needs who are receiving care at home: people may be meeting their needs through other
means such as attending day centres or receiving care from Carers; people may have
moved to a residential or nursing home setting; or there may be a shortage of care at home
support available in their area. At this time, it is not clear what the underlying causes for the
recent decrease are.
Improvement Actions
Further investigation is required to understand the recent decrease. People with intensive
care needs receiving care at home are regularly reviewed to ensure the quality of care and
that they are able to meet their personal outcomes.
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C7 Number of adults under 65 receiving personal care
at home (via self-directed support option 3)

Number of adults under 65 receiving personal care at home

Key Points
This is a 'Data Only' indicator
The number of adults aged under 65 years receiving personal care at home through Self
Directed Support (SDS) Option 3 was 600 in December 2016. There has been a small but
steady decline against this indicator since a peak of 652 people in November 2015.
The Wider Context
SDS Option 3 is where Social Work Services organise and purchase care for people. For
people under the age of 65 and depending upon individual financial assessments, personal
care may be charged for. There are multiple factors that can influence the number of
people under 65 receiving personal care at home: they may be accessing other services
such as day care; optimising the use of their own assets to meet their personal outcomes, or
there may be issues with the supply of care local to their area. Since November 2015 there
has been an 8.0% decrease in the number of adults under 65 receiving care through SDS
Option 3. This mirrors the decrease observed under indicator C4.
Improvement Actions
There is a commitment to supporting self management and the use of individual and
community assets and locality teams continue to encourage people aged under 65 to move
to SDS Options 1 or 2 through which they can take more control of their care. This
commitment will, over time, impact on the results demonstrated by this indicator.
Regular meetings with the community rehabilitation team, social work and Capability
Scotland are continuing. These teams have always worked closely together and this
commitment remains.
An online Open University Course (SDS KG097) will be made available in January 2017 to
develop staff knowledge and skills in relation to SDS. There is an intention to roll this out to
other partners in the future following feedback.
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C8 Total number of Home Care hours provided as a rate
per 1,000 population aged 65 and over

Rate of total Home Care hours provided per 1,000 population aged 65 and over

Key Points
This is a "Data Only" indicator.
In December 2016 the rate of homecare provision was 0.6 hours per 1,000 population aged
65+.
Although since April 2016 there has been some variance in the rate, this is marginal and
does not represent a significant shift in the provision of homecare.
The Wider Context
Across Dumfries & Galloway approximately 1 million hours of homecare are provided each
year. It is expected that there will be a further decrease with the as more people opt for SDS
Options 1 and 2. However, there will be a need to understand how many people are in
receipt of care and support through all the options and not just home care hours.
Improvement Actions
No improvement actions required at this time.

26

Qvvw_ijb_reportdata_PIID450

D6 Technology Enabled Care - Virtual Services

The number of times people access 'virtual services'

Key Points
Development of this indicator is on schedule
The Wider Context
Dumfries & Galloway have made a commitment in the Strategic Plan to develop a
Technology Enabled Care (TEC) programme that will explore the use of virtual services,
such as text messaging, apps and video conferencing, and their use within health and social
care settings.
Improvement Actions
Options are being explored to provide TEC by working in partnership with Loreburn Housing
Association to test a ‘technologically enabled flat’. Furthermore, Loreburn, in partnership
with Care Management 2000 (CM2000), is about to trial use of a range of technologies that
support people to live independently within their own home.
Regionally, a TEC project lead was appointed in September 2016 and a TEC sub-group of
the e-Health Board was established in December 2016. It is anticipated that a TEC
programme for Dumfries & Galloway will be developed in 2017 to align with the Scottish
Governments TEC Action Plan and the new Digital Health and Care Strategy which is
currently in development.
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A16 Emergency Admissions due to Fall for patients
aged 65+

Fall rate per 1000 population age 65+

Key Points
The rate of emergency admission due to falls amongst people aged 65 and over was 0.7 per
1,000 population July to September 2016.
The Wider Context
Indicator A16 is a new measure introduced as part of the Core Suite of Indicators for
Integration. National figures are not yet available and the results presented here are based
on local data. Although the result for September 2016 appears to be a decrease in the rate
from previous months, there is not yet sufficient data against this measure to establish
whether or not this is within the expected range for natural variation and thus, whether or not
it is a statistically significant result.
Improvement Actions
A multidisciplinary, multiagency steering group has been established to standardise
approaches across the partnership in relation to people who have fallen at home. This group
includes representation from NHS, Social Work, Occupational Therapy, Scottish Ambulance,
Third Sector and Scottish Care. Building upon this work the Partnership has agreed to
participate in the national Scottish Ambulance Falls and Frailty Pathways Action Group
which launched on the 25th of November 2016.
The Clinical Efficiency Programme began focussing on polypharmacy (people taking multiple
medications) in October 2016 including reviewing cases where people have been admitted
to hospital with hypotension (low blood pressure). They are linking with community based
services to raise awareness and reduce the incidence of medicines-related hypotension.
This will be achieved by reviewing the prescriptions people receive.
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B12 Rate of Clostridium Difficile infections

Rate of Clostridium Difficile infections in patients aged 15 and over per 1,000 total
occupied bed days (excluding maternity and psychology)

Key Points
The infection rate for Clostridium difficile for the 12 months ending 31th December 2016 was
0.26 cases per 1,000 total occupied acute bed days. This is unchanged from the previous
quarter.
The Wider Context
Scotland now has the lowest levels of Clostridium difficile infection ever seen and may have
reached a plateau after around a decade of sustained improvement activity focused on
optimal antimicrobial prescribing, hand hygiene and cleanliness of the environment.
Improvement Actions
Improvement actions more recently have centred on improving patient experience.
All inpatients in acute or cottage hospitals are visited by an Infection Prevention and Control
Nurse who provides them with verbal and written advice and a card to present to prescribers
should they require antibiotics in the future. This is intended to alert the prescriber to an
increased risk of a C. difficile recurrence and has the prescribing website address printed to
support compliance with the antibiotic policy.
All individuals who are not inpatients and have a C. difficile positive sample reported by
DGRI microbiology laboratory are contacted by the Infection Prevention and Control Nursing
team by telephone. The card is sent by post.
Advice is provided regarding cleaning and washing of clothing together with information
about the infection. This has been very positively received by individuals and their families
and Carers.
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B13 Rate of Staphylococcus Aureus bacteraemias
(MRSA/MSSA)

The rate of Staphylococcus Aureus bacteraemias (MRSA/MSSA) per 1,000 acute
occupied bed days

Key Points
The infection rate for Staphylococcus aureus bacteraemia (SAB) the 12 months ending 31st
December 2016 was 0.27 cases per 1,000 acute occupied bed days. This is an improvement
on the previous quarter.
Since March 2016, this rate has decreased and is close to the national target of 0.24 cases
per 1,000 acute occupied bed days.
The Wider Context
Across Scotland invasive medical devices continue to be a leading cause of SAB together
with skin and soft tissue infections and intravenous drug use. There has been a recent rise
in the number of SAB in individuals who inject drugs.
Improvement Actions
The DGRI Emergency Department has focused on reducing the number of peripheral
vascular cannula (PVC) inserted. This appears to be having a positive impact with no SAB
associated with PVCs this year.
There is ongoing work around reducing urinary tract infection and urinary catheter use
across the region which is now involving care homes and this is supported by the patient
safety and improvement teams and the care home education facilitators.
Collaboration between the Infection Prevention and Control and the Health Protection and
Alcohol and Drug teams has been helpful in providing appropriate support in hospital,
signposting to services and supporting contacts through the provision of information leaflets.
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C9 Feedback received by referrers on actions taken
within 5 days of receipt of adult protection referral

Percentage of referrers receiving feedback on actions taken within 5 days of receipt of
adult protection referral

Key Points
In December 2016 across Dumfries & Galloway 49% of referrers to adult protection received
feedback within 5 days of receipt of referral.
This is a huge improvement since the previous quarter and demonstrates the intensive
efforts made.
The Wider Context
Across Dumfries & Galoway there are typically 80 to 100 adult protection referrals per
month. This indicator was introduced in January 2016 and should be considered to be in a
testing phase; it will take some time for systems to mature and the results to stabilise.
Improvement Actions
Improving the communication between Adult Support and Protection and referrers was
identified as a priority through the work of the Adult Services Executive Group and the Adult
Support and Protection Committee.
In mid September 2016 the Adult Services Multi-Agency Safeguarding Hub (MASH) was
established, which has been implemented for Annandale & Eskdale and Nithsdale so far.
This has now moved from Crichton Hall to police headquarters, Cornwall Mount to further
improve communication and ultimately have a positive impact on outcomes for people. This
has resulted in a quick improvement in performance against this indicator, with further
improvement anticipated. Similar arrangements for Stewartry will be taken forward this
quarter and Wigtownshire will follow as soon as possible thereafter.
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B18 Sickness Absence Rate

The rate of sickness absence amongst NHS employees; Dumfries & Galloway

Key Points
The rate of sickness absence amongst NHS employees in December 2016 was 5.0%
The current rate is marginally lower than that seen during the winter months: for example, in
January 2016 the rate was 5.8%
Dumfries & Galloway’s performance has not met the national target of 4%.
The Wider Context
Indicator B18 is one of the Local Delivery Plan (LDP) Standards set by the Scottish
Government for Health Boards. Consequently this indicator only relates to NHS Dumfries &
Galloway employees.
The most recent nationally published results for Indicator B18 are for the financial year
2015/16. During this time the sickness absence rate for Dumfries & Galloway was 5.08%.
This figure is above the target rate but below the average rate across Scotland (5.16%).
Improvement Actions
Workshops were held recently that enabled clinicians and managers to explore issues and
challenges related to sickness absence. Action plans relating to sickness absence are being
developed with each directorate in conjunction with staff governance. Sickness Absence
remains a standing agenda item for the Area Partnership Forum.
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D11 Carers who agree they receive the support needed
to continue in their caring role

The proportion of Carers who agree they receive the support needed to continue in
their caring role

Key Points
Development of this indicator is on schedule
The Wider Context
This indicator has been adapted from a question in the two-yearly Health and Social Care
Experience Survey carried out by the Scottish Government. Carers are an important partner
in delivering health and social care. It has therefore been agreed that this question should
be asked of more Carers, more regularly than currently, to provide better local knowledge of
the challenges faced by Carers.
Discussions with organisations that support Carers across Dumfries & Galloway have
started regarding how best to capture information for this indicator. Next steps are to agree
common definitions in relation to this indicator and to test capturing this information across
multiple organisations. Dumfries and Galloway Health and Social Care are collaborating
with computing science students from the University of Glasgow to develop a database and
tools to collect this data. This includes development of a web-app and a mobile app as well
as looking at options to scan paper questionnaires.
Improvement Actions
It has been agreed that the Carer’s Centre will deliver Adult Carer Support Plans. This is
currently in a transition phase. It is anticipated that reporting on Adult Carer Support Plans
will begin within the next year.
There has been a noticeable increase in the number of Carers referred to the Carers’ Centre
and the views of carers have been incorporated into the formal evaluation of the Community
Link and Forward Looking Care projects. Through all the services, such as cottage hospitals,
community nursing and social work, there are efforts to raise Carers awareness amongst the
staff and seeking continual feedback from Carers is being developed as mainstream
practice.
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D14 Well communicated with and listened to

Proportion of people who agree that they were well communicated with and listened
to

Key Points
Development of this indicator is on schedule
The Wider Context
This indicator is being developed as part of the new suite of locally agreed indicators for
health and social care integration that focus on outcomes for people and their experience of
services.
Dumfries and Galloway Health and Social Care is collaborating with computing science
students from the University of Glasgow to develop a database and tools to capture people’s
responses to different “customer satisfaction” style questions such as this indicator. The
students are developing web-apps, mobile apps and considering scanning technologies to
capture data submitted on paper forms. Suitable settings for testing these new technologies
are being identified.
Improvement Actions
No improvement actions required at this time.
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D15 Satisfaction with Local Health and Social Care
Services

Proportion of people who are satisfied with local health and social care services

Key Points
Development of this indicator is on schedule
The Wider Context
This indicator is being developed as part of the new suite of locally agreed indicators for
health and social care integration that focus on outcomes for people and their experience of
services.
Dumfries and Galloway Health and Social Care is collaborating with computing science
students from the University of Glasgow to develop a database and tools to capture people’s
responses to different “customer satisfaction” style questions such as this indicator. The
students are developing web-apps, mobile apps and considering scanning technologies to
capture data submitted on paper forms. Suitable settings for testing these new technologies
are being identified.
Improvement Actions
No improvement actions required at this time.
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RECOMMENDATION
The Board is asked to:
• Acknowledge and understand the requirement of NHS Dumfries and Galloway to
comply with a number of actions set out in the Equality Act 2010 (Specific Duties)
(Scotland) Regulations 2012, and which are outlined in this paper and the
attached papers.
•

Review the papers below (attached) and approve these for publication by 30 April
2017
- NHS Dumfries and Galloway Mainstreaming Report
- NHS Dumfries and Galloway Equal Pay Statement/Gender Pay Gap
Information

•

Note the paper below (attached) and specifically approve the key principles and
NHS actions contained within this report by 30 April 2017.
- Joint IJB/NHS Equality Outcomes paper

CONTEXT
Strategy / Policy:
This paper supports the implementation of the Equality Act 2010 (Specific Duties)
(Scotland) Regulations 2012.
Organisational Context / Why is this paper important / Key messages:
NHS Dumfries and Galloway is legally bound to comply with the Equality Act 2010
(Specific Duties) (Scotland) Regulations 2012.
The purpose of this paper is to provide the Board with information on the steps which
have been made to comply with the legislation, particularly around the publication of
the mainstreaming report, a set of equality outcomes and the equal pay
statement/gender pay gap figures.
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GLOSSARY OF TERMS
EHRC
IJB
PSED

–
–
–

Equality and Humans Rights Commission
Integration Joint Board
Public Sector Equality Duty
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MONITORING FORM
Policy / Strategy

Legislative requirement of the Equality Act 2010
(Specific Duties) (Scotland) Regulations 2012.

Staffing Implications

Staff will be required to increased time on
progressing the outcomes and associated actions
within their own areas. There is a requirement for
equality and diversity to be mainstreamed in all
areas and therefore becomes the responsibility of
everyone across the Board.

Financial Implications

There are no immediate direct financial implications
on the reporting arrangements, however, there will
be financial implications involved in ensuring that
we are meeting the Public Sector Equality Duty.

Consultation / Consideration

There is some brief information within the equality
outcomes report on the consultation which has
been undertaken on the outcomes, however, a full
statement of consultation document is being drafted
and will be published along with the other Specific
Duty documents.

Risk Assessment

A risk assessment is not required as this is a
legislative requirement.

Sustainability

Developing equality within the workforce and the
services we provide in Dumfries and Galloway,
makes a significant contribution to social and
economic sustainability in our region.

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate To reduce health inequalities across NHS Dumfries
and Galloway.
Agreement This work potentially covers all of the Single
Outcome Agreement priorities.
Equality – Equal Opportunities Arrangements

Impact Assessment
This paper does not require an impact assessment.
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Introduction
The purpose of this paper is to outline the legal duties on NHS Dumfries and
Galloway to comply with the Equality Act 2010 (Specific Duties) (Scotland)
Regulations 2012. The Board is asked to review the attached papers and endorse
these for publication by 30 April 2017.
Legislative Background
The Equality Act became law in 2010 and replaced several previous antidiscrimination laws with a single piece of legislation. It aims to ensure that everyone
who is protected by law from discrimination, harassment or victimisation is afforded
the same level of protection. The Equality Act introduced the concept of 9 ‘protected
characteristics’, referred to in previous legislation as ‘equality groups’ or ‘equality
strands’.
The Protected Characteristics are:
• Age
• Disability
• Gender Reassignment
• Pregnancy and Maternity
• Race
• Religion and Belief
• Sex
• Sexual Orientation
• Marriage and Civil Partnership
The Equality Act applies to marriage and civil partnership, but only in respect of the
requirement to have due regard to the need to eliminate discrimination. The Act
stipulated that all Health Boards (as were all public bodies) across NHS Scotland
were required to produce a number of documents which would contribute towards
furthering one or more of the 3 needs of the Public Sector Equality Duty
(PSED/also know as General Duty). The PSED requires Scottish public authorities
to pay 'due regard' to the need to:
•
•
•

Eliminate unlawful discrimination, harassment and victimisation
Advance equality of opportunity
Foster good relations

The General Duty is supported by Specific Duties, set out in regulation, which came
into force on 27 May 2012. The requirements of the Specific Duties are as follows:
•
•
•
•
•
•
•

Duty to report progress on mainstreaming the equality duty
Duty to publish equality outcomes and report progress
Duty to assess and review policies and practices
Duty to gather and use employment information
Duty to publish gender pay gap information =
Duty to publish statements on equal pay, etc
Duty to consider award criteria and conditions in relation to public procurement
NOT PROTECTIVELY MARKED
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•
•
•

Duty to publish in a manner that is accessible
Duty to consider other matters
Duty of the Scottish Ministers to publish proposals to enable better performance

A reporting timetable has been provided as Appendix 1.
Board Requirements in relation to the Specific Duties
This paper presents 3 key reports:
NHS Dumfries and Galloway Mainstreaming Report
By mainstreaming equality, the health board will experience improved quality of
service design and delivery i.e. equitable access and equity of informed, personcentred care that can cope with the diverse needs of the Dumfries and Galloway
population. This leads to improved outcomes for patients and service users, as well
as staff.
Mainstreaming equality and diversity is a specific requirement defined as integrating
equality into the day to day working of NHS D&G, taking equality into consideration
as part of everything the organisation does.
The Board has a duty to publish a mainstreaming report every two years detailing
how it has mainstreamed equality and diversity. The Board is asked to note and
approve this report for publication by 30 April 2017.
NHS Dumfries and Galloway Equal Pay Statement/Gender Pay Gap Information
The Board has a duty to publish gender pay information and to publish a statement
on Equal Pay. This now includes occupational segregation data on disability and
race.
The Board is asked to note and approve this report for publication by 30 April 2017.
Equality and Diversity Joint IJB/NHS Equality Outcomes paper
NHS D&G has a responsibility to publish a set of equality outcomes and to report on
progress of the previous outcomes. The Equality Outcomes report has been
developed jointly through a programme of consultation and engagement led by the
IJB and key partners to review and inform the current draft outcomes for 2017 –
2021.
The Board is asked to note the equality outcomes report and specifically approve the
key principles and NHS actions contained within this report by 30 April 2017.
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Appendix 1
Reporting Timetable
Specific Duty

Output

Timescale

Next Report Due

Duty to report progress
on mainstreaming the
equality duty

Publish report on progress on mainstreaming
equality into business

Initial report published 30 April 2013 (every
two years thereafter).

30 April 2017

30 April 2013 (every 4 years thereafter)

30 April 2017

May 2016 – Jan 2017

Ongoing

30 April 2017

30 April 2017

(4) Report on progress to achieve agreed equality
outcomes

30 April 2015 (every 2 years thereafter)

30 April 2017

Complete and publish results of EQIA

Ongoing

Ongoing

Annually

Ongoing

(1) Publish a set of equality outcomes

Duty to publish equality
outcomes and report
progress

Duty to assess and
review policies and
practices

(2) Engage with persons who share a protected
characteristic in the setting of outcomes and
consider relevant evidence
(3) If not all protected characteristics are covered
by the outcomes, mush publish reasons for this

(1) Gather equality data for staff in respect of
each of the protected characteristics in relation to
recruitment, development and retention
Duty to gather and use
employee information

(2) Show how this data is being used to meet the
equality duty
(3) Publish a report on the breakdown of staff
using the data gathered, showing progress in
collating this information and how it is being used
to better perform the equality duty

Annually
30 April 2013 (and then annually within
mainstreaming report if not published
elsewhere)
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30 April 2017

30 April 2017

Specific Duty
Duty to publish gender
pay gap information

Output
Publish information on the percentage difference
between men’s average hourly pay and women’s
average hourly pay
Publish an equal pay statement containing NHS
D&G’s policy on equal pay and occupational
segregation between:

Duty to publish
statements on equal
pay, etc.

(i) men and women;
(ii) persons who are disabled and persons who
are not; and
(iii) persons who fall into a minority racial group
and persons who do not;

Duty to consider award
criteria and conditions in
relation to public
procurement

When undergoing quotation and tendering
processes for contracts, NHS D&G should be
considering conditions (which are related to and
proportionate to the subject matter) which enables
NHS D&G to better perform the equality duty.

Duty to publish in a
manner that is
accessible

Information on equality outcomes, gender pay
gap, equal pay and workforce breakdown requires
to be published in an accessible format

Duty of the Scottish
Ministers to publish
proposals to enable
better performance

Timescale

Next Report Due

30 April 2013 (every 2 years thereafter)

30 April 2017

30 April 2013 (every 4 years thereafter)
The 2013 statement need only cover men
and women. Subsequent statements (2017
onwards) will then include disability and BME
information (ii) & (iii)

Ongoing and where appropriate

Ongoing

30 April 2013

Ongoing

Scottish Ministers will publish proposals to
support public bodies in meeting their
requirements of the equality duty

31 December 2013 (every 4 years thereafter)

Scottish Ministers will publish a report on the
progress

31 December 2013 (every 4 years thereafter)
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30 April 2017

31 December 2017

31 December 2017

Equality and
Diversity
Mainstreaming
Report
2017
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Accessibility
If you would like this document in alternative formats such as Braille, large print,
audio or in a language of your choice, please contact us:

01387 244030

lynsey.fitzpatrick@nhs.net

Lynsey Fitzpatrick
Equality and Diversity Lead
NHS Dumfries and Galloway
High East
Crichton Hall
The Crichton
Dumfries
DG1 4TG
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INTRODUCTION
Over the last 7 years, NHS Dumfries and Galloway (NHS D&G) has demonstrated its
commitment to addressing discrimination and delivering services that are fair and
equitable to all. The Board has continually met its responsibilities as required by the
Equality Act 2010 and the Equality Act (Specific Duties) (Scotland) Regulations
2012.
Since the 2015 Mainstreaming Report, Dumfries and Galloway Integration Joint
Board Partnership (IJB) is responsible for a wide range of Health and Social Care
Integration (HSCI) services provided by NHS D&G, Dumfries and Galloway Local
Authority, Third and Independent Sector Partners and for ensuring that these are
delivered in a way that best achieves the aims set out in the Dumfries and Galloway
Strategic Plan.
This programme of work has been supported by an Equality and Diversity Lead in
both the NHS and the Local Authority and for the past nine months by the IJB
Equality and Diversity Lead.
The Equalities agenda continues to be an area of ongoing improvement and
development for NHS D&G and its partners under the IJB. The purpose of this
report is to provide a two yearly update on progress and continuing commitment to
embed equality, diversity and person-centred care throughout NHS D&G services,
highlighting progress and identify areas for further development.
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LEGISLATIVE BACKGROUND
All health boards across NHS Scotland are required to comply with the three needs
of the public sector General Duty (Equality Act 2010) and the (Specific Duties)
(Scotland) Regulations 2012.
The implementation of the legislation is monitored by the Equality and Human Rights
Commission (EHRC) in Scotland.
Public Sector General Equality Duty
The Equality Act 2010 cites 9 ‘Protected Characteristics’. These are age, disability,
gender reassignment, marriage and civil partnership, pregnancy and
maternity, race, religion or belief, sex, sexual orientation.
The three aims of the Act’s Public Sector General Equality Duty are as follows:
1. Eliminate discrimination, harassment, victimisation and any other conduct
which is prohibited under this Act
2. Advance equality of opportunity between persons who share a relevant
protected characteristic and persons who do not.
3. Foster good relations between people who share a protected characteristic
and those who do not
Purpose of the Public Sector Duty
The purpose of the public sector duty is to ensure that all public bodies , including
health boards, mainstream equality into their day to day business by proactively
advancing equality, encouraging good community relations and addressing
discrimination. The current duty requires equality to be considered in relation to key
health board functions including the development of internal and external policies,
decision making processes, procurement, workforce support, service delivery and
improving outcomes for the diverse needs of the population of Dumfries and
Galloway.
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Specific Duties
In Scotland, an additional set of specific duties were created by secondary
legislation: the Equality Act (2010) (Specific Duties) (Scotland) Regulations 2012,
which came into force in May 2012.
The specific duties listed below are intended to support public bodies, including
health boards, in their delivery of the general equality duty:


Report progress on mainstreaming the public sector equality duty



Publish equality outcomes and report progress



Assess and review policies and practices (impact assessment)



Gather and use employee information



Publish statements on equal pay



Consider award criteria and conditions in relation to public procurement



Publish in a manner which is accessible

All public sector partners have a legal duty to publish a report on the review of the
current equality outcomes, development of a new set of equality outcomes, an up to
date mainstreaming report, an equal pay statement and gender pay gap information
and an employee equality data report by April 2017.
There is a legal expectation that there will be a progress report published in 2019.
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MAINSTREAMING REPORT
Mainstreaming equality and diversity is a specific requirement defined as integrating
equality into the day to day working of NHS D&G, taking equality into consideration
as part of everything the organisation does
The benefits of mainstreaming equality include:


Equality becomes part of the structures, behaviours and culture of an
organisation



An organisation knows, and can demonstrate how, in carrying out its functions it
is promoting equality



Mainstreaming equality contributes to continuous improvement and better
performance.

By mainstreaming equality, the health board will experience improved quality of
service design and delivery i.e. equitable access and equity of informed, personcentred care that can cope with the diverse needs of the Dumfries and Galloway
population. This leads to improved outcomes for patients and service users, as well
as staff.
Organisational Commitment
NHS D&G has continued its commitment to ‘mainstreaming’ equality since the 2015
report, promoting equality and diversity with the aim of ensuring it is at the heart of
carrying out its functions effectively and fairly. Mainstreaming is the only way to
ensure that equality and diversity becomes a part of the functions of the
organisation, and is not seen as a separate project that sits alongside existing work.
Equality means treating everyone as an individual with equal dignity and respect,
taking account of protected characteristics. Achieving equality requires removal of
the discriminatory barriers that limit what people can do and achieve through the
services they need.
Mainstreaming also means that all staff have a legal responsibility for understanding
and taking account of equality and diversity issues, and that their knowledge is
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implemented across all skill levels and service delivery. This agenda is a shared
responsibility between all staff and managers.
Mainstreaming is not an overnight process of change. Progress may appear to be
slow, yet it is recognised that it takes time to build the knowledge and skills of
managers and staff to put this into practice. Ultimately, the demographic shift in the
diversity of our population requires a cultural shift in the way people are involved in
their own care, respected and have a say in how they wish to be treated.
The purpose of NHS D&G is to “deliver care that is person centred, safe, efficient,
reliable and to reduce health inequalities across Dumfries and Galloway”. This would
not be achievable without consideration of equality and diversity and the protected
characteristics.
Leadership and Responsibilities
Mainstreaming the equality duty is an organisational responsibility, and leadership
and staff awareness are central to its success. Leadership must be demonstrated at
all levels, providing a top down approach for the workforce to integrate equality into
all board functions.
The Chief Executive of NHS D&G is ultimately accountable for ensuring that equality
legislation is upheld and that services are designed and delivered in a way that
meets the Equality Act 2010. Within NHS D&G, this responsibility is delegated to the
Workforce Director.
NHS D&G has an internal Equality and Diversity Steering group. The membership of
this group is made up from at least one representative from each directorate and
meets every two months. This group is currently being reviewed to incorporate the
IJB functions, as well as ensuring that each of the four localities are represented on
this group. Responsibility for this group will be shared between the Director for
Public Health and the Deputy Director for HR. This will continue to widen the focus
of this group, and link it with the strategic work on inequalities being led by the Public
Health Directorate.
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Each directorate within NHS Dumfries and Galloway is responsible for developing
and overseeing its own action plan on equality and diversity. The leads for each of
the Directorates are expected to demonstrate how they have met their equality and
diversity responsibilities at their annual review. Each directorate and locality has a
role to play in meeting the 2017-2021 equality outcomes and coordinate how these
outcomes and associated actions are aligned with measures and indicators of their
local delivery plans.
The ‘Person Centred Health and Care Committee’ continues to have responsibility
for the implementation of the Spiritual Care Policy, ensuring that spiritual care is
available to patients, carers and staff in ways that are responsive to their needs. In
addition, this group oversees various programmes of work which includes measuring
and improving both patient and staff experience, from a person centred approach, at
which equality and diversity is at the heart.
NHS D&G have developed a poster
which details the General Equality
Duty and all of the Protected
Characteristics. This poster was
developed in conjunction with the
local Community Planning Partnership using the local Community
Planning ‘I believe in Equality’ branding.
The poster is displayed across a range of NHS and IJB venues, in
both staff and public areas. The poster is seen as a reminder to
staff of our obligation to equalities as a public body, and also to our
service users in terms of what they can expect from us.

This poster template design is also used to celebrate particular
months/days/campaigns relating to one or more protected characteristics.
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Case Study: NHS Board member recruitment
Public bodies are encouraged to consider how they can best attract a diverse
range of suitably skilled and able people to their boards. NHS Lanarkshire
carried out a pilot recruitment campaign for new board members in 2014. This
identified a number of lessons offering further opportunities to promote
equality and diversity from the very outset of the recruitment process. A
number of the recommendations were then tested in NHS Dumfries and
Galloway over 2014 - 15. It was therefore acknowledged that in the past the
Board was not representative of the local population.
The Chairman, in partnership with Colin Brown, Deputy Chief Executive of
Scottish Government, and the Public Appointments Team, adopted an
approach to recruitment that secured applications from a wider group of
individuals throughout Dumfries and Galloway who were able to demonstrate
a broader experience of both the health service and community services within
the region, in addition to the core competencies required of a Non-Executive
appointment.
A poster was developed which encouraged people to apply from a diverse
range of backgrounds and in particular underrepresented groups including
young people, women, disabled people and carers, with any potential
applicants being offered the opportunity to have an informal chat with the
Board Chairman. These posters were distributed as widely as possible, to all
of our contractors, local libraries, community councils and displayed on our
website. It was also promoted through all of our partnerships and networks,
including those groups from the voluntary sector and across the whole of
Dumfries and Galloway, and to a wider audience.
It was recognised previously that community public information events were
poorly attended so NHS Dumfries and Galloway contacted as many local
organisations as possible, offering an information session or further
information if required.
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The application documentation was revised to simplify the process and to
ensure “plain English” terminology was used throughout. The interviews were
also held locally in Dumfries, making this part of the process more accessible.
This exercise proved successful and was commended by the Equalities
Commissioner. The number of candidates standing for the pilot elected board
increased from 70 in 2010 to 106 applicants in the appointments process in
2014, which is a record number of applicants. This approach applied to NonExecutive appointments only, Executive appointments being recruited to using
the standard approach adopted by NHS Scotland
The equalities monitoring data shows that the board is becoming more
diverse. In June 2010, 75% of the elected non- executive board members were
male. This decreased to 42% in March 2015. 88% of the elected nonexecutive board members of were over 50 in June 2010 decreasing to 60% in
March 2015.
The gender breakdown of the NHS D&G Board between April 2015 and
February 2017 is set out below. This includes both Executive Directors and
Non – Executive Members who are noted as Board Members.

Time Period
April 2015 – March 2016
April 2016 – February
2017

No. of Female Board

No. of Male Board

Members

Members

8

6

7

7

NHS Dumfries and Galloway have also invested time looking at the
development of our board members. As well as the corporate induction
(which includes Equality and Diversity training) there are continuous board
workshops on offer to allow new and existing board members the opportunity
to meet a range of key staff and to develop their knowledge on a range of
approaches for the board, for example, health and social care integration and
tackling inequalities.
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Consideration has also been given to the personal commitments of the Board
Members when arranging Board and Committee meetings. All meetings have
been moved to a specific day in the week and although the solution may seem
inflexible, the idea was put forward by the Non-Executive members as this
allowed them to plan their personal and business commitments more
effectively.
NHS D&G is fully supportive of the work the Scottish Government is
undertaking to collect further diversity data of its Board members over the
course of 2017.
Case Study: LGBT Charter of Rights
The LGBT Charter of Rights was designed by a group of young people to
increase understanding and awareness of the barriers LGBT people face
accessing services and in employement. The Charter Mark is a programme
which supports and guides groups and organisations on their journey to LGBT
equality and inclusion. By raising awareness and increasing visibility of LGBT
people, LGBT Youth Scotland is dedicated to ensuring that all LGBT people
are valued, included and supported.
NHS D&G has had had a number of
achievements over the last two years.
Both the Sexual Health Team and the
Drugs and Alcohol team achieved the
Gold standard LGBT Youth Charter
Mark award in 2016.
Organisations are only able to
display the Charter of Rights when they can evidence that they have adequate
mechanisms in place to validate and support it, such as training and
information available on LGBT issues. NHS D&G have a large number of staff
trained across the organisation and those members of staff are required to
share the learning from the training to spread good practice and signpost
fellow colleagues towards LGBT organisations if required. The Board has also
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been required to look at our policies and practices, including legislative
obligations in the context of LGBT equality. NHS D&G and
the Integration Joint Board each published a Transgender
and Gender Neutral Policy in December 2016, covering both
the NHS Workforce and the people using all of the IJB
Services. Further work is required to continue to promote
and raise awareness of these policies across the public and the workforce.
The NHS and IJB will continue the focus on LGBT equality demonstrated
through the new LGBT equality outcome and associated actions.
Equality Impact Assessment
An Equality Impact Assessment (EQIA) is a detailed examination of a proposed
policy, guideline, strategy, service or function to check if it may impact unfavourably
on anyone, particularly groups who may experience inequality, discrimination, social
exclusion or disadvantage. It applies equally to internal and external policy, strategy,
functions and services.
It is vital tool for identifying any barriers to ensure that any negative consequences
are minimised and opportunities to promote equality maximised.
In 2016, NHS D&G and Dumfries and Galloway Local Authority adopted a joint
Impact Assessment toolkit so that both organisations utilise a consistent approach.
The toolkit now includes assessment on the aims of the Equality Act 2010 in greater
detail, the Human Rights Act 1998 and questions on health and wellbeing and health
inequalities.
The guidance to accompany the toolkit has been developed to provide a clear, step
by step process which will lead to higher quality equality impact assessments being
carried out. This more streamlined process should allow third sector partners to
enhance their understanding of the impact assessment process as their input is
crucial in carrying out meaningful assessments.
All of NHS D&G Board and Committee papers require the author to confirm if an
impact assessment has been carried out.
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There are plans to carry out some work with all Board members on the EQIA
process, providing an up to date refresher session for some and perhaps more in
depth awareness raising for some of our new members. By reiterating the
importance of EQIA ‘from the top’, it is hoped that gradually all of our committees will
be vigilant in ensuring that all papers have an EQIA completed where required. A
quality control process for impact assessment must also be considered and
developed.
The use of the impact assessment tool is fundamental to the continuous promotion
to fully embed the practice within all of our decision making processes.
Employment and Employee Information
Embedding good equality and diversity practice in all we do is not only a core part of
being a good employer, but also provides a strong foundation from which to begin
the journey of service improvement.
NHS D&G values the contribution of its employees in the delivery of health services
to our local communities. All employers should be committed to equality and to treat
its staff with dignity and respect, helping them to reach their full potential at work. A
diverse organisation with a range of abilities, experience and skills is more likely to
be skilled and sensitive to the needs of the diverse community which it serves.
Staff Awareness and Understanding
The requirement to mainstream equality and diversity provides NHS Dumfries and
Galloway with an opportunity to build the knowledge and understanding all of its staff
to consider and promote equality within their own roles. The success of the
organisation in providing high quality, patient centred services and patient
experience depends on valuing, supporting and developing its workforce,
recognising the importance of staff learning and development. Equality and Diversity
awareness training continues to be mandatory for all new staff to the organisation
and for all current staff, including Senior Managers and Board members, every two
years.
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From the outset, staff are aware that equality and diversity is an integral part of the
organisation and the responsibility of everyone within it.
It is hoped that in addition to the corporate equality and diversity training, further
specific training will be considered where required to increase awareness amongst
the workforce.
Case Study: Staff Awareness and Training
The Interventions for Dementia, Education, Assessment and Support (IDEAS)
team within NHS Dumfries and Galloway have developed a series of training
opportunities open to staff to allow them to develop their understanding of
what it is like to live with some of the sensory and physical health conditions
that people living with dementia can face.
The training sessions include (amongst a range of other topics): an overview
of dementia, the different type of dementia and the impact dementia can have
on an individual and their families. In addition to this, a session involving
simulation training allows participants to have some of their senses and
movements impaired and then asked to complete a series of tasks in a
controlled environment. Participants then take part in a guided reflection on
their experience in order to relate learning to practice and identify any changes
to the way in which they support people with dementia in their care. Over 1000
training places were offered in 2016.
Equality and Diversity continues to be a core requirement of the professional
development of our staff as part of the NHS Knowledge Skills Framework. Staff are
expected to demonstrate to their line manager, as part of their Annual Development
Record, that they have promoted and acted in ways which support equality and
diversity. They must provide examples of how they have done this, or are working
towards this in their role.
NHS D&G have previously demonstrated a commitment to following the ‘two ticks’
scheme which was replaced in November 2016 with the Disability Confident
Scheme. This continues with the obligation to
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interview all disabled applicants who meet the minimum criteria for a job vacancy
and consider the applicant on their abilities, and to make sure that when an
employee becomes disabled, every effort is made to ensure that they stay in
employment by making any reasonable adjustments required. The Disability
Confident scheme now includes an increased number of actions which the Board
must meet to maintain their recognition as a ‘Disability Confident’ employer, and this
has been included as an action within the 2017 equality outcomes.
Case Study: Carer Positive ‘Engaged’ Status
The 2011 Census revealed that the total number of unpaid Carers in Dumfries
and Galloway was 14,995 which represented 9% of the Dumfries and Galloway
population. NHS Dumfries and Galloway
recognise that the number of Carers will
grow considerably in future years as
demographic and social trends forecast an
increasing demand in the requirement for
caring for another person. This in turn
means that there will be a need to place
more acknowledgement and value on the
contribution of carers in supporting our Health and Social Care infrastructure,
including members of the workforce. NHS Dumfries and Galloway recognise
the need to ensure its status as a responsible and supportive employer in
ensuring that staff who may be Carers are supported to continue in their
Caring role while retaining a fulfilling role and career in the workplace.
Carer Positive is a Scottish Government funded initiative which has been
developed with the support of public, private and voluntary organisations in
Scotland. It is based around three levels: Engaged, Established and
Exemplary. NHS Dumfries and Galloway were awarded Engaged status in
January 2016 through delivery of a Carer Postive Action Plan. A number of the
activities highlighted as good practice included:


Carer Aware NHS Board Workshop
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Carers Week 2016 – Carer Friendly Communities



Adult Carers Support Plan – supporting carers in workplace



Introduction of EPiC (Equal Partners in Care) e-learning module



Delivery of ‘face to face’ Carer Aware training to staff groups



Carer Strategy Survey – information to inform future Carer Positive
developments

The next phase of the work will continue the implementation of the Carer
Positive Action Plan, leading to achievement of Carer Positive Established
status.
Employment Monitoring
NHS Dumfries and Galloway have established equalities monitoring and reporting
systems in terms of our staff, but acknowledge that gaps still exist.
Recognising the gaps and following the release of the Equality and Human Rights
Commission (EHRC) Report Measuring Up? Report 2, the NHS Human Resources
Directors and NHS Equality and Diversity Lead Network jointly established a short
life working group to assess current practice and recommend improvements which
would increase the quality and consistency of staff equality data collection, use and
reporting across NHS Scotland.
The group carried out a scoping exercise which identified both cultural and practical
barriers to data collection and analysis. The group is developed an improvement
plan to support joint action across NHS Scotland to increase disclosure rates,
facilitate consistent reporting through established standard metrics and reporting
processes and use the capabilities of a new Human Resources Management system
to support data analysis at individual board and national NHS level. The short life
working group submitted their initial proposed action plan in 2015.
In 2016, this group reconvened again to develop national NHS Scotland guidance on
gender pay and occupational segregation reporting. This approach aims to ensure
that there is support and consistent reporting nationally across NHS Scotland on the
workforce reporting elements of the Specific Duties.
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Our most up to date equality and diversity employee data can be found at the
following link:
http://www.nhsdg.scot.nhs.uk/About_Us/Equality___Diversity/ED_Files/Workforce_D
ata_Report_2016.pdf. The data within this report relates to staff in post as at 1st April
2016. These are the most up to date figures which have been gathered at present,
and the next set of data will be gathered again in April 2017.
Use of Equality and Diversity Workforce Data
Equality and Diversity workforce data is routinely used to support both workforce
planning and Human Resources activities. The protected characteristics of age and
gender have a particular focus within workforce planning and are routinely used and
reported within workforce plans and intelligence.
Changes to the local population and labour market require us to plan our future
workforce now. The current population of Dumfries and Galloway is substantially
different from the Scottish population profile. There is a larger proportion of older
people and a markedly smaller proportion of young people. It is predicted that the
working age population of Dumfries and Galloway will decline by 10.8% by 2033.
The NHS Dumfries and Galloway 2013-2017 Workforce Plan uses equality data to
provide some key statistics, particularly in relation to age:
18% of Nursing and Midwifery staff are 55+
36% of nurses in Band 5-8 are 55+
33% of Support Staff are 55+
Given that we have an aging population locally, and in turn, an aging workforce, the
need to attract and keep young people in all our services is becoming more
apparent. NHS Dumfries and Galloway is currently in the process of drafting and
implementing their ‘Developing the Young Workforce Strategy’ to address the issue
of an aging workforce. Knowledge is lost with the retirement of experienced staff
and this is an opportunity to ‘grow our own’.

18

Whilst we can evidence that we are using some of the data gathered on our
workforce, particularly with regards to age, there is further work required in terms of
using more of the data which we have gathered on all of the protected characteristics
and this is covered within the 2017 set of equality outcomes.
Gender Pay Gap and Occupational Segregation Information
The full gender pay gap report can be found at the following link: Report Attached Link to be inserted once report is published.
Equality of Access to NHS Dumfries and Galloway Services
NHS Dumfries and Galloway is aware that many people face difficulties either in
accessing healthcare services, getting information or communication due to
language, literacy or disability barriers.
Physical Access
All of our public buildings have disabled parking and toilet facilities and hearing loop
systems. Annually, NHS Dumfries and Galloway submit a ‘Property and Asset
Management Strategy’ which goes to Board for approval, and which highlights any
issues which require to be addressed.
Every five years, all of our properties are re-surveyed in relation to a range of
maintenance issues but which also take into account compliance regarding physical
access. Considering equality has become mainstreamed into this process, both in
terms of new developments and any refurbishments.
Information
NHS Dumfries and Galloway continue to have in place a Patient Information Policy
which ensures that all written information for patients, carers and people who access
our services is of a high standard and easily understood. This policy makes it clear
that written information is not always the best form of communication for some
people as not everyone can read, see or understand English.
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NHS Dumfries and Galloway also have in place our Interpreting and Translation
Policy. This ensures that communication is not a barrier for people who cannot
communicate in English, in spoken word or those who have a sensory impairment
that prevents them from using standard methods of communication. The policy is
there for staff to refer to if the use of an interpreter is necessary, and gives clear
guidance on how to access translation and/or interpretation services. In 2014, this
policy was promoted amongst staff so try and ensue that everyone is aware of what
action to take if communication support is required. A review of the NHS Interpreting
and Translation Policy was started in 2016 and this review continues to be ongoing.
There is also a national piece of work ongoing between all of the Health Boards in
Scotland to consider what is being provided in each board, and if there are ways that
boards can learn from each other’s approaches and consider if there are
opportunities for joined up working.
Case Study: Communication Support Training
The Speech and Language Team within NHS Dumfries and Galloway have
developed a training session for staff which focuses on Communication
Support for patients. This course gives some background in terms of the
legislation and then focuses on some of the techniques which can be
implemented to support/improve communication with patients, including
hearing impairment, cognitive issues, body language and the use of aids and
adaptations. All of the feedback from this course has rated it as
excellent/good. Participants were asked to identify one thing that they would
change as a result of the training with many opting to review/revise literature
provided by their service to make it more accessible and to order materials
and download apps to keep in clinics and wards to make assessment of
people with communication support needs easier. There was also specific
feedback from staff that trialled some of the techniques confirming that it has
improved communication with patients in some cases allowing them to access
treatment which they may not have done previously due to barriers in
communication. This course was primarily aimed at clinical staff but the
option of delivering this to a wider range of staff is being considered at
present.
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Our internal Patient Information Services are able to arrange for translation of
information in most languages, as well as other formats such as easy read. Both
NHS and IJB services also have access to Languageline.
Guidance will be sought in all printed publication to ensure the use of positive
images in terms of the diversity of the local communities and representative of the
protected characteristics. Every effort is made to present information in ways that
are accessible across the local population.
Case Study: Easy Read Leaflets
In the 2015 NHS Mainstreaming Report, it was noted that the Patient Services
team were in the process of developing a set of leaflets in Easy Read format
about some of the services provided at NHS Dumfries and Galloway. Easy
Read makes information more accessible for people with learning disabilities.
This involves using clear and simple text, short sentences and simple
punctuation. Often bullet points are
used, along with story boxes and
pictures to make the main points clear.
The first leaflet which was developed
was for patients attending the Day
Surgery Unit. This was put together
with the involvement of service users from the local branch of Enable
Scotland, a charity which campaigns for people with a learning disability to life
the life they want and to be able to actively participate in their communities.
There was also input from User and Carer Involvement, a representative from
our Speech and Language department and members of the public who provide
care for a relative with a learning disability.
Following on from this exercise, there are now a number of easy read leaflets
available for staff to download on a number of our services, including Accident
and Emergency, Sexual Health and Maternity Services.
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Service User Data and Monitoring
Monitoring service user data continues to be an important aspect of NHS Dumfries
and Galloway’s commitment to equality, diversity and inclusion.
NHS Dumfries and Galloway continue to use TOPAS, the Patient Administration
System to collect patient data –. The characteristics of age and sex are routinely
collected and recorded, and we continue to regularly report on ethnicity monitoring
above our target of 80%.
Previously, a local equality monitoring form was developed and agreed for use
between the partners within the local Community Planning Partnership. The
monitoring form was designed to be used when consulting and engaging with service
users across all of the public bodies, to allow systematic collection and analysis on
engagement by protected characteristic. This form is has been reviewed in 2016 to
ensure that it is inclusive of all of the protected characteristics and uses the most
appropriate and up to date terminology. The new form has been tested at a number
of consultation events and has been used consistently throughout all of the
engagement activity on the 2017 equality outcomes.
Data collection and equality monitoring enable the Boards to inform service
development and improvement and take action where differences exist between
groups. Both the IJB and NHS D&G, recognise that improvement around data
collection on electronic systems must be considered going forward. There has been
initial engagement with other boards nationally to look at the systems being used by
Boards and what information it is that Boards need to be collecting, particularly
around additional supports needs.
Within the 2017 equality outcomes, there is an outcome around data and monitoring
and it is hoped that this and the associated actions will lead to improvements within
our systems to identify the specific needs of individual patients relating to their
protected characteristics.
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Partnership Working
Partnership working and engagement are at the heart of how we operate, allowing
us to respond more effectively to opinions of local communities and stakeholders
around what our priorities should be.
Health and Social Care Integration has meant that NHS Dumfries and Galloway are
working more closely than ever with partner organisations. Integration of health and
social care is designed to ensure that health and social care provision across
Scotland is joined up and seamless, particularly for people with long term conditions
and disabilities, many of whom are older people.
NHS Dumfries and Galloway continue to be represented on the Community
Planning Equality and Diversity Working Group. The membership of this group
includes both statutory sector and local community
diversity groups. The Diversity Working Group is
chaired by a member of one of the local equality
groups and work has been ongoing to try to ensure that all of the Protected
Characteristics are represented on this group.
Locally there is also the Public Sector Diversity Officers group which is a peer
support group of diversity leads from NHS, Local Authority, Police, Fire and Rescue
Service, Scottish Prison Service and Colleges which meet on a quarterly basis to
share thinking and updates on equality issues.
Nationally, NHS Dumfries and Galloway continue to be represented on the NHS
Equality and Diversity Lead Network. This is a peer support network for equalities
officers from all Scottish Health Boards. This is a group which allows information
sharing and discussion particularly around the implementation of the Equality Act
2010. There are also opportunities to engage with national bodies including Scottish
Government and the Equality and Human Right Commission.
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The 2013 mainstreaming report made reference to the NHS Public Partnership
Forum (PPF). This group was a network of local people with an interest in improving
NHS services. In 2014, this group was disbanded and work has been ongoing to
replace this group with a more effective group which would involve representatives
from a wider range of statutory sectors, as well as a more diverse membership from
across the region.
NHS Dumfries and Galloway greatly values public input and is keen to provide
opportunities for local residents to participate in the development, design and
delivery of its services. Working closely with a number of local partners, it has
recently formed a Participation and Engagement Network (PEN) so that members of
the public can ‘sign up’ to become more involved in local consultation and
engagement activities.
Leaflets have been distributed to partners and local established groups in order to
begin promoting the new network and members of the old PPF have been contacted
and invited to join. There are plans for online promotion of the PEN and are working
towards developing resources for that at the moment. The Board has received a
number of registration forms in recent weeks, which has started the process of
developing of a network of members.
Case Study: Dumfries and Galloway Community Survey
In 2011, NHS Dumfries and Galloway played a key role in the Dumfries and
Galloway Community Survey. This survey was led by the Public Sector
Diversity Officers Group and the aim was to assess general satisfaction with
the wide range of public services provided, to identify negatives and gaps to
aid service planning. The goal was to develop an understanding of whether
there were different outcomes for different groups of people, defined by their
Protected Characteristics, which contribute towards the areas on which we
would base our equality outcomes. The responses to the survey were then
analysed by the NHS Dumfries and Galloway Health Intelligence Team.
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The survey was repeated at the end of 2014, however the final feedback report
was not made available until after publication of the 2015 mainstreaming
report.
Survey respondents were a reasonable representation of the local community,
but the respondents were skewed towards older women and carers, who may
be over-represented. There was also an issue with very low numbers of
respondents in some protected characteristics. It is therefore crucial to see
the Community Survey as one of a range of sources to inform decision
making.
Despite small numbers in certain categories, discussions with the data
analysis team have shown that there are statistically significant differences
between people with certain protected characteristics compared with the
overall respondents as a group. People with a disability in particular were
regularly significantly less satisfied with public services across a range of
issues, similar to the results in the previous survey carried out in 2011.
Differences between the 2011 survey and the 2014 results include the
following highlights:


Many people appear to feel safer in their communities



Accessibility if services and being able to have a say in services has
worsened



Getting the care and support needed to be in good health has worsened



Satisfaction with public services has worsened across all services
mentioned, particularly education, library, Local Authority customer
services, NHS and Police.

The results from the 2014 Community Survey have been analysed and used in
the evidence gathering exercise to develop the 2017 equality outcomes.
Case Study: Gender Equality Group
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In 2014, a group of staff from both NHS and the Local Authority met to look at
the issue of gender equality. This started as a discussion on a blog
discussing the term ‘feminism’, amongst a group of staff with an interest in
this area. Following this discussion, as well as a film screening on the sexual
exploitation of children, group members were in agreement that it would make
sense to consider gender inequality further as a group and start to look at
implementing some actions.
The initial gender equality event took place in March 2015, which brought
together staff from both organisations with an interest in this area from both a
work and personal perspective. Participants were shown some film clips and
statistics on gender inequality which led to discussion among the group.
Everyone involved stated some actions which they were going to take
personally, however small, within both their work and personal lives.
It was envisaged that this event would be the first of many considering the
issue of gender equality. The aim of this group is to develop action plans to
keep the issue of gender equality ‘live’ through a variety of events, campaigns,
discussions and reports.
In September 2016 a larger scale event called ‘Gender Matters’ was organised
in conjunction with the national organisation ‘Engender’. This event was open
to staff from both organisations as well as members of the public from across
Scotland as this event was promoted through a number of national networks.
‘Gender Matters’ provided participants with the opportunity to discuss a range
of topics, including flexible working, gender pay gap, stereotyping and the
impact of the media. Participants were asked to come up with a number of
actions at the end of the day, both within their work and personal capacity to
try to take action to promote gender equality. There was interest in setting up
a Dumfries and Galloway Women’s Network and this is being followed up by
members of staff with interested parties.
The next most recent awareness event was held on 8th March to mark
International Women’s Day.
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The approach of having individual organisational groups to concentrate on
particular protected characteristics will be further explored over the next
twelve months.

Procurement
The NHS D&G procurement handbook contains a section on equality which states
that where a contractor is carrying out a public function on behalf of NHS D&G, the
legal liability for the duties in relation to that function remains with NHS D&G as the
contracting organisation for the function. The degree to which equality and diversity
requirements are specified and incorporated within procurement documentation will
vary according to the goods, services or works being purchased and are assessed
on a case by case basis. NHS D&G have also added a section to the Competitive
Quotations and Tenders Procedure on Equality and Diversity as well as a link to the
Equality and Human Rights Commission Procurement Guidance.
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EQUALITY OUTCOMES
Outcomes are not what we do, but the beneficial change or effect which results from
what we do. These changes may be for individuals (both staff and service users),
groups, families, organisations or communities.
Specifically, an Equality Outcome should achieve one or more of the following:


Eliminate discrimination



Advance equality of opportunity



Foster good relations

An equality outcome is evidence to show that NHS Dumfries and Galloway intends
to meet one or more of the three general duties. Equality outcomes have been
proposed on the basis that they are short to medium term (1-4 years) and every
protected characteristic has been covered by one or more of the outcomes. Equality
outcomes are intended to produce results and achieve specific identifiable
improvements in people's life chances, as well as improvements in staff experience.
These changes may be for individuals, groups, families, services or communities,
they can relate to changes in behaviour, decision-making, attitudes, or better
awareness.
In April 2013, NHS Dumfries and Galloway published five equality outcomes, with
related actions which would be undertaken to allow us to work towards the overall
outcomes. The five outcomes were as follows:
1. NHS Dumfries and Galloway is more equitable in the way in which it employs its
workforce, which reflects more closely the diversity of the population it serves.
2. Employees at NHS Dumfries and Galloway experience a safe and more
supportive workplace environment that contributes to their positive health and
wellbeing.
3. Healthcare Services, developments and policies are better able to meet the
diverse health needs of local communities, promote well being and reduce health
inequalities, and those who require health services will have more equal access
to them.
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4. NHS Dumfries and Galloway delivers person centred care and meets best
practice standards in relation to equality and diversity, where patients can be
confident that health services delivered and staff will respect their dignity and
identity.
5. The people of Dumfries and Galloway, including those with protected
characteristics experience an improved sense of community cohesion, supported
by the contribution of NHS Dumfries, working in partnership with other local,
public and third sector organisations.
In 2016, responsibility for outcomes 3,4 and 5 was transferred over to the
Dumfries and Galloway Integration Joint Board.
Review of the 2013 – 2017 Equality and Diversity Outcomes
Outcome 1 - NHS Dumfries and Galloway is more equitable in the way in which it
employs its workforce, which reflects more closely the diversity of the population it
serves.
Output

Action

Update

The number of
staff willing to
share protected
characteristics
increases

Establish a
programme which
will promote and
encourage our
workforce to
complete
monitoring across
all protected
characteristics

Baseline data
established

Review monitoring
of PCs to ensure
that recruitment,
workforce profile,
progression and
leaving
employment are all
fully monitored and
reported

Since October 2015, all new staff are being asked to complete their
E&D data on the HR system during induction. There have been
several articles on HIPPO encouraging existing staff to check and
complete their equality and diversity information and the reasons
why we need this information, as well as articles within the workforce
paper. This will become a regular, ongoing exercise to try to
increase the level of data that we have annually. When this
output/action was established, the requirement at national level to
move from our current HR system to EESS, and the timescale
around this was not taken into account. Therefore our current
records may not demonstrate an increase in the number of staff
willing to share protected characteristics; however, through an
ongoing campaign encouraging staff to update their records, there
will be a long term impact and improvement on the level of data that
we hold. This will be addressed in the 2017 outcome around
monitoring
There has been significant progress with this and now have the
ability able to report on numbers of applications, shortlisted
candidates, posts offered and accepted by 7 out of the 9 PCs. This
action will continue to be ongoing annually as the level of workforce
data that can be reported is increased. A short life working group of
NHS Equality Leads and HR Directors was established following
publication of the EHRC ‘Measuring Up’ report 2. This working
group has recommended a standard set of workforce equality data
metrics for NHS Scotland. Further information is contained within
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Impact
assessments
complete and
any actions
addressed

Recruitment
panel staff must
have completed
Equality and
Diversity
training, either
online or face to
face.

Increase in the
number of work
experience
posts

An increase in
communication/
staff awareness
of flexible
working options

appropriately
across all of the
PCs
Impact assess
recruitment
process, monitor
number of
applicants willing to
disclose, become
seen as an
employer of choice
and encourage
applications from
underrepresented
groups
Targeted equality
and diversity
training for
members of staff
that sit on interview
panels

the workforce data report

The Recruitment and Selection policy was equality impact assessed
in May 2015. Representatives from local equality groups were
invited along to take part and also to give any feedback on how this
policy could be more equitable. The most up to date workforce
equality data has been analysed as a result, there is a specific
outcome in 2017 on increasing the numbers of disabled people and
young people employed by NHS D&G.

The corporate face to face induction training has been refreshed
since the publication of the equality outcomes in 2013. Within the
draft Equality and Diversity Policy published in 2015, it is mandatory
that interview panel staff must have undertaken equality and diversity
training, and that all members of an interview panel must have taken
part in recruitment and selection training. The Workforce Directorate
have updated the recruitment and selection training to include a
section on ‘unconscious bias’ and stereotyping, particularly in
relation to someone’s protected characteristics. An information
sheet on ‘Interview Bias’ is also now given to all attendees of this
training. This is also included in the ‘Competency Based Interview
Skills’ course and the ‘Interview Skills Course’ which is being piloted
at present. Further awareness on unconscious bias has been
identified as an action within the 2017 outcomes.
Develop and
NHS D&G are currently taking part in the Glasgow Centre for
promote work
Inclusive Living Equality Academy Professional Careers Programme.
placement
This programme involves NHS D&G providing a two year
opportunities
employment opportunity for a disabled graduate. It is hoped that this
created for people
national programme will increase the representation of disabled
with disabilities to
people in training positions within the NHS and will provide valuable
give them an
work experience for those taking part. NHS D&G have recruited one
opportunity to gain individual as part of this programme. Scottish Government are also
some relevant work looking into developing guidance for NHS Boards on employing
experience
people with learning disabilities. NHS D&G have volunteered to be
involved in the development of this guidance but there has been no
further action at this time. This action will continue to be taken
forward through the Disability Confident Award in 2017.
Raise and maintain Flexible working has been highlighted through the workforce paper.
awareness of
NHS D&G has also been awarded the Carer Positive kite mark at
flexible working, at Level 1: Engaged. For the organisation to receive this recognition, it
all levels, making
had to evidence that the organisation has awareness of carers and
sure staff are
has made a commitment to support carers through workplace
aware of their
policies/working practices and that systems and processes have
options, targeting
been developed to support this. The work on the Carer Positive
carers as well as
Standard and the promotion during Carers week has advanced
parents
awareness of flexible working options and policies. This action has
been taken forward within the Equal Pay Statement/Gender Pay Gap
Report.
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Increase in
number of LGBT
Charter Mark
awards being
worked towards

LGBT Charter
Mark promoted
amongst
directorates

Since the publication of the Equality Outcomes, there have been
further 17 areas awarded or undertaking the Charter Mark.
Operations Directorate have achieved the Foundation award and our
Public Health department were the first organisation in Scotland to
achieve the Gold award in 2015. Sexual Health D&G and D&G
Drugs and Alcohol Service both achieved Gold awards in 2016.

Outcome 2 - Employees at NHS Dumfries and Galloway experience a safe and
more supportive workplace environment that contributes to their positive health and
wellbeing.
Output

Action

Update

All staff will
demonstrate
high levels of
appropriate
behaviour

Promotion of staff
dignity at work
policy, Give
Respect, Get
Respect, Code of
Positive Behaviour
Review of staff
complaints,
grievances and
issues up to
tribunal stage to
look for patterns
relating to PCs.
Monitor reports of
bullying and
harassment cases,
victimisation and
discrimination
Look at levels of
staff absence
against the PCs

This activity should be mainstreamed into directorate action plans.
This action should be ongoing work to do around the best way to
promote these policies across the organisation and measure the
effectiveness of any promotion.

Established
baseline of staff
complaints,
grievances and
issues leading
up to tribunal
stage in relation
to PCs

Established
baseline of
absenteeism
against the
protected
characteristics
Process review
complete, data
baseline
established in
relation to
protected
characteristics

Review exit
interview process
and link to PCs

NHS Dumfries
and Galloway
employee
gender-based

Implement national
Gender Based
Violence PIN
Policy and work

Workforce Equality data gathering includes grievance and
disciplinary figures against 8 of the PCs. Small numbers and lack of
data on staff makes it difficult to set a baseline. This information will
continue to be monitored. The introduction of EESS will make this
process more straightforward and with the option to run national
reports which highlight the areas where discrimination is most likely
to occur during these processes. The 2015/16 Workforce Equality
Data report included questions from the staff survey broken down by
PC, for example, whether a member of staff has experience
discrimination or bullying and harassment from with colleagues of
their manager, whether this was reported or not and whether or not
they were satisfied with the response.
The sickness absence data has been considered by the Workforce
Directorate to try to establish if there is any correlation between the
sickness absence data and the protected characteristics, however
there were no patterns or signs of discrimination occurring within the
data. There may be some merit in looking at this data again in future
once there is more complete data for staff and their protected
characteristics.
This policy has been revised since the Equality Outcomes were
published and despite not asking directly about discrimination, this
policy now asks a wider range of questions which allows staff leaving
the organisation to provide their thoughts on a wider range of issues
within the organisation including how ethical the organisation is. The
policy also states that a staff member can choose to speak directly
with the Workforce Directorate as opposed to their Line Manager.
Once the new HR system is fully implemented, it may give the Baord
the ability to report the uptake of exit interviews against all of the
protected characteristics.
The NHS D&G Employee Gender Based Violence policy was
approved in 2014 and is available to view on HIPPO. Workforce
Directorate paper in April 2014. Public Health have established a
group to look at routine enquiry in relation to gender-based violence
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violence policy
and monitoring
system in place

towards the
development of a
monitoring system

Managers
trained on
implementation
of GBV policy

and also to look at violence reduction in general. The development
of a safe, confidential monitoring system must still be considered as
part of this group. Routine Enquiry training has been delivered to
NHS staff within Sexual Health, Maternity Services, Health Visitors
as well as Nursing Students within UWS. Opportunities to deliver
training to managers are currently being explored.

2017 – 2021 Equality and Diversity Outcomes (EDO)
The following new outcomes have been developed after a period of evidence review,
public consultation and targeted focus group discussions to ensure the new
outcomes were based on previous progress, regional trends, barriers and priorities.
These outcomes and associated actions have been developed jointly with the IJB.
The 2017 joint equality outcomes are as follows:
EDO1 – Service providers are better at using the equality information they collect to
provide services that meet individual need
EDO2 – The new hospital will help to make sure that all different kinds of people feel
safe, respected and supported: including staff, patients and visitors
EDO3 – All people, no matter their sexuality, gender or sexual expression will
experience less unfair treatment (for example, staff not assuming another’s sexual
orientation or asking questions about a person’s sex life when not of appropriate)
EDO4 – Young people and disabled people will be successfully supported to access
work place opportunities, reducing barriers, so they feel part of the working
community.
Further action to address inequality in terms of the protected characteristics of
gender and pregnancy and maternity is included within the Equal Pay
Statement and Gender Pay Gap Report.
To effectively mainstream the equality and diversity outcomes there must be
acknowledgement of the requirement for continuation of the IJB Equality and
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Diversity Lead to ensure quality and consistency of implementation across all health
and social care services. This will ensure implementation, monitoring and evaluation
will take place to evidence progress around meeting the Legal Duties.
For a full update on progress towards the 2013 – 2017 equality outcomes, as
well as the new 2017 – 2021 outcomes report please go to the following link:
Paper attached - Link to be added in once papers are approved and published.
CONCLUSION
Despite the progress in mainstreaming equality and diversity and the revised set of
equality outcomes for 2017 – 2021, there is still much more to be done. The
evidence gathering exercise in developing the latest set of equality outcomes
highlighted the need for improvement to embed equality and diversity.
The implementation of the latest set of outcomes will require commitment from the
directorates and localities in implementing these into their local delivery plans. This
work has already started with the mapping of the key measures and indicators for
the Strategic Plan against the new equality and diversity outcomes.
It is acknowledged that mainstreaming the equality duty is an organisational
responsibility, and that leadership and staff awareness are central to its success.
However, this is an area that could be greatly improved through greater ownership
by the Service Leads alongside specific training.
Continuation of the IJB Equality and Diversity Lead post is crucial to the
implementation of mainstreaming equality and diversity across all health and social
care services.
Promoting and training in the use of impact assessment tools is fundamental to fully
embed and understand the equality and diversity impact within all of our decision
making processes.
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RECOMMENDATIONS
1. Continue to gather evidence from all health and social care services that
inform developments
2. Supporting directorates and localities to embed the outcomes into their
daily functions
3. There is a commitment from leadership to implement the key actions
from the outcomes report relating to their legal obligations
4. Continuation of the IJB Equality and Diversity Lead post
5. Further promotion and training in the use of impact assessment tools
and quality control process
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Introduction
The following report outlines the work undertaken by the Dumfries and Galloway
Integration Joint Board (IJB) Partnership to review and develop a set of Equality and
Diversity Outcomes for the period of 2017 – 2021. These outcomes have been
developed jointly with the Dumfries and Galloway Local Authority and NHS, with the
2

IJB ultimately being responsible and accountable for the overall governance of
progress.
The report presents the findings from a communication and engagement plan which
provided a real time snapshot of the issues facing the diverse population of Dumfries
and Galloway.
Four new key outcomes with associated actions have been presented as the key
focus of work for the next four years. With an annual staged approach to each
outcome, and alignment to the current nine national health and well-being measures
and indicators. This will enable services to embed these outcomes into their daily
functions as well as dovetail into the work undertaken by the wider Equality and
Diversity Mainstreaming agenda.

About the Integration Joint Board
The Dumfries and Galloway IJB Partnership is responsible for a wide range of Health
and Social Care Integration (HSCI) services provided by NHS Dumfries and
Galloway, Dumfries and Galloway Local Authority, Third and Independent Sector
Partners and for ensuring that these are delivered in a way that best achieves the
aims set out in the Dumfries and Galloway Strategic Plan.
The Strategic Plan is clear that person centred care will be at the heart of everything
that the Partnership delivers. This can only happen through the genuine
mainstreaming of equality into the Partnerships daily functions, embedding
approaches that take into account the protected characteristics in the planning and
delivery of health and social care services.

Who are these outcomes for?
The Equality and Diversity Programme across Scotland essentially applies to
everyone. When you consider the nine protected characteristics, you will probably
Please note: Due to very tight deadlines, this report represents content only and is
not a graphic representation of how the final report will look. The graphic edition
will be circulated for electronic approval by the IJB.

find yourself to be in at least one or two of the categories.
Age
Disability

Religion or Belief
Marriage or Civil Partnership
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Race
Sexual Orientation

Gender (sex)

Pregnancy & Maternity

DIVERSITY
Everyone is accepted in
their uniqueness and
included

EQUALITY
Equal access for
everyone to the same
opportunities

Gender Reassignment

INCLUSION
The sense of belonging,
respect, having value
and feeling supported

Public sector equality duty
Dumfries and Galloway Integration Joint Board as a public body is required to ensure
that equality and diversity is embedded into all of its functions and activities in line
with the Equality Act 2010. The public sector equality duty is supported by the
Equality Act (Specific Duties) (Scotland). Regulations came into force in May 2012.
The public sector equality duty requires public authorities to pay ‘due regard’ to the
need to:
1. Eliminate unlawful discrimination, victimisation, harassment or other unlawful
conduct that is prohibited under the Equality Act 2010
2. Advance equality of opportunity between people who share a protected
characteristic and those who do not
3. Foster good relations between people who share a protected characteristic
and those who do not
These requirements apply across the protected characteristics yet only the first
requirement to eliminate discrimination applies to the protected characteristic of
marriage and civil partnership.
There are a number of Specific Duties placed upon public bodies. The following
report only pertains to the following duty:
• Duty to publish equality outcomes and report progress
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The Nine National Outcomes
The nine national health and well being outcomes provide a strong strategic position
to create equal access to services that are diverse aware and deliver a model of
excellence in practice. In Dumfries and Galloway, the key to making sure that people
with one or more protected characteristic are effectively and appropriately supported
is by addressing both locally identified equality outcomes and mainstreaming the key
principles of equality and diversity to serve an evolving and diverse population.
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Review of the 2013-2017 Equality and Diversity Outcomes
The 2013 – 2017 outcomes were merged between the council and NHS under the
new duties devolved to the IJB and approved for the year 2016 – 2017. This was in
conjunction with a programme of communication and engagement to review the
progress of these outcomes to inform evidence based approaches to developing the
new 2017 – 2021 outcomes.
As part of the overall consultation 150 people answered questions based on the six
2013 – 2017 equality outcomes for the IJB

IJB1: Healthcare services, developments and policies are better able to meet the
diverse health needs of local communities, promote wellbeing and reduce health
inequalities, and those who require health services will have more equal access to
them
Do you think the IJB have met IJB1 equality outcome over the last four years?
Yes

No

Unsure

Open Text

16

11

33

8

(23%)
(16%)
(48%)
(13%)
68 out of 150 respondents answered this question. 8 left comments.

IJB2: The people who are deemed most at risk from harm will be identified, supported
and protected
Do you think the IJB have met IJB2 equality outcome over the last four years?
Yes

No

Unsure

Open Text

22

11

28

8

(32%)
(16%)
(41%)
(12%)
69 out of 150 respondents answered this question. 8 left comments

IJB3: Person centred care is delivered and meets best practice standards in relation
to equality and diversity, where patients can be confident that health services
delivered and staff will respect their dignity and identity
Do you think the IJB have met IJB3 equality outcome over the last four years?
Yes

No

Unsure

Open Text

31

8

22

7

(46%)

(12%)

(32%)

(10%)

68 out of 150 respondents answered this question. 7 left comments
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IJB4: The life chances of our people will be improved by providing opportunities,
information, advice and support from our most vulnerable and disadvantaged people
Do you think the IJB have met IJB4 equality outcome over the last four years?
Yes

No

Unsure

Open Text

28

8

30

8

(32%)

(12%)

(44%)

(12%)

68 out of 150 respondents answered this question. 8 left comments.

IJB5: The people of Dumfries and Galloway, including those with protected
characteristics experience an improved sense of community cohesion through
working in partnership across local public and third sector organisations.
Do you think the IJB have met IJB5 equality outcome over the last four years?
Yes

No

Unsure

Open Text

19

8

33

6

(29%)
(12%)
(50%)
(9%)
66 out of 150 respondents answered this question. 6 left comments.

IJB6: The ageing population of Dumfries and Galloway is supported to lead healthy
lives in their own community.
Do you think the IJB have met IJB6 equality outcome over the last four years?
Yes

No

Unsure

Open Text

16

15

20

13

(25%)

(23%)

(31%)

(20%)

64 out of 150 respondents answered this question.
13 people left comments.

Key themes emerging from the open text comments will be collated and
analysed and issues will be addressed during 2017/18
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2017 – 2021 Equality and Diversity Outcomes (EDO)
The following new set of equality and diversity outcomes have been developed to
support the implementation of the strategic plan, and contribute towards each of the
local delivery plan priorities. The outcome measures and indicators are matched to
the system measures and indicators already being reported through the governance
of the strategic plan and therefore can also be used, alongside qualitative evaluation
to inform progress on this programme of work.
Workforce: Embedding acceptance, awareness and the championing of equality
and diversity issues into the Dumfries and Galloway workforce is the underpinning
approach that can make a difference to people’s lives, both those who work for
health and social care services, and those who access them.
The IJB are not responsible for workforce outcomes. They are the responsibility of
NHS Dumfries and Galloway and are reported here to enable a clear intention to
mainstream equality and diversity governance through the daily functions of all
Health and Social Care Integration key partners.

EDO 1 Service providers are better at using the
equality information they collect to provide
services that meet individual need
EDO 2 The new hospital will help to make sure that
all different kinds of people feel safe,
respected and supported: including staff,
patients and visitors
EDO 3 All people, no matter their sexuality, gender
or sexual expression will experience less
unfair treatment (for example, staff not
assuming another’s sexual orientation or
asking questions about a person’s sex life
when not `
appropriate
EDO 4 Young people and disabled people will be
(NHS) successfully supported to access work place
opportunities, reducing barriers, so they feel
part of the working community.

Measures and
Indicators
1, 2, 3, 4, 5, 6, 7, 8, 9

1, 2, 3, 4, 5, 6, 7, 9

1, 2, 3, 4, 5, 6, 7, 8, 9

1, 6, 7, 8, 9

Evidence to support Equality and Diversity Outcomes
The focus for the next four years will be on annual key actions that must be
undertaken to ensure equity of access and quality of service for people with
protected characteristics.
There is a plethora of evidence to support how best this can be done for each
protected characteristic as well as potential variables due the remote and rural
nature of our region. For a full breakdown of each piece of evidence there is a full
report: called The Fact of What Matters.
Each piece of evidence is numbered in this report which makes it easy to locate in
the full version available here.
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The outcomes finalised here detail four priority areas to be focused on over the next
four years in a staged approach. The outcomes are based on the evidence review,
the review of the previous outcomes and the engagement consultation responses.
EQUALITY AND DIVERSITY OUTCOMES 2017 – 2021
EDO 1

General Equality
Duty

Service providers are better at using the equality monitoring
information they collect to provide services that meet individual
needs
1. Eliminate unlawful discrimination, victimisation, harassment or other
unlawful conduct that is prohibited under the Equality Act 2010
2. Advance equality of opportunity between people who share a
protected characteristic and those who do not
3. Foster good relations between people who share a protected
characteristic and those who do not
1, 2, 3, 4, 5, 6, 7, 8, 9
Protected
All
Characteristics

IJB Health &
Well Being
Outcome
Evidence links
Age: EV1, EV2, EV7, EV9
Disability: EV78, EV86, EV87, EV93, EV94, EV97,EV98
Sex (gender): EV12, EV15, EV18, EV19, EV20, EV24, EV25,
Sexual orientation: EV57, EV58, EV59, EV60, EV61, EV63, EV 64
Race: EV31, EV32, EV33, EV35, EV36, EV37, EV38, EV39, EV40, EV41, EV42, EV47
Religion or belief: EV48, EV50, EV51, EV52, EV53, EV54, EV55
Gender reassignment (transgender): EV27, EV29, EV30
Pregnancy and maternity: EV75
Marriage and civil partnership: EV101, EV102
Actions
Responsible
Partners
All
IJB Partners
The new Equality Monitoring form is agreed by IJB and mainstreamed
across all IJB partners
All IJB Partners
Equality monitoring is used in all engagements, registrations and
assessments of an individual’s journey of accessing services
D&G Local Authority
Staff are trained on how to use equality monitoring and how that
NHS Dumfries and
improves their practice delivering services to a diverse population
Galloway
All
IJB Partners
Data collected from equality monitoring is used to inform developing
services, activities and deliver care that suits people’s needs
All IJB Partners
Groups directly affected by service changes are consulted and
involved in the design of best approaches
All IJB Partners
Population data from key partners sources is shared to better inform
service development
D&G Local Authority
Raise Public awareness of equality monitoring changes and purpose
Raise Public awareness of the diversity needs of those with protected
characteristics
Easy Read versions of key information for people is made available
where needed
Translation / Interpretation Policy is improved and linked to strategic
plan
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NHS Dumfries and
Galloway
D&G Local Authority
NHS Dumfries and
Galloway
D&G Local Authority
NHS Dumfries and
Galloway
D&G Local Authority
NHS Dumfries and
Galloway

IT departments across the partnership work together to capture
equality monitoring information that informs the delivery of services
that suits people’s needs
Ensure the Equality and Diversity Working Group are knowledgeable
of the issues that affect all people with one or more protected
characteristic in this region

EDO 2

General Equality
Duty

All IJB Partners

All IJB Partners

The new hospital will help to make sure that all different kinds of
people feel safe, respected and supported; including staff,
patients and visitors.
1. Eliminate unlawful discrimination, victimisation, harassment or other
unlawful conduct that is prohibited under the Equality Act 2010
2. Advance equality of opportunity between people who share a
protected characteristic and those who do not
1, 2, 3, 4, 5, 6, 7, 9
Protected
1,2,3,4,5,6,7,9
Characteristics

IJB Health &
Well Being
Outcome
Evidence links
Age: EV1,EV2, EV4, EV6, EV7, EV9
Disability: EV78, EV87, EV92, EV93, EV96, EV97
Sex (gender): EV15, EV18, EV19
Sexual orientation: EV58, EV59, EV60, EV61, EV63, EV65, EV66, EV67, EV72
Race: EV33, EV35, EV36, EV38, EV39, EV41, EV42, EV47
Religion or belief: EV48, EV50, EV51, EV54,
Gender reassignment (transgender): EV27, EV29, EV30,
Marriage and civil partnership: EV101, EV102
Actions
Ownership
All IJB Partners
The new hospital should aim to be an exemplar of new models of
care and innovation which used in partnership with community
health and social care services
NHS Dumfries and Galloway
The new hospital will support people to understand new models of
care and innovation
NHS Dumfries and Galloway
Accessible toilets are introduced that meet the needs of a wide
range of people
NHS Dumfries and Galloway
Gender neutral areas for staff, visitors and patients
NHS Dumfries and Galloway
Create a volunteer programme of ‘happy to help’ direct support in
hospital: new comment / complaint process to enable people to ask
for clarification
All IJB Partners
Staff trained to incorporate reflective practice questions into patient
experiences “Is there anything I could have done better for you
today?”
All IJB Partners
Support unpaid Carers as valuable members of hospital teams &
ensure their roles are recognised by staff and they are
acknowledged for their contribution towards innovative practice
All IJB Partners
Work in partnership with community health and social care services
so that people return from hospital to a safe caring environment
People are supported in their life choices when staying in the single NHS Dumfries and Galloway
rooms of the new hospital to protect them from isolation and to
keep safe
All IJB Partners
Explore the opportunity to make appointment access to the hospital
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more suitable to the individual by looking at appropriate
appointment times, transportation considerations and IT systems
EDO 3

All people, no matter their sexuality, gender or sexual expression
will experience less unfair treatment (for example, staff not
assuming another’s sexual orientation or asking questions about
a person’s sex life when not appropriate)
General Equality 1. Eliminate unlawful discrimination, victimisation, harassment or other
Duty
unlawful conduct that is prohibited under the Equality Act 2010
IJB Health & 1, 2, 3, 4, 5, 6, 7, 8, 9
Protected Sexual orientation,
Well Being
Characteristics gender reassignment,
Outcome
gender (sex)
Evidence links
Sex (gender): EV15, EV19, EV25
Sexual orientation: EV58, EV59, EV60, EV61, EV62, EV63, EV64, EV66, EV67, EV68,
EV69, EV72,
Gender reassignment (transgender): EV27, EV28, EV29, EV30
Actions
Ownership
All IJB Partners
Up skill all staff to enhance ability to recognise and deal with
bullying and harassment and work collectively to prevent
incidents
All IJB Partners
Understanding LGBT Issues is integrated into the daily functions
of all H&SC staff
All IJB Partners
Use the LGBT Kite Mark for both adult and youth services
All IJB Partners
Explore the options of LGBT Champions
All IJB Partners
Explore options for LGBTI staff network/focus groups
NHS
Dumfries
and Galloway
Provide submission to the Stonewall Workplace Equality Index
2017
All IJB Partners
Ensure this outcome links to national public awareness
campaigns and the opportunity to raise public awareness

EDO 4

More young people and disabled people will be successfully
supported to access work place opportunities, reducing barriers,
so they feel part of the working community
General Equality Eliminate unlawful discrimination, victimisation, harassment or other
Duty
unlawful conduct that is prohibited under the Equality Act 2010
IJB Health & 1, 6, 7, 8, 9
Protected Age, Disability
Well Being
Characteristics
Outcome
Evidence links
Age: EV5, EV7, EV9, EV10,
Disability: EV76, EV77, EV78, EV79, EV80, EV81, EV82, EV83, EV84, EV85, EV86, EV87,
EV88, EV89, EV90, EV92, EV98, EV99, EV100
Actions
Ownership
NHS Dumfries and Galloway
Implementation of the NHS ‘Developing the Young Workforce
Strategy’ key actions with IJB partnership
NHS Dumfries and Galloway
Gain Disability Confident Level 2 award within 12 months and
begin working towards level 3
All IJB Partners
Training and awareness raising for staff on unconscious bias
All IJB Partners
More recognition of the value of transferable skills
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Mainstreaming
The NHS Dumfries and Galloway and Dumfries and Galloway Local Authority
Mainstreaming Reports set out:
1. The progress of each key partner of the IJB in making the public sector
equality duty integral into all their health and social care functions and,
2. And makes the link to how the gaps, challenges and priorities identified in
this Equality and Diversity Outcomes report will be addressed to ensure
Equality and Diversity is embedded into the daily function of every health
and social care service.
This ensures services develop with equality and diversity at the heart of all they do
and respect the lives and dignity of people they support or work with who may have
one or more protected characteristic and outlines how the service can consider how
to meet each duty.

Engagement and Consultation
The consultation period began in August 2016 with communication with existing
closed groups from across the region. As well as going out to talk to people with one
or more protected characteristic officers undertook an evidence review of national
and local reports, need assessments, strategies and began to pull together evidence
and data that was important to reflect upon from the perspective of current progress
and future priorities.

Public engagement:
During the months of February 2017 – March 2017 a public consultation took place
in partnership with each locality development team and key IJB partners.
This included activities such as:
 Online Survey consultation
 Focus Groups
 A full day Public Event in each four localities
 Closed group discussions

A full statement of consultation will be included in the final draft.
Gaps identified for further engagement over year one are as follows:
 Postcodes: (less than 5) DG4 / DG5 / DG6 / DG8 / DG13 / DG14 / DG16 -0
 Age: Under 15 / 75 – 84 / Over 85
 Despite the fact that 16% of the total number of responses indicated that they
have a disability, there were particular disabilities that were not represented:
Visual Impairment – 2 / Learning Disability – 1 / Dementia – 0 / Hearing
Impairment – 3
 Numbers were also low across the themes of: Gender, Transgender, Sexual
Orientation and with some religious or faith groups and ethnicity.
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These groups will be specifically targeted over the duration of the year one and their
responses added into the two year review.

Focus Groups Page
What do you think of the new outcomes for 2017 - 2021?
1 = completely wrong
/ 2 = not very important / 3 = OK
/ 4 = Quite important / 5 = Top priority
In order of overall score and preference with localities combined.
1=
completely
wrong

2 = not very
important

3 = ok

4 = Quite
important

5 = Top
priority

0

0

3

2

30

0
0

0
0

0
4

7
7

30
26

0

1

6

8

19

New
hospital
Young
People &
Disability
LGBT
Equality
Monitoring

Feedback from the public engagement events:
More person-centred
support. Real coproduction, working
alongside individuals
with disabilities and
their families rather
than "stuff" being
done to them

Home care available
when needed: not
having to wait for
availability / being able
to increase support as
need dictates - not
availability

More 'on the ground'
staff to help implement
and develop work to
improve quality of life
of people in the
community

More training
surrounding
disability
(training
covering all
disabilities)

Not all goals have
been met in the last 5
years so instead of
trying to meet the
same goals in the
next 5 years why not
scrap the ideas and
start again
More user friendly
impact assessment
form. The one
currently in use is
tedious
Much more help - i.e.
more assistance for
volunteers supporting
people at home

Better, shorter online
mandatory training
module on equality and
diversity for NHS staff.
Current one creates
resentment as it is so
long

Better understanding
of mental health and
wellbeing on staff,
clients and
populations as a
whole

More focus on
partnership
working included third /
independent
sector

Things need to be put
in place not just
discussed over and
over

More training to staff
on how to have "those
difficult conversations"
- 'Good conversations'
training
More person-centred
care

Fewer 'loop
holes' to go
through to get
activities/support
implemented
More work
experience
opportunities
whilst training

Staff, both council and
nhs, better trained to
work with learning
disabilities
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Four Year Plan
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Overview of Four Outcomes and Key Actions

EDO1: Service
providers are
better at using
the equality
monitoring
information
they collect to
provide services
that meet
individual needs

• The new Equality Monitoring form is agreed by IJB and mainstreamed
across all IJB partners
• Staff are trained on how to use equality monitoring and how that
improves their practice delivering services to a diverse population
• Equality monitoring is used in all engagements, registrations and
assessments of an individual’s journey of accessing services
• Data collected from equality monitoring is used to inform developing
services, activities and deliver care that suits people’s needs
• Groups directly affected by service changes are consulted and
involved in the design of best approaches
• Population data from key partners sources is shared to better inform
service development
• Raise Public awareness of equality monitoring changes and purpose
• Raise Public awareness of the diversity needs of those with protected
characteristics
• Easy Read versions of key information for people is made available
where needed
• Translation / Interpretation Policy is improved and linked to strategic
plan
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EDO2: The new
hospital will
help to make
sure that all
different kinds
of people feel
safe, respected
and supported;
including staff,
patients and
visitors.

• The new hospital should aim to be an exemplar of new models of
care and innovation which used in partnership with community
health and social care services
• The new hospital should aim to achieve good practice
• The new hospital will support people to understand new approaches
• Accessible toilets are introduced that meet the needs of a wide
range of people
• Gender neutral areas for staff, visitors and patients
• Create a volunteer programme of ‘happy to help’ direct support in
hospital: new comment / complaint process to enable people to ask
for clarification
• Staff trained to incorporate reflective practice questions into patient
experiences “Is there anything I could have done better for you
today?”
• Embrace and support unpaid Carers as valuable members of hospital
teams & ensure their roles are recognised by staff and they are
acknowledged for their contribution towards innovative practice
• Work in partnership with community health and social care services
so that people return from hospital to a safe caring environment
• People are supported in their life choices when staying in the single
rooms of the new hospital to protect them from isolation and to
keep safe
• Explore the opportunity to make appointment access to the hospital
more suitable to the individual by looking at appropriate
appointment times, transportation considerations and IT systems
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EDO3: All people, no matter
their sexuality, gender or
sexual expression will
experience less unfair
treatment (for example, staff
not assuming another’s sexual
orientation or asking questions
about a person’s sex life when
not appropriate)

• Up skill all staff to enhance ability to recognise and deal with bullying
and harassment and work collectively to prevent incidents
• Understanding LGBT Issues is integrated into the daily functions of all
H&SC staff
• Use the LGBT Kite Mark for both adult and youth services
• Explore the options of LGBT Champions
• Explore options for LGBTI staff network/focus groups
• Provide submission to the Stonewall Workplace Equality Index 2017

EDO4: More young people
and disabled people will
be successfully supported
to access work place
opportunities, reducing
barriers, so they feel part
of the working community

• Implementation of the NHS ‘Developing the Young Workforce Strategy’
key actions with IJB partnership
• Gain Disability Confident Level 2 award within 12 months and begin
working towards level 3
• Training and awareness raising for staff on unconscious bias
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URL Links to Key Supporting Documentation

1.
2.
3.
4.
5.

LA & NHS Mainstreaming reports
Measures and Indicators mapped to IJB outcomes report
SP to be added:
The Facts of the Matter Evidence collection report
A full Statement of Consultation

Alternative Formats
If you would like this document in alternative formats such as Braille, large print,
audio or in a language of your choice, please contact us:

Tel:

01387 220020

Email:

LHyland@nhs.net

Mail:

Lorrain Hyland
IJB Equality and Diversity Lead
High East
Crichton Hall
The Crichton
Dumfries
DG1 4TG

If you have any comments on this report, or would like to arrange for a group you are
involved in to take part in the 2017 engagement activities then please use the
contact details above to get in touch.
Thank you
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Equal Pay Statement and
Gender Pay Gap
Information
April 2017

1

Accessibility
If you would like this document in alternative formats such as Braille, large print,
audio or in a language of your choice, please contact us:

01387 244030

lynsey.fitzpatrick@nhs.net

Lynsey Fitzpatrick
Equality and Diversity Lead
NHS Dumfries and Galloway
High East
Crichton Hall
The Crichton
Dumfries
DG1 4TG
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1. Equality and the Gender Pay Gap
Women in Scotland currently earn, on average, 14.9% less per hour than men, and
32.2% less when you compare women’s part time hourly rate to men’s full time
hourly rate1. On average, women in Scotland earn £182.90 per week less than men.
The pay gap is the key indicator of the inequalities and differences that still exist in
men and women’s working lives. This is caused by three main factors: occupational
segregation, inflexible working practices and pay discrimination.
Women are more likely than men to have primary caring responsibilities for children,
sick people, older people and disabled people. Increasing costs in childcare, and the
withdrawal of state support through tax credits is causing women to leave their jobs,
or reduce their hours in an effort to balance family budgets.
The lack of flexible working options in some areas means that women are often
required to look for part time work to balance caring responsibilities with their work.
Most part time work is in low-paid, stereotypically female occupations. Women then
become underemployed and their skills are lost to an employer. Women account for
49% of the labour market and 42% of women in Scotland work part-time compared
to 13% of men2.
There is a clear business case for organisations to consider gender equality key to
enhancing profitability and corporate performance. Research data indicates that
considering gender equality enabled organisations to:




Recruit from the widest talent pool;
Improve staff retention
Improve decision making and governance

Evidence also shows that enactment of effective flexible working can reduce
sickness absence and improve staff recruitment and retention. In the context of
economic downturn, there are studies that indicate that flexible working policies can
help organisations to manage their workplace more effectively when recession hits.
Studies have also indicated productivity gains from flexible working, associated with
enhanced employee wellbeing and morale, and reputational benefits that make the
company more attractive to the best candidates3.
Despite the reported benefits of effective flexible working, research by the Equality
and Human Rights Commission found that one in five mothers said that they had
experienced harassment or negative comments related to pregnancy or flexible
working from their employer and/or colleagues; if scaled up the general population
this could mean as many as 100,000 mothers a year. Around half of mothers (51%)
1

Office of National Statistics, 2016, Annual Survey of Hours and Earnings
Close the Gap, 2017, https://www.closethegap.org.uk/content/gap-statistics/
3
Close the Gap, 2016, ‘The Economic Case for Addressing Women’s Labour Market Inequality’
2
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who had a flexible working request approved said that they felt it resulted in negative
consequences. The research also found that 17% of employers believed that
pregnant women and mothers were less interested in career progression and
promotion than other employees, with 78% of the opinion that mothers returning from
maternity leave were as committed as other members of their team4.
2. Legislative Framework
The Equality Act 2010 sets out that people should not be discriminated against in
employment, when seeking employment, or when engaged in occupations or
activities related to work, because of their sex. The Equality Act also gives women
and men a right to equal pay for equal work. It requires that women and men and
paid on equally favourable terms where they are employed in ‘like work’, ‘work
related as equivalent’ or ‘work of equal value’.
The Equality Act replaces previous legislation, including the Equal Pay Act 1970 and
the Sex Discrimination Act 1975. The Equality Act’s provisions on Equal Pay and
other employment terms are determined without sex discrimination or bias.
The Equality Act 2010 also introduced the concept of nine ‘protected characteristics’.
These are:


Age



Disability



Gender Reassignment



Pregnancy and Maternity



Race



Religion and Belief



Sex



Sexual Orientation



Marriage and Civil Partnership

The Act stipulated that all Health Boards (as were all public bodies) across NHS
Scotland were required to comply with the three aims of the Public Sector Equality
Duty, and to meet the requirements of the Equality Act 2010 (Specific
Duties)(Scotland) Regulations 2012.
The three aims of the Public Sector Equality Duty are to:
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Equality and Human Rights Commission, 2015 ‘Pregnancy and Maternity Related Discrimination and
Disadvantage’
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Eliminate discrimination, harassment and victimisation and any other conduct that
is prohibited under the act
Advance equality of opportunity between persons who share a relevant protected
characteristic and those who do not
Foster good relations between people who share a protected characteristic and
those who do not.

Specific Duties
The General Duty is supported by Specific Duties, set out in regulation, which came
into force on 27 May 2012. The requirements of the Specific Duties are as follows:


Duty to report progress on mainstreaming the equality duty



Duty to publish equality outcomes and report progress



Duty to assess and review policies and practices



Duty to gather and use employment information



Duty to publish gender pay gap information



Duty to publish statements on equal pay, etc



Duty to consider award criteria and conditions in relation to public procurement



Duty to publish in a manner that is accessible



Duty to consider other matters



Duty of the Scottish Ministers to publish proposals to enable better performance

In addition to gender, the specific duties also require that occupational segregation
analysis and reporting must include the following:


Disability – comparing distribution of people who identify as disabled vs those
who identify as not disabled



Race – comparing distribution of persons who fall into a minority racial group and
those who do not
3. Equal Pay Statement

This statement has been agreed in partnership and will be reviewed on a regular
basis by NHS Dumfries and Galloway Area Partnership Forum and the Staff
Governance Committee.
NHS Dumfries and Galloway is committed to the broad principles of equality of
opportunity in employment and believe that staff should receive equal pay for the
same or broadly similar work, or work rated as equivalent and for work of equal
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value, regardless of their age, disability, ethnicity or race, gender reassignment,
marital or civil partnership status, pregnancy, political beliefs, religion or belief, sex or
sexual orientation.
NHS Dumfries and Galloway understand that the right to equal pay between women
and men is a legal right under both domestic and European law. In addition, the
Equality Act 2010 (Specific Duties) (Scotland) Regulations require NHS Dumfries
and Galloway to taking the following steps:



Publish gender pay gap information by 30 April 2017
Publish a statement on equal pay between women and men by 30 April 2017,
and to include the protected characteristics of race and disability.

It is good practice and reflects the values of NHS Dumfries and Galloway that pay is
awarded fairly and equitably.
NHS Dumfries and Galloway recognise that in order to achieve equal pay for
employees doing the same or broadly similar work, work related as equivalent or
work of equal value, it should operate pay systems which are transparent, based on
objective criteria and free from unlawful bias.
National Terms and Conditions
NHS Dumfries and Galloway employs staff on nationally negotiated and agreed NHS
contracts of employment which includes provisions on pay, pay progression and
terms and conditions of employment. These include National Health Service Agenda
for Change Contract terms and conditions of employment, NHS Consultant and
General Practice (GP), Speciality and Associate Specialist (SAS), Medical Trainee
and General Dental Practice (GDP) Educator contracts of employment. Some staff
are employed on NHS Scotland Executive contracts of employment (Executive
Cohort) which are evaluated using national grading policies with prescribed pay
ranges and terms of conditions of employment.
Staff Governance Standard
NHS Boards work within a Staff Governance Standard which is underpinned by
statute. The Staff Governance Standard sets out what each NHS Scotland employer
must achieve in order to continuously improve in relation to the fair and effective
management of staff.
The Standard requires all NHS Boards to demonstrate that staff are:





Well informed
Appropriately trained and developed
Involved in decisions
Treated fairly and consistently, with dignity and respect, in an environment
where diversity is valued
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Provided with a continuously improving and safe working environment,
promoting the health and wellbeing of staff, patients and the wider community

Delivering equal pay is integrally linked to the aims of the Staff Governance
Standard.
If a member of staff wishes to raise a concern at a formal level within NHS Dumfries
and Galloway relating to equal pay, the Grievance procedure is available for their
use.
Occupational Segregation
Occupational segregation refers to the distribution of people defined by specific
characteristics, for example, by disability, gender or race, into different types of work.
Many factors influence this clustering effect for example, gender norms and
stereotypes; assumptions about men’s and women’s capabilities, preferences and
skills; the culture associated with male dominated occupations and sectors and
access to training and development opportunities. Occupational segregation
restricts choices for men and women. The jobs most likely to be done by women are
those associated with low pay, and fewer opportunities to progress.
Occupational segregation occurs both between and within economic sectors, and is
typically described in two ways:
Horizontal segregation refers to the clustering of people, e.g. men and women, into
different types of work. For example, the majority of nurses are women, while men
are more likely to work in facilities and maintenance roles within NHS Scotland.
Vertical segregation refers to the clustering of people, e.g. men and women, into
different levels of work. For example, a higher proportion of women work in lower
pay bands, and a higher proportion of men work in senior management within NHS
Scotland.
Horizontal segregation by gender
NHS Dumfries and Galloway employ more women than men. As at November 2016,
the Board employed 84% women, compared with 16% men.
Appendices 1, 2, 3 & 4 show the distribution of men and women across all of the
job families. Women represented the majority of the workforce within all of the job
families.
The job families with the highest number of women within their workforce were within
the Allied Health Professions (94%), Nursing (91%), Administrative Services (86%)
and Other Therapeutic Roles (86%).
The job families with the highest number of men within their workforce were Medical
and Dental (58%), Senior Managers (33%) and Support Services (31%).
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Vertical Segregation by gender
The table below shows overall the numbers of men and women working across the
different pay bands as at November 2016.
Band
1
2
3
4
5
6
7
8A
8B
8C
8D
9
Senior Manager
Grades
Medical and
Dental Grades

Women
854
450
276
897
185
135
71
29
8
<5

Percentage
83%
82%
88%
93%
91%
70%
73%
84%
76%
78%
53%
50%

Men
187
61
22
87
80
50
14
9
<5
7
<5

Percentage
17%
18%
12%
7%
9%
30%
27%
16%
24%
22%
47%
50%

Total
1041
511
298
984
265
185
85
38
15
-

<5

67%

<5

33%

-

115

42%

161

58%

276

The table above shows that there were more women than men employed across all
of the pay grades with the exception of Medical and Dental grades. The band with
the highest percentage of women is Band 4 and the Band with the highest
percentage of men (excluding medical and dental grades) was Band 9.
Gender Pay Gap
Appendix 1 shows the overall gender pay gap for the organisation as at November
2016. On average, men employed within NHS Dumfries and Galloway were paid on
average £2.58 or 9% more than women.
This varies quite considerably between the overall job families. The gap for Senior
Managers is 11% and the gap for Medical and Dental staff is 9%, compared with
Agenda for Change Staff where the pay gap is 2%. Since 2015, the gender pay gap
for medical and dental staff has reduced from 12% to 9%. The gap for Agenda for
Change staff has increased slightly from 1% to 2%. The gap for Senior Managers
has decreased by 19% since 2015, bringing the overall Board pay gap down from
18%.
Appendix 2 shows that within the Medical and Dental job family, the pay gap is 9%.
The post with the highest average hourly pay (Sessional GP Out Of Hours) has no
pay gap. The main cause of the overall pay gap within medical grades appears to
be in relation to the Core Trainee/Speciality Trainee Doctor in Training grade which
has a pay gap of 24%.
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Appendix 3 shows that within the Senior Manager job family, where the pay gap is
11%, men and women are spread out across the grades, however within the highest
grade (grade F) there are no women.
Appendix 4 shows that overall for Agenda for Change staff, the pay gap is 2%. This
is a slight increase of 1% since 2015. There are a number of reasons for this pay
gap which is shown within the table where the agenda for change grades have been
broken down into more specific job families.
The job families of Administrative Services, Allied Health Professions, Dental
Support, Other Therapeutic and Support Services all have a gender pay gap in
favour of men. Within each of these job families, the percentage of men employed
increases as the pay grades increase.
Occupational segregation by minority ethnic group
The spread of minority ethnic staff across job families and pay bands has been
analysed and due to small numbers, it was considered appropriate to aggregate the
workforce ethnicity data into three groups; one aggregating all of the White British
and Irish ethnic groups, one aggregating all of the other White groups (White
Minority) and one aggregating all of the Black, Asian, mixed and other ethnic groups.
The small numbers of minority ethnic staff is small and as such, it is not possible to
publish the detailed information within this report as individuals may be identified.
As at November 2016, 0.9% of the NHS Dumfries and Galloway workforce had
disclosed that they were from a black or minority ethnic (BME) group. The majority of
staff (65.7%) identified as White Scottish, British or Irish, with 8.6% identifying with
other White groups.
Black and Minority Ethnic staff were represented across pay bands 2 – 7. The
majority of BME staff (44.7%) occupied posts within the Medical and Dental grades.
This was followed by 26.3% within pay bands 2 – 3, 15.8% within pay bands 4 – 5
and 13.2% within pay bands 6 - 7.
As mentioned previously, the majority of staff who identify as BME were employed
within the Medical and Dental job family, followed by 21% that were employed within
Nursing and Midwifery. BME staff were not represented at all within the job families
of Dental Support, Medical Support, Personal and Social Care and Senior Managers.
These job families however only represent 2% of the overall workforce.
It is recognised that there are gaps in the data; no information was provided from
24.7% of the workforce, either because this field was left unanswered, or because
the staff member has selected ‘prefer not to answer’.
According to the 2011 census, only 1.2% of the overall population of Dumfries and
Galloway identify as being from a BME group.
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Occupational segregation by disability
As at November 2016, 1.5% of the workforce had disclosed that they were disabled.
The spread of disabled staff across the pay bands and job families has been
analysed. The number of disabled staff is very small and as such, it is not possible
to publish the detailed information.
29% of all disabled staff were employed within Nursing and Midwifery and 29% were
employed within Administrative Services. In terms of the job family employing the
most disabled people in relation to the size of the job family group, 10% of Personal
and Social Care indicated that they have a disability. There were no posts occupied
by disabled staff within the job families of Senior Managers, Dental Support or
Medical Support; however these job families only represent 1% of the overall
workforce.
Disabled staff were represented across pay bands 1 – 8. The majority (34%) occupy
posts within pay bands 1 - 3, closely followed by pay bands 4 - 5 (33%). 22% were
employed at pay bands 6 – 7 and 5% of disabled staff were employed at pay bands
8 – 9. However, in terms of the overall workforce employed at each pay band group,
2% of the workforce within pay bands 8 – 9 declared a disability, compared with less
than 2% in each of the other pay band groups.
There are also gaps within the disability staff data. The current HR system also
allows staff to answer ‘don’t know’ as to whether they have a disability or not. The
system currently indicates that 63% of the workforce ‘don’t know’ whether they have
a disability or not. This is in part due to issues with the migration of data from the
previous HR system. Staff are asked on an ongoing basis at present to look at their
equality and diversity data and to update it as required.
4. Positive action to enhance attraction, development and retention of
underrepresented groups
Glasgow Centre for Inclusive Living Graduate Scheme
NHS Chief Executives supported the establishment of the Glasgow Centre for
Inclusive Living Equality Academy’s Professional Careers Programmes within NHS
Scotland Boards. The aim of the programme is for boards to provide a two year paid
employment opportunity for disabled graduates by providing experience of
employment and to help set them up for a long-term sustainable career.
Disability ‘Positive about Disabled People’
NHS Dumfries and Galloway agreed to take action to meet the five commitments of
the ‘Positive about Disabled People’ scheme.
The five commitments are:
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To interview all disabled candidates who meet the minimum criteria for a job
vacancy and consider them on their abilities
To ensure there is a mechanism in place to discuss with disabled employees
what can be done to make sure they can develop and use their abilities.
Discussions may take place any time, and will take place once a year
To make every effort when employees become disabled to make sure they
stay in employment
To take action to ensure that all employees develop the appropriate level of
disability awareness needed to make these commitments work.
To review these commitments and what has been achieved annually and to
plan ways to improve them

The ‘Positive about Disabled People scheme’ has recently been replaced by the
‘Disability Confident’ scheme.
Gender Awareness Event
In 2016, members of staff from NHS Dumfries and Galloway and Dumfries and
Galloway held two cross sector events examining and discussing various elements
of gender inequality. The most recent event in September 2016 was also open to
the public. This was a whole day event ran in conjunction with Engender, and
provided participants with the opportunity to discuss a range of topics, including
flexible working, gender pay gap, stereotyping and the impact of the media.
Participants were asked to come up with a number of actions at the end of the day,
both within their work and personal capacity to try to take action to promote gender
equality.
5. Next Steps
In line with the General Duty of the Equality Act 2010, our objectives are to:




Eliminate unfair, unjust or unlawful practices and other discrimination that
impact on pay equality
Promote equality of opportunity and the principles of equal pay throughout the
workforce
Promote good relations between people sharing different protected
characteristics in the implementation of equal pay

We will:




Review this policy, statements and action points with trade unions and
professional organisations as appropriate, every two years and provide a
formal report within four years;
Continue to inform employees as to how pay practices work and how their
own pay is determined;
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Provide training and guidance for managers and for those involved in making
decisions about pay and benefits and grading decisions;
Examine our existing and future pay practices for all our employees, including
part-time workers, those on fixed term contracts or contracts of unspecified
duration, and those on pregnancy, maternity or other authorised leave;
Undertake regular monitoring of our practices in line with the Equality Act
2010;
Consider, and where appropriate, undertake a planned programme of equal
pay reviews in line with guidance to be developed in partnership with the
workforce.
Continue to hold at least one gender inequality awareness event per year.
Investigate the numbers of staff who work part time, whether there are any
patterns of part time working and the pay gap taking part time work into
account.
Raise awareness within the Board of flexible working options for all staff, at all
levels. Adverts for vacancies should include the ‘happy to talk flexible
working’ logo and managers given a brief/information on what these options
might look like. This will be of potential benefit to all members of staff, but will
particularly impact on women’s choices and options for career progression,
carers (who are more likely to be women), those who are returning to work
following maternity leave and those people who have a disability. Parttime/flexible working must be seen as an option within Senior Roles.
Achieve ‘established’ Carer Positive Status, building on the work that has
already been completed in achieving ‘engaged’ status.
Consider within the ‘Developing the Young Workforce’ strategy the other
protected characteristics besides age, as an integral part of the work. For
example, encouraging younger women into a range of various roles within the
Board, including those which are often stereotyped as ‘men’s work’.
Work towards the Disability Confident Level 2 award.
Hold local, confidential, surveys or focus groups for female employees,
disabled employees and employees from BME groups to establish what some
of the issues and barriers are.
Review our job descriptions and person specifications to remove unnecessary
criteria that may be indirectly disadvantaging people from protected
characteristic groups
Develop an action plan for this work which will be monitored through the
internal Staff Governance Committee

Responsibility for implementing this policy is held by the NHS Dumfries and
Galloway Workforce Director.
If a member of staff wishes to raise a concern at a formal level within NHS Dumfries
and Galloway relating to equal pay, the Grievance procedure is available for their
use.
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Appendices
Overview
The tables contained within the appendices from page 15 onwards, show the pay
differences and occupational segregation data between male and female staff.





Summary of the overall gender pay gap across NHS Dumfries and Galloway
(Appendix 1)
Medical and Dental Staff by Grade (Appendix 2)
Senior Managers by pay grade (Appendix 3)
Agenda for Change staff by job families and pay band (Appendix 4)

Data Definitions
The data presented covers all substantively employed staff and the average hourly
rate for basic pay, i.e. excluding overtime.
Where data relates to five or less individuals, detail on pay has been asterisked (*)
out to avoid individuals being identified.
The data is presented in the following format:





Employment count by gender and the proportional percentage of gender split
within the grade.
The average hourly basic rate pay by both genders and the total (for both males
and females) represented in pounds (£)
The monetary variance when comparing male to female average hourly pay
The percentage variance when comparing male to female average hourly pay
rates

*Please note that the totals within Appendix 1 for the total organisation differ from the
overall totals from the Job family tables. This is due to a number of staff who have
pay band ‘not assimilated’ and are not included in the ‘job family’ tables but are
included within the overall organisation figures.
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Appendix 1
Organisation Gender Pay Gap

Female

Male

Female
Gender
Count

Female
Gender
Count
as % of
Job
Family

Average
Basic
Hourly
Rate
£

Male
Gender
Count

Male
Gender
Count as
% of Job
Family

Average
Basic
Hourly
Rate
£

Monetary
Variance
Male to
Female
£

Monetary
Variance
Male to
Female %

Total
Gender
Count

Average
Total of
Basic Hourly
Rate
£

Medical

124

40%

30.28

184

60%

33.24

2.96

9%

*

32.05

Senior Managers

*

67%

38.80

*

33%

43.37

4.57

11%

*

41.09

Agenda for Change
Staff

3484

87%

13.36

526

13%

13.58

0.22

2%

*

13.47

TOTAL

*

84%

27.48

*

16%

30.06

2.58

9%

*

28.87

14

Medical and Dental Grades

Appendix 2

Medical Grade
Associate Specialist
Clinical Director
Consultant
Dental Core Training
Grade 1
Dental Officer
Foundation Year 1
Foundation Year 2
General practice
Speciality Training
Locum Appointment
Service
Locum Appointment
Training
Medical Director
Other
Part time Medical
Practitioner Para 94
app
Salaried GDP
Salaried GP
Senior Dental Officer
Sessional GP Out of
Hours
Core
Trainee/Speciality

14
*
32

Female
Gender
Count as
% of the
JF
70%
100%
30%

Average
of Basic
Hourly
Rate
41.48
40.70
42.47

6
75

Male
Gender
Count as
% of the
JF
30%
70%

Average
of Basic
Hourly
Rate
40.91
45.13

Monetary
Variance
Male to
Female £
-0.57
2.66

Monetary
Variance
Male to
Female %
-1%
6%

*

33%

17.79

*

67%

17.79

*

*

*
*
*

67%
25%
43%

30.10
13.93
14.82

*
*
*

33%
75%
57%

28.99
13.93
13.93

-1.11
*
-0.89

-4%
*
-6%

10

53%

19.17

9

47%

16.05

-3.12

-3.12%

*

100%

17.37

*

*

*

*

*

*

*

*

*

100%

28.29

*

*

*
*

33%
40%

44.58
42.09

*
*

67%
60%

46.01
42.80

1.43
0.71

3%
2%

*

*

*

*

100%

38.18

*

*

*
*
*

100%
20%
80%

30.10
30.25
36.31

*
*
*

*
80%
20%

*
28.91
36.52

*
-1.34
0.21

*
-5%
1%

*

50%

47.47

*

50%

47.47

*

*

24

46%

18.02

28

54%

23.77

5.75

24%

Gender
Count

Gender
Count

15

Trainee Doctor in
Training
Speciality Doctor
Staff Grade

14
-

54%
-

30.74
-

12
*

16

46%
100%

28.94
26.46

-1.80
*

-6%
*

Appendix 3

Senior Manager Grades

Female

EXECUTIVE
MANAGER GRADE F
EXECUTIVE
MANAGER GRADE E
EXECUTIVE
MANAGER GRADE D
EXECUTIVE
MANAGER GRADE B

Male

Female
Gender
Count

Female
Gender
Count
as % of
Job
Family

Average
Basic
Hourly
Rate

-

0%

*

Male
Gender
Count

Male
Gender
Count as
% of Job
Family

Average
Basic
Hourly
Rate

Monetary
Variance
Male to
Female £

Monetary
Variance
Male to
Female %

-

*

100%

49.61

-

-

100%

44.47

-

-

-

-

-

*

66%

38.38

*

33%

37.14

-1.24

-3%

*

100%

33.97

-

-

-

-

-
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Appendix 4

Agenda for Change Job Families
Female

Male

122
207
171
61
25
31
10
*
*
*
-

90%
93%
92%
82%
58%
74%
67%
75%
75%
43%
-

9.17
10.06
11.37
14.06
16.42
19.52
24.33
28.81
31.60
38.42
-

14
16
15
13
18
11
5
*
*
*
*

10%
7%
8%
18%
42%
26%
33%
25%
25%
57%
100%

8.96
9.66
10.91
13.80
16.79
20.16
23.15
27.52
35.72
39.69
47.23

-0.21
-0.40
-0.46
-0.26
0.37
0.64
-1.18
-1.29
4.12
1.27
-

Monetary
Variance
Male to
Female
%
-2%
-4%
-4%
-2%
2%
3%
-5%
-5%
12%
3%
-

639

86%

20.38

100

14%

23.05

2.67

11%

Band 3

58

100%

9.96

-

-

-

-

-

Band 4
Band 5
Band 6
Band 7
Band 8A
Band 8B

10
43
111
69
*
-

100%
100%
93%
88%
92%
50%

11.21
12.90
16.84
20.69
23.89
29.77

8
9
*
*

7%
12%
8%
50%

16.20
19.88
24.81
29.77

-0.64
-0.81
0.92
-

--4%
-4%
4%
-

305

94%

17.89

20

6%

22.67

4.78

21%

AGENDA
Gender Average
Gender Average Monetary
FOR
Gender Count of Basic Gender Count of Basic Variance
CHANGE Count as % of Hourly
Count as % of Hourly
Male to
BANDS
the JF
Rate
the JF
Rate
Female £
ADMINISTRATIVE
SERVICES

ADMINISTRATIVE
SERVICES Total
ALLIED HEALTH
PROFESSION

ALLIED HEALTH
PROFESSION Total

Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8A
Band 8B
Band 8C
Band 8D
Band 9

18

Female

Male

30
5
*
*

100%
100%
100%
100%

11.50
14.70
18.72
29.77

*
-

100%
-

24.81
-

-

Monetary
Variance
Male to
Female
%
--

40

98%

18.67

*

*

24.81

6.14

25%

Band 2

*

80%

8.94

*

20%

8.25

-0.69

-8%

Band 3
Band 4
Band 5
Band 6
Band 7
Band 8A
Band 8C

*
*
7
29
11
*
*

91%
100%
58%
74%
65%
67%
100%

10.17
11.07
12.87
17.43
20.37
24.80
35.72

*
*
5
10
6
*
-

9%
*
42%
26%
35%
33%
-

10.28
*
12.86
17.25
20.69
24.80
-

0.11
*
-0.01
-0.18
0.32
0
-

1%
*
0%
-1%
2%
0%
-

80

76%

17.67

25

24%

15.69

-1.98

-13%

*

*

14.70

*

*

14.70

0

0%

*

*

14.70

*

*

14.70

0

0%

401
165
26
762

87%
90%
100%
93%

9.13
10.20
11.42
14.09

59
18
59

13%
10%
7%

8.81
10.10
13.90

-0.32
-0.01
-0.19

-4%
-1%
-1%

AGENDA
Gender Average
Gender Average Monetary
FOR
Gender Count of Basic Gender Count of Basic Variance
CHANGE Count as % of Hourly
Count as % of Hourly
Male to
BANDS
the JF
Rate
the JF
Rate
Female £
DENTAL SUPPORT

DENTAL SUPPORT
Total
HEALTHCARE
SCIENCES

HEALTHCARE
SCIENCES Total
MEDICAL SUPPORT
MEDICAL SUPPORT
Total
NURSING/MIDWIFERY

Band 4
Band 5
Band 7
Band 8A
Band 8B

Band 5

Band 2
Band 3
Band 4
Band 5

19

Female

Male

362
148
*
*
*
*

92%
91%
85%
90%
100%
100%

17.11
20.03
23.25
28.43
28.97
38.80

33
15
*
*
-

8%
9%
15%
10%
-

17.03
20.42
22.51
29.77
-

-0.08
0.39
-0.74
1.34
-

Monetary
Variance
Male to
Female
%
0%
2%
-3%
5%
-

1898

91%

20.14

189

9%

17.50

-2.64

-15%

11
2
21
11
18
12
23
11
*
*
*

85%
67%
100%
100%
78%
80%
96%
79%
67%
40%
100%

9.21
10.87
11.15
13.88
15.38
18.39
23.99
29.29
32.35
36.38
37.50

*
*
5
*
*
*
*
*
-

*
*
22%
*
*
*
*
*
-

9.46
8.87
15.64
17.24
24.81
29.50
35.72
43.00
-

0.25
-2.00
0.26
-1.15
0.82
0.21
3.37
6.62
-

3%
-23%
2%
-7%
3%
1%
9%
15%
-

114

86%

21.67

19

14%

23.03

1.36

6%

Band 3

*

50%

9.92

*

50%

9.32

-0.60

-6%

Band 4
Band 5

5
*

100%
100%

10.53
13.38

-

-

-

-

-

AGENDA
Gender Average
Gender Average Monetary
FOR
Gender Count of Basic Gender Count of Basic Variance
CHANGE Count as % of Hourly
Count as % of Hourly
Male to
BANDS
the JF
Rate
the JF
Rate
Female £
Band 6
Band 7
Band 8A
Band 8B
Band 8C
Band 8D
NURSING/MIDWIFERY
Total
OTHER THERAPUTIC

OTHER THERAPUTIC
Total
PERSONAL AND
SOCIAL CARE

Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8A
Band 8B
Band 8C
Band 8D
Band 9

20

Female

Male

5
*
*

83%
100%
100%

21.37
24.81
39.03

*
-

*
-

21.37
-

0
-

Monetary
Variance
Male to
Female
%
0%
-

17

85%

19.84

*

*

15.35

-4.49

-29%

*
316
25
7
5
*
*
-

17%
74%
53%
50%
36%
25%
38%
-

8.25
8.58
10.11
11.18
13.95
15.94
20.48
-

*
111
22
7
9
*
*
*
*

83%
26%
47%
50%
64%
75%
62%
100%
100%

8.25
8.96
10.13
11.35
13.41
16.86
21.37
24.08
29.77

*
0.38
0.02
0.17
-0.54
0.92
0.89
-

0%
4%
0%
1%
-4%
5%
4%
-

377

69%

12.64

166

31%

16.02

3.38

21%

AGENDA
Gender Average
Gender Average Monetary
FOR
Gender Count of Basic Gender Count of Basic Variance
CHANGE Count as % of Hourly
Count as % of Hourly
Male to
BANDS
the JF
Rate
the JF
Rate
Female £
Band 7
Band 8A
Band 8D
PERSONAL AND
SOCIAL CARE Total
SUPPORT SERVICES

SUPPORT SERVICES
Total

Band 1
Band 2
Band 3
Band 4
Band 5
Band 6
Band 7
Band 8A
Band 8B

21
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RECOMMENDATION
NHS Board is asked to agree the initial Dumfries and Galloway Local Delivery Plan
(LDP) for 2017/18 (Appendix 1)

CONTEXT
Strategy / Policy:
This paper sets out the context and background for the 2017/18 LDP submission to
the Scottish Government.
Organisational Context / Why is this paper important / Key messages:
This year’s LDP has been developed in line with the Scottish Government Health
Directorate
(SGHD)
Guidance
of
16th
January
2017,
http://www.sehd.scot.nhs.uk/dl/DL(2017)01.pdf
and aligns with the Health and Social Care Delivery Plan, December 2016,
http://www.gov.scot/Resource/0051/00511950.pdf
The guidance suggests the LDP process will evolve as new arrangements for
regional planning and delivery of services are put in place alongside the
recommendations of the national review of targets and indicators for health and
social care (initial recommendations due in Spring 2017). Therefore, final LDPs are
not due to be submitted until 30 September 2017.
2017/18 LDP
There are 3 sections to the 2017/18 LDP:
•
•
•

Improvement Priorities
LDP Standards and
Workforce Planning

NOT PROTECTIVELY MARKED
Page 1 of 4

Improvement Priorities
There is an increased number of improvement priorities for 2017/18 reflecting new
national key purpose targets and the improvement priorities contained within the
Dumfries and Galloway Health and Social Care Strategic Plan.
The Scottish Government now has a key purpose target to increase healthy life
expectancy. This has been added to the priorities section of the 2017/18 LDP. It is
anticipated that the actions contained within this LDP will lead to the outcome of an
increased health life expectancy for people in Dumfries and Galloway.
LDP Standards
Section two of the LDP illustrates local activity against the standards. The standards
remain unchanged from 2016/17. The LDP standards are reported to the IJB on a
quarterly basis as part of the agreed performance management framework.
Financial Planning
The Financial Plan has been revised and updated.
Workforce Planning
The workforce section of the LDP focuses on the planning, recruitment, development
and experience of staff, creating a health organisational culture, integrating staff
teams and leadership and management.
A National Health and Social Care Workforce Plan is planned for publication in
Spring 2017. NHS Board will be required to publish their wider workforce plans later
in 2017.
Summary
Feedback from the Scottish Government on this initial LDP will be provided in April
2017.

NOT PROTECTIVELY MARKED
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GLOSSARY OF TERMS
NHS
HEAT
LDP
SIMD
CAMHS
A&E
IVF
CPP
SIGN
MRSA
ABI
ADP

-

National Health Service
Health Improvement, Efficiency, Access and Treatment Quality
Local Delivery Plan
Scottish Index of Multiple Deprivation
Child and Adolescent Mental Health Services
Accident & Emergency Department
In Vitro Fertilisation
Community Planning Partnership
Scottish Intercollegiate Guidelines Network
Methicillan-Resistant Staphylococcus Aureus
Alcohol Brief Intervention
Alcohol & Drugs Partnership

NOT PROTECTIVELY MARKED
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MONITORING FORM
Policy / Strategy

Local Delivery Plan and LDP Standards

Staffing Implications

None

Financial Implications

Contained within separate LDP Finance Paper

Consultation / Consideration

Across Board directorates

Risk Assessment

None

Sustainability

Not applicable

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

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

NOT PROTECTIVELY MARKED
Page 4 of 4

Appendix 1

Local Delivery Plan 2017/18

Foreword from NHS Dumfries & Galloway Chief Executive, Jeff Ace
This is NHS Dumfries & Galloway’s twelfth Local Delivery Plan (LDP), developed in line
with the Scottish Government Health Directorate (SGHD) guidance of 16th January
2017.
The LDP is the delivery contract between SGHD and NHS Dumfries & Galloway. The
2017/18 LDP remains reflective of the Government’s national ambitions articulated in
the 2020 Vision for Health & Social Care in Scotland (May 2013), with a focus on 13
strategic improvement priority areas. It also provides details of on-going LDP Standards;
it is underpinned by an associated Financial Plan and the local NHS contributions to
Community Planning Partnerships in accordance with the Agreement on Joint Working
on Community Planning and Resourcing.
On 1st April 2016 responsibility for the planning and delivery of health and adult social
care services transferred formally to the Dumfries and Galloway Integration Joint Board
(IJB). The NHS Board delegated to the IJB delivery of a number of the standards and
priorities outlined in this LDP however retain ultimate accountability for performance.
Four locality implementation plans set out their actions for making progress against and
achieving the 9 national health and wellbeing outcomes utilising a suite of 72
performance indicators. This LDP is aligned with the Dumfries and Galloway Integration
Joint Board Strategic Plan for 2016-2019 and the measures and indicators produced by
the Integration Joint Board to ensure that services within Dumfries and Galloway are
delivered efficiently and to a high quality.
Delivery of our LDP is supported by a range of local service and improvement plans,
designed to ensure that we not only achieve the LDP strategic priorities and standards,
but continue to deliver high quality, safe and effective care to the people of Dumfries &
Galloway.

The NHS Board and the Integration Joint Board utilise risk management processes to
ensure the greatest likelihood of success in delivering the trajectories of both this LDP
and those of the Health and Social Care Delivery Plan.
Risks and Issues
In developing this LDP, we have identified a number of risks and issues to delivery
and have summarised these below.
There continues to be a substantial increase in financial risk to the Board in the
financial year 2017/18 due to our requirement to deliver around 6% (c £22m) of cash
releasing efficiency savings to bridge the gap between funding growth and anticipated
costs of service delivery. This savings target exceeds any previously delivered by NHS
Dumfries & Galloway and, at time of writing, is substantially greater than the sum of
efficiency savings identified. The NHS Board will continue to make every effort to
achieve its LDP standards and targets within this challenging financial context.
Targets and Standards
Given the financial and service pressures across the system, it will be a significant
challenge to deliver all of the required targets in 2017/18. There is also a series of
cost pressures related to delivering elective targets, particularly workforce costs.
Other risks related to targets and standards are captured within the ‘LDP Standards’
section of the LDP.
Delayed Discharges
The plan requires a major reduction in the current level of delayed discharges,
and consistent delivery of the national targets to enable the acute sector to achieve
the bed reductions included in the savings plan and improve unscheduled care.
Service Change Proposals
The plan includes a number of service change proposals which need to be
delivered during 2017/18 to achieve in year balance. Proposals need to be
delivered from the start of 2017/18 to ensure that recurring balance is restored. If any
of these changes are not delivered then the financial balance in 2017/18 is at risk and
the future financial challenge increases.
While presenting this LDP as a statement of our aims and ambitions in relation to the
strategic priorities and standards, we are being prudent in highlighting areas where
progress may be hampered by factors that are unknown at time of writing.

Local Delivery Plan 2017-18
Contents
Section One: Priorities
Improvement Priority 1:
Improvement Priority 2:
Improvement Priority 3:
Improvement Priority 4:

Health Inequalities
Prevention and Anticipatory Care
Increasing Healthy Life Expectancy
Integration and the Health and Social
Care Delivery Plan
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Section One:
Improvement Priorities
1.

Health Inequalities

Actions to address health improvement and reduce health inequalities are core to local
public health activity. Improving the health and wellbeing of the population and
reducing health inequalities are complex goals. Given this complexity, much of the
work is progressed in partnership with others and takes a life-course approach.
Work to improve health and wellbeing and to reduce or mitigate health inequalities is
the central focus of DG Health and Wellbeing, a joint unit within the Directorate of
Public Health supported by both NHS and Council. There are close professional links
with operational Health Improvement Teams working in each of the four localities in
Dumfries & Galloway and with services for people with tobacco, alcohol or drug use
issues. Additionally there is partnership working with the Third and Independent
Sectors and other local and national agencies.
Actions are underway across the health and social care system and in partnership with
communities. The Directorate of Public Health, which takes a strategic lead role in
improving population health and reducing health inequalities, continues to take forward
activities that support individual and community resilience for health and wellbeing.
The strategic priorities continue to be:
• Strengthening community resilience
• Strengthening individual resilience
• Improving mental health and wellbeing
• Improving physical activity
• Promoting food and health
• Creating environments supportive of health and wellbeing
An Outcome Focused Framework identifies the actions being taken forward by DG
Health and Wellbeing in partnership with key stakeholders. Each locality is developing
an outcomes focused plan which dovetails with the overall DG Health and Wellbeing
plan to ensure alignment from strategy to operational delivery.
Addressing Health Inequalities
The Directorate of Public Health has led on the development and implementation of an
Inequalities Action Framework, Toolkit and associated Communications Plan which is
aimed at supporting the development of policies, guidelines, interventions,
programmes and services by providing information and tools necessary to address
inequalities and health inequalities. The main aims of the Inequalities Action
Framework are:
• To establish a shared understanding across partners of the causes of health
inequalities with reference to the wider inequalities within society
• To support organisations and partnerships in identifying and agreeing the
actions they can take to contribute to reducing inequalities
4

• To support the shift to prevention and early intervention rather than dealing
with problems in health and social care after they have arisen
• To ensure that where possible policies address social, economic and
environmental inequalities
• To support action to prioritise disadvantaged groups and areas of deprivation
• To provide tools to assist those planning, designing and implementing policies
and interventions to identify the impact of their work on inequalities (and
related health inequalities) and to support action to reduce or eliminate these.
The Framework has been endorsed by the NHS Board Management Team,
Community Planning Executive Group, Health and Social Care Management Team
and the Dumfries and Galloway Council Management Team.
Work continues to support the embedding of this framework across services and
partners. This contributes to improving population health and wellbeing as well as to
addressing health inequalities. A strategic action plan will be developed for the
organisation to support action to reduce health inequalities across all functions and
services of the NHS in Dumfries and Galloway. This is being supported by the NHS
Board and will link to Board procurement and employment policies.
Health Promoting Health Service (HPHS)
Actions to improve health and wellbeing and to reduce health inequalities continue to
be taken forward as part of the Health Promoting Health Service (HPHS) programme.
In 2017/18 work will continue to focus on building and incorporating the HPHS ethos
into our work through taking a holistic approach which recognises system change and
is built around three key strands of implementation; person-centred approaches, staff
health and wellbeing and wider setting (place and environment).
A number of areas have been identified for development/improvement in 2017/18.
These areas are aligned to feedback highlighted by the Scottish Government in
respect of the HPHS annual report submission for 2015/16 and include:
• Responding to transformational change agendas such as Integration Joint
Boards, the Health and Social Care Delivery Plan, Realistic Medicine, the
National Clinical Strategy and Transforming Primary Care through ensuring
HPHS and more widely, that health improvement and inequalities are
incorporated into strategic plans
• Development of a staff health and wellbeing action plan which takes a
preventative and health inequalities approach
• Developing the test of change ‘Clinical Champion’ delivery model for physical
activity within clinical pathways and Managed Clinical Networks
• Development of a strategic framework and action plan to support NHS
Dumfries and Galloway to enhance activity which promotes a healthy
approach to food and retail opportunities
• Linking with the local Alcohol and Drugs Partnership to implement a
sustainable approach to Alcohol Brief Interventions (ABI’s) in clinical settings
where there is a robust evidence base for the delivery of ABI’s.
It is recognised that future approaches for the scope and delivery of HPHS require to
5

be reviewed at both national and local level in order to ensure better alignment and
integration with current and future NHS and Health and Social Care policies. NHS
Dumfries and Galloway will continue to fully engage with both the Scottish
Government and Health Scotland as the scope of HPHS is reviewed.
Strategic Development of the Public Health Function
All of the above areas of work are aligned to national and local policy drivers, including
the Scottish Shared Services Portfolio for Public Health and Health and Social Care
Integration.
To progress the NHS corporate responsibilities to improve health and wellbeing and to
address health inequalities, the aim over 2017/18 is to improve alliances with local
partners, particularly the Integration Joint Board and the Community Planning
Partnership, to progress actions which prevent, mitigate and, where possible, reverse
health inequalities. NHS Dumfries and Galloway recognises that learning from local,
regional and national partners is very important. Partnership working will be
progressed where possible, including sharing learning from NHS Lanarkshire, NHS
Ayrshire & Arran and NHS Greater Glasgow & Clyde together with their partner
organisations.
NHS Dumfries and Galloway has a strong Community Development Programme which
is fundamental to the work in enhancing individual and community resilience. This
programme was established by the Directorate of Public Health and has now been
embedded into locality level health and social care Integration structures and supports
the local action plans for building individual and community resilience.
Supporting resilience and positive health behaviours across all life stages is a priority
activity. Health and wellbeing priorities are: increasing physical activity levels,
addressing diet and obesity related ill-health in the population and improving mental
health and wellbeing. This work focuses on improving individual resilience, which in
turn impacts on community resilience.
In supporting activity to build individual resilience, work is being taken forward to
develop one-to-one health and wellbeing service provision, which is tailored to meet
the needs of individuals and uses the evidence-based approach of health coaching. It
is our plan to work towards offering one-to-one health and wellbeing support across all
communities as part of locality primary care service provision.
The strategic Public Health function is working with localities and local partners
including regional tobacco, alcohol and drug services, the Council, Third and
Independent Sectors and other local and national organisations to support an
evidence-informed approach to address population health and wellbeing needs and
reduce health inequalities. The aims are to address both national priorities and local
needs.
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2.

Prevention and Anticipatory Care

Prevention Initiatives and Screening
Tobacco Control
NHS Dumfries and Galloway Board and partners in Local Authority have agreed a
Tobacco Control Plan, and this plan will move forward with a number of important
actions that addresses national and local priorities in relation to tobacco use.
The following actions are a sample of the total (27) that have been agreed upon to be
delivered over a three year period. All our work will be directed to address tobacco and
inequalities:
• Putting an improvement plan in place to address smoking in pregnancy
• Taking a new approach (to be agreed upon) with young people particularly 1624 year olds, to address high levels of smoking in this group
• Reviewing work in mental health services (in the acute and community
services) and looking for new ways of working such as piloting mental health
services deliver smoking cessation
• Supporting the implementation of legislation for smoke free grounds on the
acute sites and ensuring patients and staff are aware of a proactive approach
to the management of nicotine addiction when in hospital grounds
• Supporting Dumfries & Galloway Council to take forward smoke free grounds
• Focusing on looked after and vulnerable children in homes in relation to
second hand smoke and smoking cessation
• Continuing to improve upon the service delivery of stop smoking support
through specialist services and Community Pharmacy
• Complete year 3 of the AASSIST programme in secondary schools and
following the evaluation of the national pilot take advice on its future
• Continue and build upon the Tobacco Prevention Plan for young people
across all statutory sectors
Alcohol and Drug Partnership (ADP)
The Alcohol and Drug Partnership’s involvement in prevention work includes funding
part of Police Scotland’s Dumfries and Galloway Division’s Substance Misuse Coordinator who provides input to local prevention work. This includes educational inputs
with schools, festival harm reduction initiatives, drink and drug awareness campaigns.
Alcohol Brief Interventions (ABIs) continue to be a challenge to embed within the priority
settings of A&E, Primary Care and Antenatal as well as the wider community settings.
A scoping exercise during 2017 will determine whether the issues are with reporting
systems or a training issue. Actions will be established from this scoping exercise and
recommendations made to the ADP on tackling this issue.
A Drug Deaths Prevention Strategy and Action Plan have been developed and the
actions contained within these documents will be progressed over the next two years.
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The ADP Workforce Development Strategy will also be progressed, ensuring that the
alcohol and drug-using population has access to efficient, high quality and responsive
treatment and support services.
The ADP will work with drug and alcohol treatment services to ensure they are ready to
comply with the national Drug and Alcohol Information System (DAISy) which is to be
introduced on 1st April 2018.
ADP is developing its strategy for 2017-2020, together with a commissioning strategy
which will ensure future services are commissioned in line with local and national
outcomes and priorities.
Health Protection and Screening
Protecting the health and wellbeing of the population from communicable diseases and
environmental hazards remains a high priority. In terms of health protection activity, we
continue to see greater numbers of cases of whooping cough, in common with the rest
of the UK. There are continued efforts to ensure that as many pregnant women as
possible take up the offer of immunisation to protect their unborn babies. It is also
important for pregnant women to consider influenza immunisation because some
circulating strains can cause particularly serious infection on occasion in pregnant
women. The ongoing campaign to offer shingles vaccine to older members of society
continues, delivered through primary care.
We continue to engage with colleagues in other agencies to carry out exercises of
potential health protection threats. In 2017/18 we intend to carry out an exercise which
looks at the multi-agency response to avian influenza incidents as well as taking part in
further national pandemic influenza exercises and debriefs.
Screening for several cancers (breast, bowel and cervix) as well as other conditions
(antenatal and newborn screening, abdominal aortic aneurysm screening and diabetic
retinopathy screening) continues to achieve good uptake figures. This year, changes to
the screening programmes include the move to a new IT system to deliver the diabetic
retinopathy screening programme.
Additional blood spot tests for certain rare conditions are to be introduced in 2017/18 as
part of newborn screening.
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3.

Increasing Healthy Life Expectancy

Improving the health and wellbeing of the population is fundamental to the work of the
NHS, and building individual and community resilience is vital to this. Resilience is
about the capacity for people to adapt and generate new ways of thinking and
functioning in the context of a changing environment. Resilience is underpinned by the
strong social networks, which are of key importance in developing pathways to ensure
good health and wellbeing. It is also about engaging local people in identifying issues
and taking responsibility for solutions, which is important in ensuring sustainability.
Supporting Health and Wellbeing
The learning from the services currently in situ across Dumfries and Galloway along
with the emerging evidence base for effective practice in behaviour change suggests
that a ‘generic health and wellbeing service’ which takes a holistic approach to
addressing the mental and physical health needs of individuals, would improve
outcomes for the individual and maximise local resources for the health improvement of
those most vulnerable members of our population, through providing a coaching
approach to health improvement. This is currently being supported through input from
health psychology.
Mental wellbeing
Work to promote public mental wellbeing includes preventive work, such as supporting
training to address stigma and discrimination, mental health and workforce
development, and gender based violence. Other work includes promoting social
prescribing, working with children and teachers in schools, including Mindfulness,
addressing the physical health of people with severe mental illness, and a wide range of
group activities that aim to engage people in social activities to improve their social
networks, from crafts, singing and writing to cooking, personal development and IT
skills.
Physical activity
Recent work in Dumfries and Galloway has identified a clear need/commitment to
prioritise local action aimed at increasing levels of physical activity across the
population. Four themes of action have been identified: environment, policy, workforce
& communities. It is recognised that there is a need to both identify additional resources
while being more innovative/creative with existing resources. Efforts need to target the
least active and the approach must to be person centered.
A Best Investments paper for Dumfries and Galloway was recently produced. Physical
activity data was mapped from over 50 local projects which covered the best
investments categories and all settings identified within the Scottish implementation
plan for physical activity. Analysis from these 50 local projects reported attendances
totaling >700,000.
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Food and Health
There are a number of initiatives addressing food and health, including the major
problem of obesity, such as Child Healthy Weight programme and Let’s Cook. There
are a number of projects across the region promoting growing vegetables and
increasing physical activity.
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4.

Integration and the Health and Social Care Delivery Plan

Integration
Integration in Dumfries and Galloway is unique as a model in that all of acute services
are included alongside primary care, mental health and the full range of adult social
care services.
Delivering the nine national health and wellbeing outcomes and ensuring the delivery of
the best possible health and social care and support to people in Dumfries and
Galloway remains our focus.
The focus of the Integration Joint Board’s Strategic Plan is on
•
•
•
•
•
•
•
•
•
•

Enabling people to have more choice and control
Supporting Carers
Developing and strengthening communities
Making the most of wellbeing
Maintaining safe, high-quality care and protecting vulnerable adults
Shifting the focus from institutional care to home and community based services
Integrated ways of working
Reducing health inequalities
Working efficiently and effectively
Making the best use of technology

The 2017/18 locality delivery plans will identify a range of actions that will enable the
health and social care partnership to continue to make progress in these priority areas.
New governance arrangements for the Integration Joint Board are now in place with the
establishment of a Clinical and Care Governance Committee, an Audit and Risk
Committee and a Performance and Finance Committee. A Health and Social Care
Senior Management Team has been established to progress work at a tactical level.
Public and community engagement and involvement and partnership working remain
central to the ethos of our integration model (please see section on person centred
care).
A range of new documentation either has been or is being developed to support and
enable our 3 yearly cycle of commissioning. These include processes for
• The formal review of the strategic plan
• ‘Making Difficult Decisions’
• ‘Making Significant Decisions’
• A prioritisation process to support decision making
• A framework to support effective ‘whole system’ performance
management and reporting
A range of 72 indicators and measures have now been identified and include the 23
national core indicators, the publicly accountable measures of both the Council and the
NHS and locally agreed measures.
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We continue to work with local, regional and national teams to further develop and
refine and align performance data and information to facilitate the scrutiny role of
Boards and committees and to ensure we are delivering safe, high quality services .It is
envisaged that these will be used at both an operational level within the management
groups to inform performance of each locality and at an aggregate level for the
Integration Joint Board.
Work has commenced on the 2016/17 Annual Performance Report for the Integration
Joint Board. This report will be published by the end of July 2017. A provisional date in
September has been identified for a formal review of the Health and Social Care
Partnership performance in 2016/17 by the NHS Board and Council.
Health and Social Care Delivery Plan
The Scottish Government Health and Social Care Delivery Plan (December 2016) is a
document developed to support the health and social care system to evolve, build on
excellence and meet the challenges facing us. It contains a range of actions to be taken
at local, regional and national levels. There is a requirement that this document clearly
demonstrates its contribution to driving the actions and supporting the delivery of the
commitments contained within the Health and Social Care Delivery Plan forward. This
information is contained under each of the headings of this LDP.
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5.

Regional Planning

The Health and Social Care Delivery Plan recognises the importance of the National
Clinical Strategy and the need for service review and planning at population levels
beyond the boundaries of territorial Boards. Within the West of Scotland (WoS)
Regional Planning Group there is already a programme of collaborative work that
considers the ever changing population needs and how these are influenced by
demographic changes and the emergence of new treatments and technologies at a time
of constrained resources including the availability of specialist clinicians across both
primary and acute hospital care. This programme of work includes:
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

Interventional Cardiology including Primary Reperfusion Service
Major Trauma
Oral & Maxillofacial Surgery
Urology including Minimally Invasive Resection of Prostate*
Vascular Services**
Regional Child Health Services including Child Protection, critical care and
specialist shared services
Regional Child and Adolescent Mental Health
Medium and Low Secure Psychiatric Services
Systemic Anti-Cancer Treatments*
Aseptic Pharmacy Services
Maternity and Neonatology
Interventional Radiology
Ophthalmology
Workforce Planning
Prescribing

(* Dumfries and Galloway currently links with South East and Tayside (SEAT) for these
services).
(** Dumfries and Galloway currently links with North Cumbria University Hospitals Trust
for these services).
It is recognised by the WoS Regional Planning Group that a regional transformational
plan needs to be developed over the next 6 to 12 months that is underpinned by
detailed analysis of:
• The needs assessment of the 2.7 million people served by the West of Scotland
Boards
• Changing patterns of demand for future treatment and care for this population
• The current capacity to safely and effectively meet these treatment and care
needs
• New service models and care pathways
• Resource Plans including workforce, estate and specialised equipment
• The potential that arises from reducing unwarranted variation and wasteful
interventions

13

This regional planning activity will complement the service planning and change in each
territorial board area which will be required to address the current service and financial
pressures. When taken together with board level plans this transformational plan will
clearly set out how West of Scotland Boards and their partners will deliver safe, efficient
and sustainable treatment and care over the next 10 to 15 years.
It is important that NHS Dumfries and Galloway have a clear framework for the planning
of acute and diagnostic services locally to ensure alignment with regional and national
strategic planning.
A local Service Planning Framework, a tool that will help us to reframe health and social
care for people in Dumfries and Galloway, is currently being developed. Key
stakeholders have been identified and are engaged and involved in this work.
The framework will provide:
• The regional and national context to enable decision making in line with regional
and national thinking
• A consistent set of planning principles to guide service planning and
development
• Short and medium term outcomes describing services’ contribution to delivery of
the nine national health and well-being outcomes
• Regional and local information to support service planning and development
locally
• A planning checklist to support consistent service planning and development
It is intended to complete this work by September 2017 enabling us to maintain close
alignment with the development of the West of Scotland Transformational Plan.
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6.

Antenatal and Early Years

Key work continues to be taken forward with the focus on Keeping Children Safe,
Getting it Right for Every Child, Corporate Parenting and Early Years.
The Children’s Services Executive Group (CSEG) is responsible for setting the
strategic direction of change, monitoring progress and overseeing all programmes of
work. All strategic groups report to the Children’s Services Executive Group with
regard to performance and improvement.
Representatives from Maternity Services, Child and Public Health Nursing Services
and Public Health are working with multi-agency partners to prepare a Children’s
Services Plan by 1st April 2017 in accordance with the provisions of Part 3 of the
Children and Young People (Scotland) Act 2014.
Six areas have been agreed by CSEG for prioritisation within the plan:
• We will ensure that children and young people are safe and free from harm
• We will deliver the best possible health and well-being for all children and young
people
• We will improve the well-being and life chances of our most vulnerable children
and young people
• We will work to remove barriers so that all children and young people have
equality of opportunity
• We will ensure children and young people get support at the earliest appropriate
time through prevention and early intervention
• We will raise attainment and be ambitious for all children and young people
Refreshed Health Visiting Pathway
The Universal Health Visiting Pathway in Scotland (2015) is being delivered to all
babies born from 1st May 2017. In addition, Health Visitors are undertaking the Named
Person duties for all pre-school children.
Scottish Government has set NHS Dumfries and Galloway the target of increasing
the number of Health Visitors by an additional 10.51 whole time equivalent (wte)
above baseline by 2018. To date, the baseline health visitor establishment and the
growth of additional health visitors has been successful through recruitment and
training. Current vacancies stand at 0.73 wte. A workforce plan is in place to achieve
the remaining additional health visitor numbers through training. Four student
placements commenced in September 2016 and recruitment to a further three
student placements will be undertaken to commence the programme in September
2017. The workforce plan was accepted by representatives from the Scottish
Government during their visit to Dumfries and Galloway in September 2016.
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However, as the total allocation of funding from the Scottish Government for
additional health visitors is not due to be reached until 2018, the Board can only be
confident of its current position. Future, successful service delivery is dependent
upon continued support and funding from the Scottish Government.
At present, capacity to deliver the new Universal Pathway is being supported via
caseload management and a review of working practices. The use of ‘ePens’ for
documentation and data collection has proved challenging. In response to this, public
health nursing staff will be amongst the first nursing staff teams to move to using
‘Morse’ in the coming months. This will also support Child Health Transformation.
Health Visitors continue to be supported to deliver the new Universal Pathway and
their named person duties through training and development. It is anticipated that all
Health Visitors will have completed day 4 of the NHS Education for Scotland master
classes by the end of March 2017.
Work is also underway within the service for all Health Visitors to complete the
Dumfries & Galloway Children’s Services Learning and Development Core
Competency Framework. This self-evaluation tool supports practitioners to identify
their individual continuing professional development needs to undertake the Named
Person and Lead Professional roles. Support available to staff to meet their needs
includes a calendar of multi-agency training delivered locally.
Continuing professional development is also delivered to all Health Visitors via single
agency development days held quarterly within the Board. In 2017, there will be an
emphasis on delivering education to support Health Visitors to deliver the new
Universal Pathway.
NHS Dumfries and Galloway have faced challenges to the introduction of Family
Nurse Partnership (FNP).
However, linking with Scottish Government
representatives, we are investigating the potential for incorporating the principles of
FNP within established services.
NHS Dumfries & Galloway was one of two early adopter sites in Scotland testing a
revised model of School Nursing. This included a national review of the role of the
School Nurse and associated team, universal pathway, and all current and future
education and career pathways. This work was led by The School Nursing Steering
Group, a sub group of the Children, Young People and Family Nursing Advisory
Group. Testing ended in November 2016 and the consultation and evaluation
processes are now complete. Reports are due to be sent to the Scottish Executive
Nurse Directors Group early in 2017.
Whereas the school nursing service remains universal, the role of the school nurse is
now focused and targeted to children, young people and families with additional
healthcare needs and vulnerabilities adopting the ‘Getting It Right for Every Child’
Practice Model.
As part of the continuing professional development of School Nurses in NHS Dumfries
and Galloway, a workforce plan is in place to support those who do not hold a school
nursing qualification to undertake the new Specialist Community Public Health
Nursing/School Nursing education programme.
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Partnership working is well established in Dumfries and Galloway. In relation to
Getting It Right For Every Child there is Board representation on the strategic group
working with partners from Education, Police and Local Authority. Following the
Supreme Court judgment on the Named Person provisions handed down on 28th July
2016, information sharing continues to be guided by data protection legislation and
policies and procedures while we await further direction from the Scottish
Government.
There is also Board representation on the strategic Early Years Group. The work of
this group in supporting prevention and early intervention currently includes a review
of the parenting provision to families across Dumfries and Galloway.
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7.

Safe, Quality Care

Safe Care
NHS Dumfries & Galloway remains committed to improving the quality and safety of
care and as such continues to be an active participant in all of the Scottish Patient
Safety Programmes:
•
•
•
•

Mental Health
Primary Care; including a pilot in General Dental Practice and a Pressure Ulcer
in Care Home Collaborative and General Medical Practice
Acute Adult
Maternity & Children’s Quality Improvement Collaborative (Maternity, Neonates &
Paediatrics)

The executive sponsor for the safety programmes is the Executive Nurse Director with
programme support delivered by the Patient Safety & Improvement Team.
Directorate Management Teams are responsible for delivery with Clinical Leads in place
to provide on the ground leadership and direction.
Our goals for 2017/18 will continue to include a focus on developing improvement
capacity and capability across our programmes, to support local ownership of
improvement goals and to share learning across each of our programmes.
We are developing a local Quality Improvement Hub which will, in its first year, focus on
education, coaching and support whilst building a network and infrastructure to support
improvement.
During 2017/18 we will increase our emphasis on cross system working to ensure that
safety and the experience of care is improved across the patients’ journey. In line with
national bodies, we will integrate improvement programmes and build on the good work
that has already taken place. This year will see a greater customisation of improvement
priorities and improvement support tailored to meet local service priorities.
Reduction of harm and early recognition and response to deterioration remain our
priorities across all our programmes of work as depicted below.
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Progress has been made across each of the programmes during 2016/17 however it
has slowed in some areas due to recruitment and capacity issues.
Acute Adult
The overall aim of the Acute Adult Programme is to reduce avoidable mortality by 10%
by December 2018.
To achieve this, during 2017/18, we will continue to focus on the following Point of Care
Priorities:
•
•
•
•
•

Deteriorating Patients, including Sepsis
Pressure Ulcers
Catheter Associated Urinary Tract Infection (CAUTI)
Falls with Harm
Safer Medicines

In addition, we will continue to test how the improvements we are making within acute
care might be tested within community settings e.g. pressure ulcer prevention, CAUTI
prevention and falls prevention.
SPSP Primary Care
We are currently supporting 3 strands of improvement within primary care:
• General Practice
• General Dental Practice
• Care Homes
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Within General Medical Practices the focus for the past three years has been around
developing a practice culture attuned to safety and improvement and building the
improvement capability of practice teams. The clinical focus has centred on improving
the safety and reducing harm from high risk medications.
The recent publication ‘Improving Together – A National Framework for Quality in
General Practice’, issued by the Scottish Government, gives a flavour of how Boards,
Health & Social Care Partnerships and GP Clusters might work collectively to
continuously improve the quality and safety of care offered to people and to improve the
health and wellbeing of the population.
Practice Quality Leads and Cluster Quality Leads have been identified locally. The
Patient Safety & Improvement Team is working with the Deputy Medical Director Primary Care and others to understand how we might structure improvement support in
support of local improvement priorities.
We are waiting to see the details regarding the new GP contract and how it plans to
ensure quality improvement remains a core element of General Practice.
Reducing Pressure Ulcers in Care Homes Improvement Programme
Older people living in care homes are some of the most vulnerable people in society
and have a high risk of developing pressure ulcers. Pressure ulcers are an unwanted
complication of illness, severe physical disability or increasing frailty.
Building on the progress being made through the SPSP to reduce pressure ulcers within
acute hospital settings and ongoing improvement activities currently being delivered
within care homes, an ambitious aim to reduce pressure ulcers across all care settings
by 50% was announced at the NHS Scotland event in June 2015. Boards were invited
to apply to Healthcare Improvement Scotland to participate in the improvement
programme and three Boards, including NHS Dumfries & Galloway, were selected to
participate in May 2016 with work commencing in July 2016.
Locally, we have recruited 5 care homes to participate and have developed a local
steering group.
Our aim is to reduce pressure ulcers in these 5 care homes by 50% by December 2017.
To achieve this we are:
• Supporting care home staff to understand and improve current care processes to
ensure residents receive the best care to prevent and manage pressure ulcers
• Promoting collaboration and communication across primary care, secondary care
and the independent sector by building relationships
• Building quality improvement capacity and capability to support improvement
work within care homes
• Working to improve reliability with risk assessment and care planning to reduce
the incidence of pressure ulcers in care homes
• Testing interventions and measures to reduce the incidence of pressure ulcers
• Scoping resources available to support locality teams in understanding pressure
ulcer prevention, and
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•

Evaluating the impact of our work to understand how we might scale up and
spread to other care homes across our region.

General Dental Practice Collaborative
The dental arm of the SPSP Primary Care programme seeks to embed quality
improvement processes into every day practice. Three NHS boards were selected to
participating in this 18 month collaborative.
The collaborative was initially due to run until December 2016 but this has been
extended to 31 March 2017. During this time, dental practice teams:
• Learn about improvement methodology
• Pilot the use of tools and interventions to deliver safer, more reliable care
• Explore their safety climate by undertaking a safety climate survey, and
• Share learning within their teams, within their NHS boards and with other NHS
boards
The collaborative aims to improve safety and reduce harm by:
• Integrating a high quality Medical History into decision making with regard to
treatment planning. The project focuses effort on patients identified as being at a
higher risk, in relation to their medical history as well as current medication
• Develop a culture within practices centred on safety & collaborative
improvement.
A full evaluation of the collaborative will be undertaken by Healthcare Improvement
Scotland (HIS) in 2017/18. Locally we are seeing that patient safety in general dental
practice can be improved by practices working together collaboratively using a
‘breakthrough series’ approach, consisting of periods of education, time to work on
improvement in practice and facilitated learning sessions.
In line with General Medical Practice, Dental payment structures and contracts are to
change. We expect that the pilot will feed into this approach and influence how quality
improvement may become part of regular practice within dentistry in Scotland.
SPSP MCQIC
The aim for all strands of this programme is to reduce avoidable harm by 30% and to
improve satisfaction with the care experience.
Each of the three areas is at a different stage of maturity with progress slowed this year
whilst the national team refreshed the programme. Progress has been made in
formalising measurement systems and in developing improvement capability particularly
within the maternity stream that have benefitted from funding for a Maternity Champion.
This will continue to be a focus for 2017/18.
The Patient Safety & Improvement Team are working with the Women and Children’s
Directorate to explore priorities for 2017/18 and how these might be supported.
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Maternity Services have made significant progress in reducing the incidence of stillbirth
and post partum haemorrhage (PPH). Work has been carried out to improve the
guidance provided surrounding PPH, educating women of the dangers and the steps to
take. The introduction of safety briefings, monitoring of CO levels and MEWS has
reduced our incidences of PPH and stillbirth. Greater attendance at our multiagency
clinics for vulnerable women is also a positive step towards the overall reduction of
stillbirths and PPH.
The neonatal team have demonstrated a good level of compliance with PVC
management and the Gentamicin bundle and have continued to work to improve person
centred care.
The Paediatric Team continue to focus on Paediatric Early Warning System and have
supported testing of the national system, improving communication through Safety
Briefs and medicines reconciliation.
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8.

Person Centered Care

NHS Dumfries and Galloway is committed to ensuring that the person is at the centre of
all decisions and that a person centred approach is at the heart of our day to day
business.
A person centred approach is experienced in the interface between the person seeking/
or receiving support or care and those who offer the support or care. As mentioned
within the workforce plan this requires us to equip our staff to have the confidence and
competence to have a person centred, outcomes focused discussion with the people we
are supporting. NHS Dumfries and Galloway have already invested in a range of
bespoke leadership and management programmes such as the ‘ASPIRE to lead’
programme and the nursing Band 6 development programme and the use of ‘Caring
Conversations’. In 2017/18 we plan to run further cohorts of these programmes and,
building upon this foundation, work with the Personal Outcomes Network to offer a
programme of ‘Good Conversations’ training.
Must do with me
This investment in skills development will reinforce the shift in culture required to focus
upon what matters to the people we are supporting and ensure that they are directly
involved in any decisions around their care. Work has already been completed
refreshing the nursing admission paperwork to include discussion around the five
elements of ‘Must do with me’. This paperwork is now embedded within acute hospital
services and 2017/18 will see the paperwork rolled out across cottage hospitals.
The opening of our new acute hospital with 100% single rooms in December 2017, will
see the adoption of open visiting, enabling people to have the opportunity to have
greater involvement of friends and family whilst they are in hospital. This will mean that
we have an approach of open visiting across the region.
The new acute hospital is also providing a catalyst for a refresh of the information we
have available for people. In 2017/18 we plan to complete a review of all patient
information resources within the services provided from the new hospital. Our Patient
Information Co-ordinator is working closely with NHS Inform and ‘EIDO’ to make
information more accessible and available in a timely way and to utilise information
already provided within the national context. Linking closely with the NHS Inform
platform, will also provide the opportunity for provision of information in differing formats
and mediums.
Choosing Wisely:
This is an international initiative designed to avoid wasteful interventions that do not add
value and ensure that we avoid the waste that occurs when a patient is provided with a
treatment that they would not have chosen had they been better informed.
A list of interventions is being circulated to all specialties suggesting that they should
only be initiated in exceptional circumstances and seeking ideas from clinicians to add
to the list.
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In addition, patients attending out-patient clinics (diabetes, oncology, urology,
haematology, ear, nose and throat, etc) are being encouraged to ask a number of
important questions. An insert is sent out with out-patient appointments (and is visible
as a poster version in the actual clinic) prompting patients to ask:
1. Do I really need this test, treatment or procedure?
2. What are the risks or downsides?
3. What are the possible side-effects?
4. Are there safer, simpler options?
5. What will happen if I do nothing?
We know that better informed patients experience greater satisfaction with their care
and less decisional regret. They also tend to chose less treatment overall than patients
who are less well informed. By encouraging patients to ask these simple questions we
anticipate that care will become more aligned to individual patient preferences
Learning from Feedback
We recognise that feedback from the people who come into contact with services
provides a valuable insight into their quality and safety and is a resource to help us
recognise excellent practice and drive service improvement.
The Dumfries and Galloway Partnership has agreed, for 2017/18, to extend our current
Patient Opinion subscription to include the integrated level of subscription offered by
Care Opinion. This will be heavily promoted throughout the partnership and will offer an
integrated opportunity for people to provide feedback on services. For those less
technically minded, and as an alternative to web based feedback, we have introduced a
‘Comments, Compliments and Suggestions’ leaflet which is available throughout the
region. Any resulting information will be shared with the appropriate services.
Several specialties have sought to improve the care they deliver by asking for feedback
from patients on PROMS – patient reported outcome measures – so that outcomes that
make a difference to patients are assessed, rather than surrogate measures of
performance.
As mentioned in Section Four in relation to our workforce plan, we will continue to
recruit volunteers for the new hospital and for health and care services throughout the
region. This will provide an opportunity to test ways of capturing feedback on the patient
experience in real time using volunteers to facilitate this discussion.
In 2016/17, NHS Dumfries and Galloway participated in a trial with the London School
of Economics who are testing and refining a system to code complaints, measure
potential severity and identify key learning points. The initial findings have proven very
positive and therefore in 2017/18 we will further test the use of the Healthcare
Complaints Analysis tool as a learning tool. Working with our information analysts, we
plan to explore the use of this approach in complaints and include the qualitative
information from feedback and any audits to better understand and identify opportunities
for improvement at an organisational level.
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Launching the new model NHS Complaints Handling Procedure and the preparatory
work to support early resolution and a person centred approach to complaints handing,
has triggered significant discussion across the region. The Board is currently offering
training on early resolution and high quality complaints handling for key complaint
handlers and front line staff. In 2017/18, this will cascade more widely across the
organisation improving the experience of people who raise a complaint.
Involving People
At a personal level and as part of our Nursing Care Assurance Framework, people
staying in hospital will be provided with the opportunity to feedback to us their
experience of care and suggest potential improvements.
We have been working with Community Planning Partners, Scottish Ambulance
Service, Police Scotland, Fire and Rescue, Third Sector and Dumfries and Galloway
Council to develop the Dumfries and Galloway Participation and Engagement Network.
This virtual network launched in autumn 2016 provides an opportunity for people to
register their interest in being involved in consultations, engagement events etc. The
database is still growing and we will continue to recruit additional members through
2017/18. We are currently working in partnership with Dumfries and Galloway Council to
develop an on-line registration form and presence.
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9.

Community Based Health and Social Care Services

As a large rural area, Dumfries & Galloway relies on Community Health & Social Care
services to maintain an effective and affordable system of health and social care and
support. We provide services to a population of approximately 148,000, dispersed
widely throughout an extensive area. There is an increasing number of older people,
many in isolated locations with a growing complexity of their health and social care
needs.
We recognise that whilst demographics, increasing complexity, public expectation,
workforce pressures and financial constraints are very challenging they also provide us
with opportunities to do things differently. This will include:
•
•
•
•
•
•
•

Developing and delivering a programme of Technology Enabled Care (TEC)
that recognises TEC as an enabler that can support staff and people who use
services (please see TEC section)
Flexing and wrapping services around the unique needs of individuals helping
them to achieve outcomes that are unique to them
Supporting people to make informed choices about the care and support they
receive and become true partners in their own care
Building capacity by training Advanced Nurse Practitioners (ANPs) and
developing pharmacist-led (and other professions) approaches within GP
practices to improve prescribing and provide support to GPs
Improving ‘flow’ through the whole system of care and support to further
reduce delayed discharges
Developing a broad range of community based services that prevent
avoidable or inappropriate admission to the acute sector
Supporting the delivery of ‘Realistic Medicine’ by empowering people who use
services to make more informed choices about the care and support they
receive

Locality Delivery Plans
Each of the four localities has a delivery plan that supports the implementation of the
overarching strategic plan. The locality delivery plans provide the detail regarding what
will be delivered by each locality in any given year against the priorities in the strategic
plan.
‘One’ Teams
For Community Health and Social Care services, this means people who use services
should be able to access a wider range of professionals more quickly, working in multidisciplinary, ‘One’ teams. The four localities in Dumfries and Galloway mirror the local
authority areas. Each locality has a locality manager, GP clinical lead, nurse manager,
public health practitioner and social work manager.
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Early Hospital Discharge
Community Health and Social Care services place a major emphasis on supporting
early discharge from hospital, recognising that a large number of acute hospital beds
are occupied by people who are clinically ready to return home. In the coming year, we
will turn our focus to providing more community based options for care that avoid
unnecessary admission to hospital. We recognise that for some older people we use a
medical solution for primarily social problems by admitting them to hospital. Hospital
admission may also be driven by a risk-averse mind-set, rather than an understanding
of the patient’s wishes and their validity.
Critical to this will be developing models of care and support centred on the ‘One’ team
principles. Too often, older people in particular, are admitted to hospital when a
personalised package of community based assessment, treatment, reablement and
support, alongside support for their Carers, could better help them meet their
outcomes and provide appropriate, safe alternatives to hospital admission.
Anticipatory Care Planning
This year, and in line with recommendations from the Joint Inspection of Older
People’s services in Dumfries & Galloway by Health Improvement Scotland and the
Care Inspectorate, (published in October 2016), we will be progressing with a region
wide roll-out of Anticipatory Care Planning. We will do this incrementally starting with
the 75+ age group who have complex needs, for example prescribed 10 medicines or
more or having 2 long-term conditions.
Third Sector Partners
We will develop greater liaison with third and independent sector partners to achieve
greater engagement across a ‘whole system’ of health and social care and to consider
‘total resources’.
General Practice
General Medical Practices are central to our plans for Community Health and Social
Care. We rely significantly on them to deliver services across our predominantly rural
area. Historically, General Practitioner (GP) services in Dumfries and Galloway have
been provided from 35 practices by 135 GPs. This has reduced to 33 practices with
input from 108 doctors. This decrease in the medical workforce has been due to
severe recruitment challenges, a UK wide problem in General Practice, but
significantly more acute in rural areas.
A survey undertaken in February 2016 indicated that around 28 of the remaining GPs
planned to retire in the next 3 years. Consequently, this presents a very high risk to
continued delivery of services given that some existing vacancies have remained
unfilled for over 2 years. Services have managed to continue due to the spread of
vacancies across a large number of practices.
We have endeavoured to improve recruitment in a number of ways:
• Meeting doctors who are completing training in Dumfries and Galloway to
discuss their plans and aim to settle them in local practices
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• Funding 2 Rural Practice Fellowship posts – linked with the Falkland Isles
to make them more attractive
• Developing a medical recruitment website
• Attending various national GP meetings to advertise GP practices
• Seeking recruitment from abroad via recruitment agencies
• Petitioning Scottish Government (SG) and National Education Scotland
(NES) to improve the induction process for doctors from abroad to remove
bureaucratic barriers.
• Exploring the possibilities for providing English language training and
clinical attachments for refugee doctors from Syria and elsewhere
• Combining with the Local Authority to plan refurbishment of Council
properties in Stranraer to provide multi-agency young professional
accommodation – eg: doctors, nurses, social workers, teachers and police
thus help overcome social and professional isolation in Stranraer. We
believe that this will help us attract trainees and retain them in the area.
In addition, we have longer-term ambitions to increase local training of the workforce
for General Practice which we are progressing, including:
• Funding advanced nurse practitioner training in local GP practices
• Training and placing pharmacists in GP practices to provide a significant
level of pharmacy support
• Promoting medicine in schools a career choice
• Increasing medical student placements in general practice
• Participating in the development of the new Graduate Entry Medical
School for Scotland – which will see undergraduates spending up to 2
years attached to local practices.
The Deputy Medical Director for Primary Care leads on the implementation of the new
GMS Contract and contributes to our programme of clinical services change.
In 2016/17 two practices moved to ‘2c’ contracting arrangements (i.e where the Board
directly manages the practice). This move looks to make services more sustainable
and provide opportunities to develop the practice team to progress the concept of
multi-disciplinary, community based teams delivering care.
The 2c arrangements have led to the closure of lists for the relevant practices,
however an effective system of allocation of patients has been arranged so that
practice stability has been maintained
We have supported two significant practice changes: the amalgamation of two
practices in Wigtownshire and reviewing branch surgery provision in Annandale and
Eskdale/Lanarkshire. Whilst changes as a result of this review were not universally
popular, they were, nonetheless essential to maintaining GP services in those areas.
It is highly likely, given the the GP retirement/recruitment ratio, that the number of GP
practices and GPs will reduce further. We aim to minimise the impact of this by
reducing the non-clinical workload of GPs and reconfiguring the clinical workload. For
example, that are plans in place for the roll out of computerised Cognitive Behavioural
Therapy (cCBT) across the region from April onwards. We will also look to promote the
minor ailments scheme in local pharmacies.
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We have facilitated the formation of GP ‘quality‘ clusters’ where practices within our
four localities get together to reflect on performance data (supplied by the Health
Board) and develop initiatives using improvement methodologies to improve the
quality and safety of healthcare. This approach will also enable us to address the
various strands of work developed in ‘Realistic Medicine’; including developing truly
shared decision making, addressing unwarranted variation, communicating, managing
risk effectively and reducing where possible the ‘treatment burden’. The quality
clusters should continue to develop throughout the next year.
Primary Care Prescribing
We have made significant progress in reducing primary care prescribing over the last
five years, maintaining the prescribing volume and saving as much as £2 million per
year.
The primary care prescribing bill is currently in excess of £31 million per year. Our aim
is to reduce this to enable us to make savings and investment elsewhere in Health and
Social Care. Leading this work is an increased prescribing support team of
pharmacists and pharmacy technicians who work with GP practices to identify
prescribing savings that can be made without affecting patient’s outcomes.
Dental Services
We have recently reviewed the Senior Clinical Leadership for NHS Dental Services.
The revised structure includes a Professional Lead for Dental and Oral Health
Services – Consultant in Dental Public Health, Clinical Lead for the Public Dental
Service and Dental Practice Advisor. These individuals will work in partnership with the
Primary Care Development Team to ensure that we continue to support local dental
teams in the delivery of high quality NHS Dental Services to the population of Dumfries
and Galloway.
The Board continues to support ongoing quality improvement through working in
partnership with the Practitioner Services Division of National Services Scotland to
monitor the quality of care delivered to patients and to identify and support
practitioners to improve clinical care if this is required. There is ongoing participation in
the National Quality Indicators Pilot which aims to identify practitioners who may be in
need of support at an early stage. The Board works in partnership with NHS Education
Scotland and other training providers to make local continuing professional
development opportunities available and facilitate practitioners to achieve clinical audit
requirements through Peer Review Meetings.
Quarterly meetings between the Dental Advisory Committee and the NHS Board
enable a direct link between these bodies to be maintained and provide a forum for
any issues to be discussed and addressed.
We have continued to review the provision of salaried general dental services provided
by the Public Dental Service and are currently consulting on options for future service
provision from one clinic location. As part of this service review process an Oral Health
Needs Assessment Exercise has been undertaken.
29

This has identified a number of areas that require to be addressed to support
continued improvement of oral health in an identified area of deprivation. An action
plan to support continued improvements in oral health and a reduction in oral health
inequalities in this area will be progressed during 2017/18.
During 2016, we reviewed the provision of our Oral and Maxillo Facial service which
has resulted in the establishment of a visiting service as part of our Service Level
Agreement with NHS Greater Glasgow and Clyde. This partnership has been a
positive development for the region.
During 2017/18 we will be reviewing provision of the Consultant led orthodontic
service.
We continue to monitor the provision of NHS Dental services. This has improved from
33% in 2006 to this year’s 85% of our population registered with an NHS Dentist.
Oral health outcomes are monitored via the National Dental Inspection Programme
and have demonstrated consistent improvements in the oral health of Primary 1 and
Primary 7 Children. Latest available data demonstrates that 68% of Primary 1 children
have no obvious decay experience in their deciduous teeth and 75% of Primary 7
children have no obvious decay experience in their adult teeth. We do however
recognise that dental decay is a preventable disease and that inequalities in oral
health exist. To address this we continue to implement the Childsmile Programme with
a view to achieving our targets for 2022. We are continually developing the care
pathways within our Childsmile Programme to further imbed the Getting it Right for
Every Child Approach and plans are in place for 2017/18 to support local dental teams
embed this within their practice .
We continue to provide training in conjunction with the University of the Highlands,
producing qualified dental therapists from our specially developed Dumfries Dental
Centre. This building also continues to provide excellent training facilities for dental
students on outreach placements from Glasgow University and dental foundation
trainees.
The Scottish Emergency Dental Service is working satisfactorily operating from the
Dumfries Dental Centre and Galloway Community Hospital Stranraer.
An implementation programme to support increased use of information technology by
general dental practices is in place and due for completion during 2017/18. The key
elements of this programme include increased use of NHS mail, access to local
intranet, Emergency Care Summary access, use of SCI gateway for electronic
referrals and Vuemotion for electronic viewing of radiographs.
The Board has welcomed the opportunity to input into the recent Scottish Government
consultation on the forthcoming Oral Health Plan and staff within the Board are
supporting colleagues in the Scottish Government in the development of the
forthcoming plan. This presents an exciting opportunity to look at how the future NHS
dental systems could work to further improve oral health through development of a
preventative approach to service provision and support high quality service delivery.
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Optometry
The Ophthalmology Service continues to be under considerable pressure. However,
the Scottish Government undertook a peer review of the service, where
recommendations were made along with the development of a local action plan with
measures and timelines. Work on the action plan continues ensuring we remain
focused on continually improving the service.
Further to this, we have supported the introduction of and facilitated, the Area Optom
Group. We have established quarterly Optom education evenings ran by the
ophthalmologists to improve communication and links with the local community
optometrists. The education evenings have been used to launch the cataract criteria
and discuss discharge criteria for ocular hypertension. We aim to follow the NHS
Tayside model and plan to start using this by April 2017.
We have received some funding from The Scottish Government to recruit to an inhouse optometrist. This is a model used in the majority of other boards in Scotland and
we are currently exploring local options.
Out of Hours Services
Although there is continuing pressures on GP recruitment, we continue to maintain the
staffing levels in the Out of Hours Service. However, we recognise that the service is
under considerable pressure and is currently overly reliant on locum cover. We need
to look at taking a fundamentally different approach to out of hours service delivery in
the future.
Sir Lewis Ritchie’s December 2015 report ‘Pulling together: transforming urgent care
for the people of Scotland’ considered the current landscape of out of hour’s services.
It identified areas that worked well and recommended actions to ensure that out of
hours services are sustainable, person centred and of high quality. As a result of this
review, we are currently engaging with the Scottish Government to work through the
recommendations of the report to identify opportunities to improve the out of hours
service in Dumfries and Galloway and develop a different model of out of hour’s urgent
care which is more aligned to the report’s findings.
To ensure an integrated approach to developing the out of hours service, we have
formed a local Transforming Out of Hours (TUC) Group represented by a range of
disciplines including Health, Social Work, Scottish Ambulance Service, NHS 24, Third
and Independent Sectors, who are involved in delivering health and social care during
the out of hours period. The groups aims are to:
• Deliver high quality, safe services, with a focus on prevention and self-care
• Ensure that urgent care services are connected more efficiently and
• Develop a better service to include the right skill mix of professional support for
people during the out of hours period.
Over the next year, the TUC group will be developing options for alternative models of
delivering the out of hour’s service in Dumfries & Galloway. The group will be
responsible for raising the profile of the service and will have oversight of projects or
initiatives that relate to out of hours.
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In particular, the ‘nurse responder service initiative’; a nationally funded initiative to
support the transformation of urgent care enabling us to establish and test a nurse
responder service in the Wigtownshire locality.
Out of Hours Service continues to work closely with the Emergency Department within
acute services and are identifying new opportunities to develop new ways of working,
optimise communication and undertake training initiatives that support a more joined
up seamless approach for people requiring support in the out of hours period.
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10.

Scheduled Care

NHS Dumfries and Galloway continue to work with the Scottish Government Team on
the National Flow Variability programme (previously ScotPFA). There are two main
elements to this work including the development and embedding of
Admission/Discharge/Transfer (ADT) criteria for specialties and areas of the hospital
such as transfer from a general ward to critical care. The improvement team has been
working with clinicians to agree ADT criteria and these will be implemented across the
hospital. In addition, development of the IT system has provided a “ready to move”
data recording ability for each patient journey. This will highlight the areas that the
patient is delayed for instance, ready to move from the Emergency Department (ED)
but delayed due to “wait for bed” in the acute medical assessment unit. In the coming
months, the data will be shared with the Scottish Government who is working with the
Institute for Healthcare Optimization (IHO), to analyse the data and identify the delays
in the patient pathway. The data will then provide the Acute Division with areas to
improve flow within the inpatient pathway and remove unnecessary transfer delays,
reduce length of stay and decrease the ‘boarding out’ of patients.
Room scheduling, as highlighted in last year’s LDP, has commenced for all the
outpatient settings within Dumfries and Galloway Royal Infirmary (DGRI) and has been
shared with Galloway Community Hospital (GCH) and some of the outreach clinics.
The system is providing early identification of availability of clinic rooms enabling
additional clinics to be available and ensure that clinic facilities are used as efficiently
as possible. The next stage will be standardising the outpatient clinic template to
ensure greater flexibility and efficient use of outpatient facilities.
The Acute Division continue to work with the Scottish Government outpatient
programme ‘Developing Out-patient Integration Together’ (DOIT) identifying areas of
improvement within outpatients. A number of the specialties continue to provide virtual
clinics either using telephone or videoconferencing technology to see patients limiting
unnecessary travel for patients. This has been particularly successful in
Gastroenterology and Diabetes services and will be rolled out to other areas where
feasible. Nurses have been trained to provide macular injections within Opthalmology.
These nurses will be able to take on this workload and release consultant capacity.
The commencement of triaging orthopaedic referrals by Allied Health Professionals
(AHPs) has seen a 25% reduction in routine referrals direct to consultants. It is
anticipated that this pathway will reduce consultant appointments and ensure that
patients are offered alternative therapy where this is clinically suitable.
In addition, in Orthopaedics there has been promotion of nurse led fracture clinics.
There will be a further increase in nurse led clinics in the coming months.
In Dermatology, guidelines for Primary Care have been launched and these will
support more appropriate referrals into the acute division over the coming months.
This has also been supported with training sessions delivered to GPs by the
Dermatology Consultants.
The migration to the new hospital later this year will make maintaining current
performance and meeting waiting time targets particularly challenging. The Access
Team is developing a trajectory that will allow capacity for the migration while ensuring
that any required ‘downtime’ is reduced.
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Discussions with the Golden Jubilee National Hospital have already commenced in
advance of the move to provide some additional support.
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11.

Unscheduled Care

NHS Dumfries and Galloway continue to work toward implementing the 6 Essential
Actions to Improving Unscheduled Care.
There are a number of areas that have been progressed including the implementation
across all DGRI wards of Daily Dynamic Discharge (DDD). This is a Scottish
Government initiative for all wards to provide a brief handover on all patients, identifying
their Estimated Date of Discharge (EDD) and check, chase and challenge any actions
to support an effective discharge. The Improvement Team along with the Management
Team continue to attend the ward DDD meetings to provide support and embed the
culture of check, chase and challenge.
Leading on from the implementation of DDD the Acute Improvement Team, with the
support of the National Unscheduled Care Team, recently held an In/Out Balance
workshop. This was attended by both Acute and Primary Care staff and highlighted the
importance of balancing demand and capacity. It is hoped that this will help staff identify
their In/Out Balance for each ward which will support the DDD process.
The team also held a debrief meeting following the festive season identifying “what went
well” and “what could have been better”. The output of this event is currently being
drafted and will be shared with the wider team across the region to ensure lessons are
learned.
Over Christmas and New Year, DGRI had additional staff on duty during the public
holidays in an attempt to improve patient flow and ensure that the two, four day holiday
periods were well supported. A rota was produced for availability of all teams, on call
support and contacts which was shared across the hospital to improve communication
and identify availability of resource. The acute team will continue to learn lessons from
public holidays and identify improvements to trial over the next public holiday weekends.
This is aiming towards the ‘Essential Action of Seven Day Services’.
At weekends there is now AHP, Social Work, Pharmacy and a Discharge Doctor
available to ensure that patient flow is maintained on a seven day basis. However, it has
been difficult to ensure consistent medical input due to reduced availability of middle
grade doctors. A concentrated effort throughout the coming months to recruit to
vacancies and ensure that new middle graders have weekend working within their
timetable should support discharges at the weekend.
There have been a number of instances recently where there has been crowding with
the Emergency Department (ED) due to significantly high numbers of ED attendances.
Work with the ED and acute medical receiving teams on contingency and escalation
plans has commenced and will be taken forward over the coming months to mitigate
risks and improve flow.
In addition, to the national work, the Improvement Team held two ‘Flowopoly’ events,
these were extremely popular with the clinical teams as it provides a unique visual way
of looking at the flow of patients throughout the hospital using our own data on a good
and bad day. The plan for the coming year is to undertake similar workshops within the
community and within GCH.
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12.

Mental Health

Psychology
Appointments to posts in psychology have contributed to the reduction in waiting
times.
Scottish Government access funding has been utilised to pilot primary care based
psychological interventions, enabling psychological therapies to be delivered within
primary care settings. There has also been investment in e-health solutions such as
computerised cognitive behavioural therapy (cCBT) and projects to tackle loneliness
and functional difficulties in older adults. Posts have been recruited to and these tests
of change are in the early stages of implementation. A range of outcomes for these
test of change have been identified and measurement against these will be commence
in 17/18.
We will continue to seek to identify future funding streams in order to continue to test
new ways of working within psychology.
Interventions in Dementia Education Assessment and Support (IDEAS) Team
The IDEAS Team is now firmly embedded across all four localities, delivering a 3 tier
Dementia Education Programme in line with Promoting Excellence Framework,
Dementia Standards and the Mental Welfare Commission Dignity & Respect report.
Over 1000 staff across health, social care third and independent sector have
participated in the programme and this will continue to run throughout 2017-18.
Further educational initiatives will be introduced through excellent academic links and
joint projects with NHS Education Scotland (NES) & University of the West of Scotland
(UWS).
The IDEAS team also provides expert advice and consultation to all health and social
care partners regarding the management of stress and distress for people living
dementia. The team is now progressing to supporting Carers to enable people to with
dementia to remain in their own home.
The Stress and Distress Pathway is now being embedded across services to improve
sharing of information and continuity of person centred care. This development will
continue throughout the coming year.
The IDEAS team will continue to support the alignment of the standards required by
inspection and scrutiny bodies and service providers.
Primary Mental Health Liaison
Liaison services in primary care are being tested in two localities to improve efficiency
and effectiveness ensuring people receive an appropriate level of treatment or
support, quickly. Work will also focus on prevention and maximising the use of
community resources.
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New approaches for supporting people with long term mental health conditions to
better manage their physical health will be tested in two localities. This recognises the
importance of parity between physical and mental health and reducing health
inequalities.
Perinatal Mental Health Care
A model of Perinatal Mental Health care has been designed to meet needs across the
region. Perinatal Mental Health care using a multi-agency pathway approach has been
developed. This work has been recognised both locally and nationally.
This model includes linkworkers with a special interest in Perinatal Mental Health in
each of the Community Mental Health Nursing Teams, Midpark In-patient Service,
Specialist Drug and Alcohol Service, CATS, Psychology, AHPs and the Learning
Disability Service. These staff meet quarterly with colleagues from maternity services
to share training, discuss best practice facilitatating reflective practice and a shared
learning approach. The linkworkers role is to cascade information and provide training
advice and support to colleagues
Local linkworkers also have a role as members of Maternal Mental Health Scotland
and they contribute to national developments/conferences. The next phase of the
Mental Health Scottish Patient Safety Programme will include perinatal mental health.
The Perinatal Mental Health Care Pathway is currently under review to ensure a whole
system approach is taken.
Home Based Memory Rehabilitation
Home Based Memory Rehabilitation (HBMR) is a key element of post-diagnostic
support (PDS) for people living with a diagnosis of dementia in Dumfries and
Galloway. This early Occupational Therapy (OT) intervention supports families to build
resilience and forward plan. It also teaches people who are diagnosed early to selfmanage their condition for longer.
On-going improvements in the local delivery of HBMR includes
• ensuring equity of access
• working with patients and Carers to co-produce information resources
• working collaboratively to achieve earlier diagnosis and access to PDS
Adopting a ‘Once for Scotland’ approach, the mental health OT service in Dumfries
and Galloway is currently leading a national roll-out of HBMR, supporting 11 Scottish
health boards to develop knowledge, skills and resources to deliver the intervention in
their areas. This work also includes the development of a national evidence base that
will be used to help identify and meet increasing demand for early interventions that
help preserve independence and reduce care-giver strain.
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13.

Digital Health

Technology Enabled Care (TEC) is the use of a range of digital and mobile
technologies to deliver health and social care and support at a distance. Making the
best use of technology is identified as one of the top 10 priorities within the Integration
Joint Board’s Strategic Plan for Health and Social Care.
Achieving this will contribute significantly towards progress against many, if not all, of
the 9 national health and wellbeing outcomes. Embedding technology is essential in
delivering service improvement, innovation, efficiency and change agendas as outlined
in the Scottish Government’s 2020 Vision for example.
In Dumfries & Galloway over the years, a variety of tests have been undertaken in
relation to TEC. Tests, by design, have been small scale and time limited. Testing has
left small pockets of good practice through Dumfries and Galloway. It is the ambition of
the TEC programme to scale up these pockets of good practice and apply them
consistently throughout the region.
To support this work, a TEC Programme to support the development of new models of
care and supports new ways of working is currently being drafted. This will focus on
the use of technology to support self management of long term conditions and access
services online such as computer based Cognitive Behaviour Therapy. Dumfries &
Galloway is one of the test sites for the video conferencing software NHS ‘Attend
Anywhere’ and work is progressing linking a GP practice to a care home. As well as
this work, Dumfries & Galloway is involved in a European Interregional co-operatibility
project called mPower. The focus of this work is to utilise technology to support the
over 65’s to access primary care services over the next five years starting in 2017/18.
More specifically in 2017/18 we aim to:
• Implement two new virtual clinics with 20 patients using the clinic
• Support 300 people to access specialist services using video
conferencing e.g. Clinical advice in to a community hospital or access to
GP services via a Care home
• Commence work on introducing systems to support self management
such as text messaging services and/ or supported remote monitoring
• Introduce self service kiosks in GP practices to take a range of clinical
measurements such as blood pressure
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Section Two:
LDP Standards
1. Detect Cancer Early
Board Lead: Carole Morton – Interim Deputy General Manager – Acute &
Diagnostics
Monthly Trend – management information
Most recent
period of
measurement
November 2016
(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%

94.9%

95%

92.9%

Analysis
Performance for the 31 and 62 day targets were both below the 95% target in
November 2016. Performance against these targets has been more erratic in 2016/17
than in previous years indicating ongoing capacity challenges.
Forecast 2017/18:
The significant bed pressures and also considerable capacity pressures within
diagnostics have had an impact. All pathways are continually being monitored to
ensure as little deviation from the target as possible.
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2. Dementia Post Diagnostic Support
Board Lead: Denise Moffat – Community Mental Health Nurse Manager
Current Performance: The LDP Standard has 2 elements:
In order to effectively monitor performance of Post Diagnostic Support (PDS)
delivery, a national Local Delivery Plan (LDP) Standard (formerly a HEAT Target) was
introduced (through Scotland’s 2nd National Dementia Strategy) in 2013.
It
guaranteed to deliver expected rates of dementia diagnosis and by 2015/16 all people
newly diagnosed with dementia will have a minimum of a year’s worth of PostDiagnostic Support coordinated by a Dementia Link Worker (DLW), including the
building of a person-centred support plan.
Number of People on the Primary Care Registers
The LDP Standard continues to call for expected rates of dementia diagnosis to be
met – the Quality Outcomes Framework disease register data is still being extracted
but not published due to decommissioning in the near future. The Dumfries &
Galloway diagnosis rate is sitting slightly below the 50% overall target for diagnosis
rates and continues to show a variance across the 4 localities.
Figures from November 2016 show a region wide increase of 1.5% from the previous
reporting period:

Locality
Annandale and Eskdale
Nithsdale
Stewartry
Wigtownshire
Dumfries & Galloway

Dementia Diagnosis Rates
Jan 2016
Nov 2016
46%
45%
54%
53%
46%
45%
50%
52%
47.3%
48.8%

In terms of locality variance, this may be influenced by a variable care home
population in each locality.
The first publication to report on performance against the LDP Standard was released
late January 2017 and details national and local performance data within the 2014/15
financial year. Given the infancy of the PDS service there is no set threshold that
must be met with regard to the LDP Standard. However, recently reported figures by
ISD are indicative of current service delivery and are to be used to aid service
improvement in the expectation that diagnosis rates will increase and that everyone
newly diagnosed with Dementia will be offered PDS in the future.
Number of people diagnosed with Dementia who have had at least 12 months of
Post Diagnostic Support (PDS).
NHS Dumfries & Galloway are performing at an 82% success rate (% delivered
against the Standard) for those referred for PDS, which is almost 10% above the
Scottish rate.
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The latest ISD reporting, of NHS Board performance against the LDP standard for
financial year 2014/15 showed NHS Dumfries & Galloway successfully delivered post
diagnostic support to 82% of people referred, compared to 73% for Scotland.
Dumfries and Galloway (figures provided as a percentage)
Apr
15
80.0

May
15
78.3

Jun
15
86.4

Jul
15
69.0

Aug
15
46.7

Sep
15
30.0

Oct
15
17.9

Nov
15
0.0

Dec
15
0.0

Jan
16
0.0

Scotland (figures provided as a percentage)
Apr
May
Jun
Jul
Aug
Sep
15
15
15
15
15
15
66.9
63.4
64.8
58.0
48.7
46.3

Oct
15
39.9

Nov
15
23.6

Dec
15
5.4

Jan
15
2.6

Forecast 2017/18:
Comparative management figures detailed above show local attainment of the LDP
standard in D&G is consistently better than Scotland once the records are complete.
Although the Quality Outcome Framework disease register prevalence data is not
being published and will be decommissioned in the near future, the LDP Standard
continues to call for expected rates of dementia diagnosis to be met. Work is ongoing
in D&G to continue this improvement and we continue to examine and analyse data
on a locality, regional and GP level. Established links with GP practices provide
ongoing discussions with regards increasing dementia diagnosis rates across the
region.
In terms of the PDS element of the target, the accuracy of data collected continues to
be questionable due to the data collection system being not sophisticated enough to
highlight individual variance, for example, some people will not receive 12 months
PDS due to a variety of reasons, such as, choice, capacity etc. The 12 month PDS
model which is based on The Five Pillars methodology developed by Alzheimer
Scotland is not fully appropriate for people diagnosed with dementia in the later
stages, however, a new model based on The Eight Pillar methodology has been
piloted in five regions in Scotland; the evaluation report is due to be published soon.
Ongoing local work on the completion of the data collection spreadsheet has resulted
in significantly fewer errors being returned monthly by ISD. However, there remains
wide variability in its completion due to it being time-consuming and complex. We are
working with ISD and Scottish Government to improve this and PDS board leads will
be attending national workshops followed by local engagement sessions within the
boards to improve performance reporting, improve the data quality for the data set,
and standardise and streamline the process.
The accuracy of prevalence and incidence rates have also been regarded as being
questionable. A recent report published by the Scottish Government in 2016 provides
an estimate and projection at health board level for the annual number of people
newly diagnosed with dementia (incidence) in order to inform the reporting and
contextualisation of the PDS performance data.
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This report highlights the limitations of the incidence estimates such as their basis on
the data of three health boards and being subject to service delivery models and
processes that may be different between regions. However, it is estimated that in the
2014/15 financial year the 330 individuals referred to the PDS service in NHS D&G
represented 54% of the estimated diagnosed incidence of dementia in the region.
Scotland was at 40% for this same period.
A process mapping exercise in relation to PDS across all four localities is well
underway and will, in addition to having identified gaps, barriers, inefficiencies and
efficiencies, incorporate access from other services which will in turn improve
dementia diagnosis rates. This integrated approach to working will ensure that people
with dementia and their families receive the highest standard of consistent and
appropriate care.
Work is currently underway in NHS D&G to improve the dementia review service for
people with dementia whilst creating capacity within the system.
Scotland’s 3rd National Dementia Strategy, 2016-2019, is overdue and expected to
be published early 2017. Proposals for this strategy include a commitment to improve
the consistency of PDS in each health board – this will include the testing of PDS
services in Primary Care, with the aim of making the prospect of getting a diagnosis
and accessing PDS easier and less daunting for individuals and families. NHS D&G
Mental Health directorate have commenced working with a Primary Care cluster in
Nithsdale and propose to prepare a bid to become one of two ‘Innovation Sites’ in
Scotland to support the delivery of effective and sustainable post-diagnostic support
for people with dementia.
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3. Access Standards
Board Lead: Carole Morton – Interim Deputy General Manager – Acute &
Diagnostics
In-patients / Day-cases Treatment Time Guarantee
Dumfries & Galloway’s performance has improved from 83.5% in April to June 2016
to 92.7% in October to December 2016.
Official statistics recently released by ISD indicated that across Dumfries & Galloway
267 people who were treated between July and September 2016 had waited more
than 12 weeks. This was a significant decrease from the previous quarter where 445
people treated between April and June 2016 had waited more than 12 weeks.
There were 780 in-patients / day cases in the month of December 2016 and of these,
there were 45 TTG breaches (5.8%). The 12 month trend is shown in the table below.
Trend
Percentage of people who have agreed to inpatient or day case treatment who
have waited less than 12 weeks

There have now been a total of 1756 TTG breaches since October 2012 when the
legal guarantee came into place. During this time, a total of 43,411 patients have
been treated, with TTG breaches representing 4.0% of this total.

Inpatient/Daycases Treated Outwith Guarantee Date
Inpatient/Daycases Treated Within Guarantee Date
Proportion Breaching Guarantee
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Apr 2015 Dec 2015
279
7732
3.6%

Apr 2016 Dec 2016
899
6971
12.9%

Forecast 2017/18:
There are similar challenges across Scotland, with most areas reporting worsening
waiting times in the last 12 months. There is a risk that Dumfries & Galloway will
again not meet the 100% Treatment Time Guarantee going forward.
Throughout 2016 many of the specialties have faced similar challenges when
delivering on TTG. Unexpected medical staff absence throughout the year, retirement
of consultants, use of locum staff and in some specialties being unable to secure high
quality locum cover contributed to issues in ensuring all patients met the 12 week
TTG target.
Dumfries & Galloway continues to strive to achieve the Treatment Time Guarantee.
Weekend operating lists are being run in an attempt to try and accommodate people
where possible.
In Ophthalmology, nurses are being trained to undertake eye injection clinics to
improve the current waiting times for people with macular degeneration and ensure
that the TTG in this area is met. These new clinics commenced in February 2017.
In Orthopaedics Allied Health Practitioner (AHP) triaging has been introduced. This
has reduced the number of referrals going to orthopaedic specialty and reduced the
waiting list.
Out-patients
At the end of month snapshot, there were 5,300 people waiting for a consultant-led
new out-patient appointment. Of this total there were 531 breaches (10.0%) of the 12
week out-patient standard. It should be noted that measurement of out-patient waiting
times has been changed to mirror that of in-patient waiting times since July 2014, this
following the calculation rules described within the TTG regulations.
Trend
Across Dumfries & Galloway, the percentage of people waiting less than 12 weeks for
a first outpatient appointment was 90% in December 2016.
Dumfries & Galloway’s performance is currently below the national target of 95% and
has declined since May 2016 when the percentage was 95%.
The most recent nationally published figures are for the quarter ending September
2016 when the rate for Dumfries & Galloway was 90.0%, compared to the Scottish
rate of 88.9%. At this time there were 2,661 people listed of which 267 had waited
more than 12 weeks. Despite the recent marginal drop in Dumfries & Galloway’s
performance, the region remained the fourth best performing health board across
Scotland.
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Improvement Actions
A pilot where allied health professionals (AHPs) triage orthopaedic referrals,
combined with close working between AHPs and orthopaedic consultants
commenced in November 2016. The aim is that people will see the most clinically
appropriate person in the first instance. Indications are that this could signpost 20 –
40% of people more appropriately. It is anticipated that this approach will reduce
waiting times and smooth the patient journey.
Measure
Linked Pathways
Performance

Period

Target

Actual

December 2016
December 2016

90%
90%

96.6%
89.7%
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Analysis
The linked pathways have been consistently above the 90% target for the last 12
months, and have increased slightly since the equally good performance last year.
The rolling programme of training for medical secretaries and the patient access team
around the use of the “Unique Care Pathway Number” has resulted in sustained
levels of performance around the 95-97% level for the last 18 months.
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4. Early Access to Antenatal Care
Board Lead: Joyce Reekie – Head of Midwifery
Current performance:
Between October and December 2016, across Dumfries & Galloway 81.4% of
pregnant women were booked by the 12th week of gestation. Dumfries & Galloway’s
performance is above the national target of 80%.
Deprivation and performance amongst the most deprived communities is a key focus
for this indicator with the Scottish Government stipulating that the target of 80%
should be achieved across all quintiles of the Scottish Index of Multiple Deprivation
(SIMD). The most recent nationally published results available are for the financial
year 2014/15. At this time, the booking rate amongst the most deprived areas of
Dumfries & Galloway (SIMD12 Quintile 1) was 81.7% with all other areas achieving
higher rates. The corresponding rate for Scotland was 82.3%.

Early Access (booking by 12 weeks) to Antenatal Service

Implementation of the Badger Maternity Information system in October 2016 has
helped to streamline the referral process with direct electronic referral to midwives
rather than clerical teams. Previous pregnancy records are now accessed through
eCasenote providing instant access to past clinical information that is required for the
booking process.
Through multi agency working and appropriate information sharing, more vulnerable
pregnant women are being identified earlier and are being advised and encouraged to
access early antenatal care directly from the community midwifery teams.
Forecast 2017/18:
It is anticipated that Dumfries & Galloway will continue to achieve the target of 80%
and that the current risk of failing to achieve this standard is minimal.
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5. IVF Treatment Times
Board Lead: Angus Cameron – Medical Director
Current Performance:
The Scottish Government have set a target that at least 90% of eligible patients will
commence IVF treatment within 12 months. This was due for delivery by 31 March
2015.
During the quarter ending September 2016:
•
•
•
•
•

387 eligible patients were screened at an IVF centre in Scotland. This compares
to 398 in the quarter ending June 2016.
100% of eligible patients were screened for IVF treatment within 365 days.
Two thirds of patients were screened within 182 days.
6 people were referred from Dumfries & Galloway; all were seen within 182 days.
For the last seven quarters in succession, 90% Scottish target has been met.

Forecast 2017/18:
Individuals from Dumfries and Galloway are referred when the national access criteria
has been met along with national guidelines. Ongoing dialogue is taking place with
tertiary centres to improve performance where possible. Dumfries and Galloway will
continue to work to ensure that referrals are processed to tertiary centres as timely as
possible.
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6. Faster Access to Mental Health Services – CAMHS
Board Lead: Elaine Wylie – CAMHS Nurse Manager
Current Performance:
CAMHS are achieving the 18 week referral to treatment target of 90%.
The last quarter of 2016 is due for publication March 7th 2017.
D&G performance, ‘under 18 weeks experienced waiting times from referral to
treatment’.
Quarter

% Under 18 Weeks
D&G
Scotland
95.9%
73.1%
99.0%
76.2%
96.2%
84.4%
94.2%
77.6%
92.2%
78.8%

Quarter ending Sep-15
Quarter ending Dec-15
Quarter ending Mar-16
Quarter ending Jun-16
Quarter ending Sep-16

NHS Dumfries & Galloway median waiting times for referral to treatment are 6-10
weeks over these quarters compared to Scotland performance of 8-10 weeks.
Forecast 2017/18:
Locally CAMHS will aim to continue to achieve the target, compliance has been 100%
since introduction of RTT.
However the margins for this are becoming closer and rising referral rates are
relevant in predicting performance.
Currently the management of new referrals is informed by Choice & Partnership
Approach (CAPA) which is used by many CAMHS teams in the UK.
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7. Faster Access to Mental Health Services – Psychological Therapies
Board Lead: Dr Louise Cumbley, Director of Psychology.
Current Performance:
The percentage of eligible people who commenced psychological therapies within 18
weeks of being referred across Dumfries & Galloway was 68% as of 31st August
2016 against a target of 90%. Dumfries & Galloway has experienced a marginal
decrease in performance between July 2016 and August 2016.
Approximately 240 people are seen every month by Psychological Therapies across
Dumfries & Galloway. Since July 2016 there have been additional long-term
absences that have reduced capacity in the psychological therapies teams. This is
due to end by summer 2017.
The most recent nationally published figures are for the quarter ending September
2016 for Scotland was 79.6%. Performance across health boards varied greatly,
ranging from 44.6% to 96.9%.
Percentage of eligible patients who commenced psychological therapies within
18 weeks of being referred

Forecast 2017/18
Projects funded by Scottish Government money should have an impact on waiting
times however, given the length of waits, this impact may not be realised until the 3rd
or last quarter of 2017/2018.
Alternative approaches, such as computerised CBT (cCBT) and increased waiting list
initiatives such as group work are starting. The cCBT licence has been secured and
the administrator is in post. It is anticipated that first referrals will be taken from 1st
March 2017. The TEC target is 200 patients commencing with treatment across the
24 months project.
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8. SAB and C.Diff
Board Lead: Elaine Ross – Infection Control Manager
Current Performance:
Clostridium Difficile Infections
The infection rate for Clostridium difficile for the 12 months ending 31th December
2016 was 0.26 cases per 1,000 total occupied acute bed days. This is the lowest
infection rate in two years.
Scotland now has the lowest levels of Clostridium difficile infection ever seen and may
have reached a plateau after around a decade of sustained improvement activity
focused on optimal antimicrobial prescribing, hand hygiene and cleanliness of the
environment.
Rate of Clostridium Difficile infections in patients aged 15 and over per 1,000
total occupied bed days (excluding maternity and psychology)

Actual Performance
Target

Apr 15 - Mar
16
0.31
0.32

Jul 15 - Jun
16
0.29
0.32

Oct 15 - Sept
16
0.26
0.32

Jan 16 - Dec
16
0.26
0.32

Forecast 2017/18:
It is anticipated that the low infection level will be maintained. Improvement actions
more recently have centred on improving patient experience.
An infection prevention risk assessment is part of admission documentation and Root
Cause Analysis is in place for each case of C. difficile either in hospital or the
community.
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IC net is used for recording patient care including completion of a CDI checklist. All
patients admitted to hospital who have previously had a C. difficile positive result will
cause an alert on the IC net system that enabling the infection control nurse to
discuss with the ward if there is any recent history of diarrhoea or any potential
antibiotic triggers.
All inpatients in acute or cottage hospitals are visited by an Infection Prevention and
Control Nurse (IPCN) who provides them with verbal and written advice and a card to
present to prescribers should they require antibiotics in the future. This is intended to
alert the prescriber to an increased risk of a C. difficile recurrence and has the
prescribing website address printed to support compliance with the antibiotic policy.
All individuals who are not inpatients and have a C. difficile positive sample reported
by DGRI microbiology laboratory are contacted by the Infection Prevention and
Control Nursing team by telephone and the prescribing advice card is sent by post.
Advice is also provided regarding cleaning and washing of clothing together with
information about the infection. This has been very positively received by individuals
and their families and Carers.
Chlorine releasing agents are used across all sanitary areas and at times of increased
incidence of infection in NHS Dumfries & Galloway.
Staphylococcus Aureus Bacteraemia
NHS Dumfries & Galloway were expecting to meet the target for March 2017
however; an increase in SAB occurring in intravenous drug users (IVDU) in the later
part of the reporting period has meant that this target will not be met.
The infection rate for Staphylococcus aureus bacteraemia (SAB) the 12 months
ending 31st December 2016 was 0.27 cases per 1,000 acute occupied bed days. This
is
an
improvement
on
the
previous
quarter.
Since March 2016, this rate has decreased and is close to the national target of 0.24
cases per 1,000 acute occupied bed days.
Across Scotland invasive medical devices continue to be a leading cause of SAB
together with skin and soft tissue infections and intravenous drug use. There has
been a recent rise in the number of SAB infections in individuals who inject drugs.
The rate of Staphylococcus Aureus bacteraemias (MRSA/MSSA) per 1,000 acute
occupied bed days
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Actual Performance
Target

Apr 15 - Mar
16
0.34
0.24

Jul 15 - Jun
16
0.32
0.24

Oct 15 - Sept
16
0.29
0.24

Jan 16 - Dec
16
0.27
0.24

Forecast 2017/18:
There is good potential for meeting this target in the coming year, with the sustained
efforts of the infection control team and the clinical teams they advise.
Preventable SAB are logged onto the DATIX incident management system. More
recently these have been investigated by the clinical teams involved and have led to
developments in practice such as a new nephrostomy care bundle.
A weekly review of patients with infections in hospital takes place with the Consultant
in Infectious Diseases, the Consultant Microbiologists, an Infection Prevention and
Control Nurse (IPCN) and Microbiology laboratory representatives. This supports
optimal prescribing that will have a beneficial effect on C .diff rates and also treatment
for SAB to reduce mortality and the lessen risk of recurrence.
The DGRI Emergency Department has focused on reducing the number of peripheral
vascular cannula (PVC) inserted. This appears to be having a positive impact with no
SAB associated with PVCs this year.
There is ongoing work around reducing urinary tract infection and urinary catheter use
across the region which is now involving care homes and this is supported by the
patient safety and improvement teams and the care home education facilitators.
A multiagency problem assessment group met and will continue to meet to address
the complex issues that lead to an individual who injects drugs developing a SAB.
Fact sheets have been developed and distributed locally by the drug outreach worker.
Work with Scottish National Drugs Forum around education and development of
awareness raising materials is ongoing.
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Collaboration between the Infection Prevention and Control and the Health Protection
and Alcohol and Drug teams has been helpful in providing appropriate support in
hospital, signposting to services and supporting contacts through the provision of
information leaflets.
A patient safety CAUTI improvement group is in place.
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9. Drug and Alcohol Referral to Treatment Standard
Board Lead: Jackie Davies – ADP Coordinator
Current Performance:
Latest published figures (July – Sept 2016) show that Dumfries and Galloway Alcohol
and Drug Treatment providers achieved 100% of clients starting treatment within 3
weeks of referral and have consistently achieved the minimum of 90% over the
previous year as shown below.

Forecast 2017/18:
Continued monitoring of statutory and Third Sector drug and alcohol services waiting
times during 2017/18 will ensure early detection of any issues and actions identified to
address them where necessary.
High levels of staff sickness absence can be an issue that affects the waiting times for
clients, however statutory and Third Sector drug and alcohol services are already
putting processes in place to address this and it is anticipated that the waiting times
target will continue to be achieved for the coming year.
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10. Alcohol Brief Interventions
Board Lead: Jackie Davies – ADP Coordinator
Current Performance:
Annual target of 1743.
Total delivered between April 2016 and Dec 2016 was 499 which equates to 29% of
the total required for the year.

2016/17

(ABIs)

ABIs delivered between 01 April
2016 - 30th June 2016 (Q1)
ABIs delivered between 01 July
2016 - 30th September 2016 (Q2)
ABIs delivered between 01
October 2016 - 31st December
2016 (Q3)
ABIs delivered between 01
January 2017 - 31st March 2017
(Q4)

A&E

Antenata
l

Wider
setting
s

Health
Board
Total

139

8

0

0

147

111

3

0

0

114

216

7

0

15

238

Primar
y Care

Forecast 2017/18:
Funding ceased in March 2016 for the Public Health Improvement Teams to ensure
staff were being trained, ABIs were being delivered and numbers collated. ABI
delivery has been challenging as it is not currently embedded in the required settings
and it is highly likely that the target will not be met for 2016-17.
The following actions have been identified to address the current issues
1. Smoking Matters have been in discussions with the ADP Coordinator around a
possible project to include Smoking Matters Advisers delivering ABIs as part of the
service.
2. Criminal Justice Social Work will explore whether they are already delivering ABIs
but not recording or sending figures and will liaise with the ADP Support Team
around data collection.
3. A data scoping exercise is underway with Primary Care, Criminal Justice Social
Work, Accident & Emergency Departments and others to determine whether they
are delivering ABIs, if they are being recorded and if there are issues with IT,
recording or processes.
4. If it is identified that it is an IT issue, the ADP Support Team will liaise with the
relevant IT department/systems operator to ensure data can be easily extracted
from the system.
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5. If it is identified that the reason for non compliance is a training issue, it will require
a dedicated resource to coordinate this stage. This piece of work would aim to link
with locality managers to:
• Identify Trainers (possibly from previous list and/or new ones)
• Identify who needs trained
• Organising training
• Ensuring data recording systems can easily provide the required ABI numbers
and supporting Primary Care and the other identified wider settings to embed
ABI delivery and reporting in their organisation
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11. Smoking Cessation
Board Lead: Trish Grierson – Tobacco Control Service Manager
Current Performance:
A more ambitious LDP standard was introduced in April 2016. The standard was to
achieve at least 9,404 successful quits across Scotland, at 12 weeks post quit, in the
40% most deprived within-Board SIMD areas (60% for island NHS Boards) over 1
year ending March 2017. The data for this is not yet available.
Dumfries & Galloway
Number of Quit Attempts

09/10
2 133

10/11
2 517

11/12
2 913

12/13
3 349

13/14
2 866

14/15
1 828

15/16
1 694

Number of 3 Month Quits

480
22.5
%
17.1
%

540
21.5
%
16.6
%

556
19.1
%
15.7
%

635
19.0
%
15.0
%

539
18.8
%
14.1
%

385
21.1
%
19.1
%

424
25.0
%
21.6
%

D&G: 3 Month Quit Rate
Scotland: 3 Month Quit Rate

Source: ISD, NHS Smoking Cessation Service Statistics (Scotland) for financial years
2009/10 to 2015/16.
The number of quite attempts have been going down over time, but the proportion
that are successful at 12 weeks has been going up and is consistently higher than for
Scotland.

2015/16
D&G
Scotland

All areas
Three
Attempts month
made
quits

Quit
Rate

Most Deprived
Three
Attempts month
Quit
made
quits
Rate

LDP
Standard

Percentage
of LDP
Standard

1,694

424

25.0%

970

205

21.1%

207

99.0%

64,736

13,965

21.6%

39,062

7,947

20.3%

7,278

109.2%

Source: ISD, NHS Smoking Cessation Service Statistics (Scotland) for financial years
2009/10 to 2015/16.
Dumfries & Galloway only marginally missed the LDP target in 2015/16 by 1% (target
was total 207 quits over one year). The number of quit attempts is more ambitious
this year at 230 successful quits at 3 months, an 11% increase.
Forecast 2017/18:
Our board and partners in Local Authority have agreed on a Tobacco Control Plan,
and this plan will move forward with a number of important actions that addresses
national and local priorities in relation to tobacco use.
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The following actions are a sample of the total (27) that have been agreed upon to be
delivered over a three year period. All our work will be directed to address tobacco
and inequalities:
• Putting an improvement plan in place to address smoking in pregnancy
• Taking a new approach (to be agreed upon) with young people particularly 16-24
year olds, to address high levels of smoking in this group
• Reviewing our work in mental health services ( in the acute and community
services) and looking for new ways of working such as piloting mental health
services deliver smoking cessation
• Supporting the implementation of legislation for Smoke free grounds on the acute
sites and ensuring patients and staff are aware of a proactive approach to the
management of nicotine addiction when in hospital grounds
• Supporting Dumfries & Galloway council to take forward Smoke free grounds
• Focusing on Looked after and vulnerable children in homes in relation to second
hand smoke and smoking cessation
• Continuing to improve upon our service delivery of stop smoking support through
specialist services and Community Pharmacy
• Complete year 3 of the AASSIST programme in secondary schools and following
the evaluation of the national pilot programme take advice on the continuation of
this programme
• Continue and build upon the Tobacco prevention plan for young people across all
statutory sectors
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12. GP 48hr Access / Advance Booking Standard
Board Lead: Linda Bunney – Head of Primary Care Development
Current Performance:
NHS Dumfries & Galloway has 33 GP practices, 31 with a standard GMS contract,
1 with a Section 17c contract and 1 directly managed by the Board under a Section
2c arrangement. Two of the practices operate an open access system of
appointments and 32 practices provide extended hours via enhanced services
arrangements.
The results of the 2015/16 Scottish Health and Care Experience Survey published in
May 2016 indicate that 89% of those surveyed were able to see or speak to a doctor
or nurse within 2 working days. 84% of patients surveyed were able to book a
doctor’s appointment 3 or more working days in advance; two of the Board’s 34
practices have open access (at that time).
Forecast 2017/18:
Four clusters of GP practices on a locality basis are in the early stages of their
development.
Information from the national summary results of the Quality
Outcomes Framework review of access for 2015/16 have been provided to GP
practice clusters for their consideration in determining their priorities for the current
year.
Following support by the Board one practice continues to use the ‘Doctors First’
model which introduces initial triage by GP to improve access.
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13. Sickness Absence Standard
Board Lead: Caroline Sharp – Workforce Director
Current Performance:
D&G overall sickness absence rate for Dec 16 was 5.32% compared to a NHS
Scotland average of 5.55%. The overall 2016 absence rate for D&G was 5.09% set
against a national average of 5.23%
Since national monitoring has been undertaken D&G has tended to sit within mid
range compared to the other Boards although this year we have moved to the higher
end of the range. We are undertaking a detailed review of our absence profile for
16/17 in conjunction with our public health directorate in order to inform our
improvement strategy for 17/18, under direction from our staff governance committee.
Forecast 2017-18:
The strategy agreed with the Staff Governance Committee remains that NHS D&G
are committed to work to the 4% target with a view to a stretch target of 3.5% for high
performing teams.
In addition, we have agreed, in consultation with staff side, a three year strategic
change programme to build the health and wellbeing resilience of our workforce.
Our Working Well Strategy and associated action plan includes the following key
areas of attention;






Leadership, Culture and Behaviours
Policies, systems and processes
Mental health and wellbeing support
Education and training, learning and sharing
Communications

Within each strand of work there are priority areas of focus for 2017/18 followed by
subsequent priority areas for action over the 3 year period of the strategy.
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14. Emergency Department 4hr Access Standard
Board Lead: Julie White – Chief Operating Officer
Current Performance:
The percentage of people attending accident and emergency who were seen within 4
hours was 94% in between October and December 2016.
Performance against this indicator in Dumfries & Galloway has dipped below the 95%
target two quarters out of four in the last year, and is worse than the equivalent
periods for the previous year.
In November 2016 there were 3,770 attendances at accident and emergency.
Although this is a marginal reduction from the previous month (4,000 attendances
occurred during October 2016) this level of activity is busier than the number of
attendances that occurred during the same period in previous years: in November
2014 and 2015 there were 3,590 and 3,550 attendances respectively.
In DGRI the three most common reasons for breaching the 4 hour waiting times target
was 1) clinical reasons 2) waiting for a bed 3) waiting for treatment. At Galloway
Community Hospital the most commons reasons for a breach were 1) waiting for
diagnostics and 2) waiting for transport.
Percentage of patients attending accident and emergency who were seen within
4 hours of arriving: Dumfries & Galloway

Forecast 2017/18:
Delivery of the 4 hour emergency care waiting time standard stretch target to 98%
remains challenging. The sustained pressures induced by higher numbers of A&E
attendances suggest there is a risk that the 95% target might not be consistently
achieved in the coming year.
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Ensuring adequate capacity in the hospital wards is essential so the focus on safe
early discharge as part of the dynamic daily discharge (DDD) process is supporting
this target. Early indications illustrate that the average number of weekly discharges
has increased from an average 26.5 pre-implementation of DDD to 29.8 discharges 4
weeks following implementation. The means that people can be admitted to an inpatient bed in a more timely fashion. This initiative will be rolled out to other wards in
DGRI. Future plans are to review how activity is managed at the busiest times in
Accident and Emergency.
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Section Three
Workforce Plan
General
NHS Dumfries and Galloway have embedded the Everyone Matters actions plan within
our Staff Governance Action Plan and annual self assessment process since its launch,
and will continue with this approach for 2017/18. This integrated approach between
Everyone Matters and the Staff Governance standards ensures that all aspects of the
planning, recruitment, development and experience of staff across our workforce are
undertaken in partnership, and comply with the statutory requirements of the staff
governance standards set out for the NHS Workforce across Scotland. Our 2017/18
SAAT and Everyone Matters plan is currently under development, in accordance with
the timescales set out separately by the SG Workforce Directorate.
Sustainable workforce
NHS Dumfries and Galloway are currently building a new acute hospital with 100%
single rooms which will open in December 2017. Workforce planning for the transition to
the new hospital is substantially complete with over 98% of staff allocated to posts to
date and the remainder of allocations in progress. This work, led by a Workforce
Transition Team in partnership with ‘staff side’ and clinical teams, has been intense and
detailed across all wards and departments within the existing hospital. The focus of the
work has been to model the current workforce against the required workforce, ensuring
that the benefits of the new clinical adjacencies and pathways of care are optimised from
a workforce planning, utilisation and staff experience perspective.
We recognised last year that readying staff for the transition to the new hospital as early
as possible will result in the best outcome for both staff and patients. Therefore, the
project team, working with the workforce transition team, have put in place a
comprehensive staff familiarisation and induction process which will commence in
September and run throughout the autumn of 2017.
Supplemental recruitment to the nurse bank will continue in 2017/18 to ensure that there
is sufficient staff to cover the transition period into the new hospital. In addition, we have
plans in place to work closely with the local nursing college over the commissioning
period in the summer of 2017 to involve student nurses over the transition period to
complement the core workforce and support patients to have a positive experience in
the new facility.
During 2017 we will continue to recruit volunteers in line with our Volunteering Strategy
for the new hospital and the wider region. The volunteers will be an integral part of the
transition arrangements, providing support and guidance and signposting patients during
the transition period. The combination of student nurses and volunteers will provide a
level of underpinning support and time for patients, Carers and families which will ensure
that clinical and support staff are able to deliver safe and effective person centred care
throughout the transition period.
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In February 2017, working with West of Scotland region partners, we introduced a
managed contract for medical locums with RETINUE. We anticipate that this
arrangement will deliver a better, more reliable and more cost effective medical locum
sourcing service in 2017/18. This is essential given the significant ongoing challenges
with medical vacancies across the region recognised by the NHS Board as a key
corporate risk. We continue to struggle to recruit consultants and middle grades in key
shortage specialties and anticipate commencing 2017/18 with a consultant vacancy rate
of around 20% (including vacant newly created posts). This is made more challenging by
approximately 15 specialty doctor vacancies and difficulties in completely filling training
posts. The Medical Director with support from the Medical Staffing Manager and team
will continue in 17/18 to lead on a very proactive programme of recruitment activity, both
nationally and internationally.
The situation in General Practice is even more challenging. Currently there are 27
vacancies in the expected 135 posts, and it is likely that at least 25% of the remaining
GPs will retire before 2020. This challenge is made worse by our inability to fill all of the
GP training places locally and a national shortage of GPs meaning that some vacancies
have existed for over 2 years. By the start of April the Board will be directly managing 2
of the 33 GP practices and it is highly likely that further change will follow, with a
reduction in the number of practices overall.
GP input to services outside practice – such as Cottage Hospital work, prison
healthcare, drug & alcohol services – is likely to decrease further resulting in new
challenges to find replacement doctors or alternative providers.
The Board is progressing a range of initiatives to address the challenges within General
Practice. These initiatives complement the work being done nationally, most notably the
negotiation of a new GP contract. In the short-term we are:
•
Seeking to reduce workload
•
Supporting pharmacist input to practices
•
Trialling input from mental health workers to reduce the GPs workload
•
Initiating a survey of practices to risk score their sustainability, and work on
support for those most at risk
•
Funding practices who wish to change to doctor triage to manage patient demand
•
Supporting practices when they are forced to make changes such as withdrawal
from branch surgeries.
•
Funding the employment of 2 Rural Practice Fellowship posts (including an
elective period working in the Falkland Islands)
As a medium term approach, we are funding the training of a cohort of nurses each
year, training them to take on roles as Advanced Nurse Practitioners in practices.
As a longer term approach, we are:
•
Visiting schools and encouraging pupils to consider medicine as a career choice
•
Increasing training of students in General Practice, including a cohort of students
who will be attached to practices for up to 8 months

65

•

•
•
•
•

Developing, with St Andrews University, Dundee University and NHS
Highland/NHS Fife the new Graduate Entry Medical School for Scotland: From
2018 we will have students attached to more practices across the region, with
training arranged to produce doctors interested
Increasing the attractiveness of GP training in the region, with a Government
supported expansion of posts, a reduction to 3 year training, and bursaries to
attract potential trainees to the area.
Working with the local authority to provide trainee and student accommodation in
Stranraer to help rejuvenate the town, and increase the attractiveness of posts
there.
Engaging with recruitment agencies to explore possibilities of overseas doctors
being recruited to the area (including proposing changes to Government so
induction for foreign doctors is improved)
Exploring with NHS Education Scotland the possibility of supporting refugee
doctors to acquire language and medical skills so that they can start new careers
in the region.

The Medical Director has significant engagement with the GP community to support
workload management and service redesign to optimise the attractiveness of the region
to new recruits. During 2017/18, he will be further supported by an Associate Medical
Director for Primary Care – a new role introduced last year to enhance the support and
professional leadership we are able to give to primary care providers across the region.
We are actively involved in a range of service reviews at regional and national level,
recognising the fragility of our workforce supply in some key specialties and disciplines.
During 2017/18 we will continue to engage in regional and national planning of services
to use a networking approach to improve sustainability of acute services where required.
We are also fully engaged in the national Shared Services work relating to both support
and businesses services, and anticipate benefits in the work experience of our Junior
Doctors during 2017/18 as the regional employment model is developed, and significant
progress in our implementation of eESS, the new national HR system.
NHS Dumfries and Galloway is actively engaged in the Transforming Nursing Roles
work led by the CNO. Work within this sphere in Dumfries and Galloway is specifically
focussed on ANP’s, Community Nursing and Specialist Nursing, understanding how
these roles are defined, training that may be required to meet the need of the population
and of course how the need of the population is met is ongoing. The local ANP work is
further supported through the formation of an ANP Academy with NHS Lanarkshire and
Ayrshire & Arran Boards.
Recruitment to trainee ANP posts within Primary Care commenced last year (2016)
following further consideration of the role of an ANP through this Transforming Nursing
Roles work. Dumfries and Galloway, through the Transformation of Primary Care
money made available to them, has funded the employment and training of four ANP’s,
hosted within GP Practices across the region. Evaluation of this will continue throughout
the two year project. Competency and clinical supervision governance arrangements
have been agreed for both Primary Care and Secondary care ANPs.
Further consideration and testing of how the Out of Hours service locally can be
supported through deployment of ANPs and RNs is being explored, with a bid being
submitted to Scottish Government to fund this test.
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Scottish Government has set NHS Dumfries and Galloway the target of increasing the
number of Health Visitors by 10.51 whole time equivalent above baseline by 2018.
Baseline health visitor establishment has been maintained through successful
recruitment processes and a workforce plan is in place to achieve the additional health
visitor numbers through training. The workforce plan was accepted by representatives
from Scottish Government during their visit to Dumfries and Galloway in September
2016. A further visit is expected to take place in spring 2017.
We are currently undertaking a regional consultation exercise to develop the next set of
4 year equality outcomes. These outcomes must focus on reducing inequalities for staff
as well as for people who use services, their families and Carers. The outcomes will be
submitted to the NHS Board in April 2017 for agreement and thereafter, form the focus
for action to reduce staff related inequalities across the nine protected characteristics.
They will also increase opportunities for a more diverse, representative and therefore
sustainable workforce within NHS Dumfries and Galloway over the next 4 years.
Whilst the Equality Outcomes have yet to be agreed, our early engagement work
suggests that we will develop outcomes that help us to achieve a more balanced
representation in the workforce in relation to age (promoting both youth employment and
development opportunities and finding ways to support those who wish to remain longer
in the active workforce), disability (understanding the profile of the workforce better and
having supportive systems, processes and a culture in place which focuses on ability,
not disability) and sexual orientation (understanding the profile of our workforce better
and supporting LGBT current and prospective staff members to have a positive staff
experience).
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Healthy organisational culture
In the second half of 2015 the IJB undertook a significant piece of cultural diagnostic
work across all staff groups and partner organisations to inform the development of the
IJB organisational development (OD) plan for 2016–21. The initial findings from this
diagnostic exercise were reported to the IJB in May 2016, and subsequently cascaded
to all partner organisations, including the NHS. The Integration OD action plan that was
developed from this diagnostic will drive the transformation of our organisational culture
in support of the needs of the IJB to deliver the outcomes set out in the strategic plan,
and will have an impact on our leadership and management development across the
partnership, including all NHS staff. The implementation of the action plan is being led
by an integrated group, comprising partners from NHS, Council, Third and Independent
Sectors, and also has Trades Union representation embedded within it. During 2017/18
our action plan will focus on;
• Establishing the vision, structures and resources necessary across the
partnership to deliver sustainable cultural change
• Developing our key leaders as role models to champion our desired behaviours
across the partnership
• Review our (individual) performance management arrangements to achieve
better consistency of approach and output across the partner organisations
• Share and spread good practice, and encourage creativity and innovation as
positive individual and team behaviours
• Develop a Partnership level business coaching network to support the
development of our leaders and managers across the partnership.
The completion of the roll out of ‘Imatter’ across NHS D&G by the end of 2017 will align
with this work, as part of the strategic change programme we are undertaking, and will
provide us with valuable feedback on our staff experience across the service through
which we can learn and support improvements.
Integrated Workforce
Work continues to ensure linkages are made between the Clinical Services Strategy,
Health & Social Care Integration and the Acute Services New Build. There is a
fundamental requirement to work more closely to understand interaction between
primary and community care especially if different ways of working have learning
implications for the teams involved.
Our locality model is now fully established, and integrated locality management teams
are working together with their communities to identify opportunities for change and
improvements in service provision, and corresponding opportunities for workforce
redesign. Examples of this work which we anticipate will have an impact on the
integrated workforce during 2017/18 include;
• The One Team (Nithsdale locality)
• Exploring different ways of working with mental health liaison now a key part of
the “gate keeping” at DGRI to support patients with dementia
• Membership on locality committees of social work, third and independent sector
as well as NHS allowing all partners to shape future services, locality structure
and managers supported by workforce business partners,
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•
•

7 day week working for physiotherapy and occupational therapy staff to support
efficient discharge of patients from DGRI to community is currently being
implemented,
Locality team level, integrated sessions to support the culture development work
underway

Leadership and management
NHS D&G will continue to undertake a wide range of leadership and management
development across the service during 2017/18, including our bespoke programmes;
ASPIRE to lead and Leadership3. We are continuing our investment in the development
of qualified coaches to expand our coaching capacity and capability during 2017/18 to
support our leaders and managers, and they will be assisted in this work thorough
access to MBTI, Insights and LSI type profiles and accredited capability. In 2017/18 we
will work with our Integration partners and also with our Regional Partners within the
NHS to identify opportunities to share leadership and management development training
opportunities between us, to optimise the utilisation of our L&OD resources, and to
diversify participation in programmes.
As described above, our culture development focus during 2017/18 will pay particular
attention to the leadership and management behaviours we desire for our ideal culture,
and so OD interventions will be designed accordingly to address this. We are beginning
the implementation of a three tier training programme of people management skills to
increase the presence of behaviours congruent with our ideal organisational culture. By
incorporating vocational learning and professional development awards the programme
will also create a measurable baseline of positive behaviours that staff can expect from
Managers, as well as enhancing succession planning within the organisation.
We continue to provide support managers and leaders on practical non clinical skills
ranging from time management to having honest conversations; we also offer
personalised support to staff around building and maintaining resilience. Over the next
year we intend to build on this work by creating an informal learning network, enabling
staff to share their non clinical knowledge and skills with each other.
Capable workforce
Each of the strands above identify development needs and plans for the workforce
which will be undertaken during 2017/18. As part of our new hospital migration planning
significant and detailed work will be undertaken with clinical teams to develop their
individual and team skills and behaviours to align with the new care pathways and
clinical adjacencies being developed, which include skills development within our
community and cottage hospitals, and our community teams as well. This work is
already underway and will continue throughout 2017. As part of the new hospital
development we have invested in technological solutions where appropriate. Some of
these new developments such as eCasenote have been being rolled out already, with
ongoing training provided for staff to enable them to use the technology as part of their
day to day work. Other technologies, such as robots within the new pharmacy, and a
significant range of new equipment will require very specific training during the
commissioning and transition phase of the new hospital programme, and this training
has been identified and forms a key part of our commissioning plans.
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As part of our development of more integrated services and teams with our council and
other partners similar learning and development work will be undertaken to develop the
skills and behaviours necessary for staff to operate effectively in the new working
environment. Health and Social Care integration will require staff to work differently in
the future, and the need for this cultural shift is reflected in the OD plan that has been
agreed as part of our culture development work.
A key aspect of this development work is the need for us to equip our staff to have the
confidence and competence to have person centred, outcomes focused dialogue with
patients, carers and their families, in line with the ‘What matters to me’ programme and
the ambitions of the National Clinical Strategy and Realistic Medicine. During 2017/18
we will work with our partners to assess the range of interventions already in place
across the integrated system, and develop a co-ordinated approach for spread which will
best meet the needs of the various staff groups and the communities they serve.
The Board has undertaken significant engagement and consultation in the development
of policy on PREVENT in support of the national Counter Terrorism strategy during
2016/17, working in partnership with our APF and our Area Clinical Forum. During
2017/18 we will roll out a training programme for staff across the organisation which will
raise awareness of PREVENT, and will ensure that those who have responsibility for
guiding staff on public protection issues, of which PREVENT is a key aspect are
confident and competent in the use of the agreed PREVENT policy and referral
processes.
We continue to provide support for all staff on practical non clinical skills ranging from
time management to having honest conversations; we also offer personalised support to
staff around building and maintaining resilience. Over the next year we intend to build
on this work by creating an informal learning network, enabling staff to share their non
clinical knowledge and skills with each other.
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RECOMMENDATION
The Board is asked to note:
• The allocations received to date
• The capital expenditure incurred to date
The Board is asked to approve:
• The amendments to the capital plan

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 £109.651m have been received from the Scottish Government Health
and Social Care Directorate (SGHSCD) to the end of February 2017.
Expenditure of £82.2m has been incurred to the end of February 2017.
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GLOSSARY OF TERMS
ASRP
BMS
CDC
CIG
CRL
CSSD
D&G
HFS
IM&T
LDP
MYR
NBV
NPD
OBC
SGHSCD
YTD

-

Acute Services Redevelopment Project
Building Management System
Crichton Development Company
Capital Investment Group
Capital Resources Limit
Central Sterilisation Services Department
Dumfries and Galloway
Health Facilities Scotland
Information Management & Technology
Local Delivery Plan
Mid Year Review
Net Book Value
Not for Profit Distribution
Outline Business Case
Scottish Government Health and Social Care Directorate
Year to Date
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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 Update
1.

To the end of February 2017, a capital allocation of £109.651m has been
received as per table 1 below no further allocations are anticipated this financial
year.
Table 1

Capital Budget
SGHSCD Formula Allocation
Asset Sale Proceeds
NPD – Acute Enabling
NPD – Building Addition (non cash)
Return 2015/16 Virement
Capital to Revenue Transfer
Energy Initiatives
Ehealth Allocation
HFS Equipping
Reprofile equipment replacement
Total Available

Anticipated
Allocation
£000
3,475
-332
2,000
104,510
3,900
-3,092
205
244
307
-1,566
109,651

Allocation
Allocation
Received Outstanding
£000
£000
3,475
0
-332
0
2,000
0
104,510
0
3,900
0
-3,092
0
205
0
244
0
307
0
-1,566
0
109,651
0

Budget and Expenditure Update
2.

Table 2 below shows the budget position previously approved at Board in
February and the amendments required within the Ehealth allocation and HFS
Equipping which reflects new allocations received in February.

3.

The respective expenditure to end of February 2017 for each programme has
been included for information.

Table 2

Amendment
Required
£000s

Revised
Budget for
Approval
£000s

Expenditure
to February
2017
£000s

104,510

0

104,510

78,562

2,000

0

2,000

1,874

260

0

260

257

1,772

0

1,772

948

Developments

685

0

685

641

Energy Initiatives

205

0

205

0

Ehealth Allocation

206

38

244

0

HFS Equipping
Capital Expenditure

0
109,638

307
345

307
109,983

253
82,535

Less Capital Income - NBV
Net Capital Expenditure

-332
109,300

0
345

-332
109,651

-332
82,203

2016/17 Capital Budget
ASRP NPD Addition
ASRP Equipment
ASRP Creswell/DGRI
Replacement Programme

Budget
Approved
February
£000s
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4.

The Board are asked to formally approve the changes to the capital plan as
noted above.

5.

Work is progressing to deliver the programmes by year end and at this time no
significant variation is anticipated. A summary of what each programme is for
is included as Appendix 1.

6.

HFS Equipping is charged at year end and relate to national support for
equipping of the new build and refurbishment projects.

7.

The majority of the £333k Capital Income relates to the sale of 2 properties.
Both properties have now been sold and the income has been received.
Table 3

NBV
£000s
133
194
6
333

Capital Receipts
Garrick
Huntingdon House
Disposals
Total

Recommendation
8.

The Board are asked to note the updates provided and approve the changes to
the Ehealth allocation and Health Facilities Scotland (HFS equipping)
allocation.
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Appendix 1
Details on programme budgets
ASRP NPD Addition

This budget relates to the technical accounting entry
which is required to bring the Not for Profit Distribution
(NPD) asset onto the balance sheet. This is based on
certified work completed on the construction programme.

ASRP Equipment

£33m was approved as part of the Acute Services
Redevelopment Project (ASRP) business case for
equipping the new hospital.
2016/17 sees the first allocation of this budget to take
forward a specific piece of IT work which requires to be
accelerated in advance of handover.

ASRP Cresswell/DGRI

This budget was approved as part of the ASRP business
case for the delivery of the Cresswell Building Project and
existing site services on the DGRI site. An Outline
Business Case (OBC) Addendum is being drafted with
the plan to present to Board in February 2017 before
submission to SGHSCD.
The budget allocated in 2016/17 is to support the fees
associated with progressing the business case and
design works.

Fibre Project

This budget was approved as part of the ASRP business
case for the delivery of fibre at the new hospital. This is
being taken forward as a joint project with D&G Council.
The civils work will be carried out by the NHS D&G and
the fibre cable installation works will be carried out by
D&G Council.

Replacement Programme This budget covers all capital equipment or plant which
requires to be replaced. This is devolved to Capital
Investment Group (CIG) to manage at a local level.
Included within this budget is a contingency sum of £200k
for unplanned/emergency replacements.
Development Programme This budget is set aside to cover any developments which
the Board or CIG have approved. This budget covers all
developments; equipment, IT equipment and property
developments.
All developments approved have a
revenue consequence and this requires to be funded
separately through the Revenue Plan.
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Energy Initiatives

A budget was allocated from SGHSCD for a specific
project in year which is for lighting projects at four sites
and the Building Management System (BMS) upgrade
and improved controls at five sites.

Ehealth Allocation

This is a specific allocation from SGHSCD for eHealth
expenditure.

Capital Income

This budget is for the sales that are expected to complete
within the year; typically property sales. The receipt is
returned to SGHSCD for reinvestment nationally and not
retained locally and is therefore a credit budget.

Primary Care Premises

It is recognised that there are a number of challenges and
opportunities around our primary care infrastructure and
this is being considered by the Locality Managers. Initial
work has commenced to develop infrastructure plans for
each of the four localities to support the Health and Social
Care Locality plans. More detail will be presented as
these plans emerge but it is recognised that this is a
critical element of our overall capital, infrastructure and
service planning.
No budget has been set aside in 2016/17 for this.

Donated

Donated assets are not funded from within the Boards
allocation however a separate non-core allocation is
required therefore all bids still require to be approved via
CIG.
Donated assets are typically funded from League of
Friends and the Boards Endowment Funds.

NOT PROTECTIVELY MARKED
Page 7 of 7

Agenda Item 15

DUMFRIES and GALLOWAY NHS BOARD
3rd April 2017

Financial Performance Update – 11 months to 28th February 2017
Author:
Graham Stewart
Deputy Director of Finance

Sponsoring Director:
Katy Lewis
Director of Finance

Date: 9th March 2017

RECOMMENDATION
The Board is asked to:
• Discuss and consider this paper and note the financial position presented for
month 11 of the 2016/17 financial year.

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:
This report provides the summary year to date (YTD) position for February 2017
(month 11) which reports a movement on the previous month of £290k, decreasing
the overspend position to £317k (£607k overspend month 10).
Cash Releasing Efficiency Savings (CRES) have been identified in full in-year
through the release and identification of non-recurring solutions, however, there
remains a £5.23m recurring gap on efficiency plans yet to be identified.
Directorates continue to work towards identifying all further recurring opportunities to
close the recurring gap for 2016/17, but the recurrent financial gap is still significant
and is currently being factored into the Financial Plan moving forwards.
This report also highlights separately the financial performance of the NHS services
delegated to the Integrated Joint Board (IJB).
The overall forecast position remains a break-even position as at month 11.
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GLOSSARY OF TERMS
AHP
CAMHS
CHKS
CLO
CNORIS
CRES
CRL
CSR
DEL
FHS
G&GC
GJH
HEPMA
IJB
LDP
NMF
OOHs
PCCD
PDS
PFI
PPP
PPRS
RAG
RRL
SGLT2’s
SLA
STARS
YTD

-

Allied Health Professionals
Child and Adolescent Mental Health Services
Caspe Healthcare Knowledge Systems
Central Legal Office
Clinical Negligence and Other Risks Scheme
Cash Releasing Efficiency Savings
Capital Resource Limit
Comprehensive Spending Review
Department Expenditure Limit
Family Health Services
Glasgow and Greater Clyde
Glasgow Jubilee Hospital
Hospital Electronic Prescribing and Medicines Administration
Integrated Joint Board
Local Delivery Plan
New Medicines Fund
Out of Hours
Primary Care and Community Directorate
Public Dental Service
Private Finance Initiative
Public Private Partnership
Pharmaceutical Price Regulation Scheme
Red, Amber, Green Status
Revenue Resource Limit
Sodium-glucose co transporter 2
Service Level Agreements
Short Term Augmented Response Service
Year To Date

NOT PROTECTIVELY MARKED
Page 2 of 9

MONITORING FORM
Policy / Strategy

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 Team

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
A detailed impact assessment of individual efficiency schemes will be undertaken
through this process as individual schemes are developed.
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Summary Update 2016/17: Month 11
1.

NHS Dumfries and Galloway is reporting an overspend position as at the end of
February 2017 of £317k.

2.

The Revenue Resource Limit (RRL) and Capital Resource Limit (CRL) have
been agreed and notified to us by the Scottish Government, with allocations of
£317.6m confirmed and a further (£161k) outstanding. Appendix 1 provides a
summary of the confirmed 2016/17 RRL allocations.

3.

A detailed schedule is provided at Appendix 2 which shows the current
budgets under/overspends position by Directorate. It also reflects the split of
budgets and services which are now delegated to the Integrated Joint Board
(IJB).

Overall Financial Position
4.

The main variances as at month 11 are as follows:
• Pays £2.29m underspend
• Offset by an overspend on Non-pays of £2.52m, of which £511k relates to
CRES and an under recovery on income of £88k.

5.

Appendix 2 provides further details on the individual Directorate positions YTD.

6.

The table below provides a summary of each Division’s financial performance
to date, highlighting the variance by category of spend and the associated level
of risk, based upon “Green” – breakeven or underspent, “Amber” – up to 2%
overspend or “Red” – greater than 2% overspend.

Table 1
Pays

Nonpays

Income

YTD - February
Variance
(adverse)/positive

CRES

Variance
£000s

Division

Annual
Budget

Risk
(RAG)

£000s

%

£000s

314

-1,126

0

0

Acute and Diagnostics

-812

-0.93%

96,162

A

228

47

19

0

Facilities & Clinical Support

294

1.68%

19,995

G

538

14

1

-35

Mental Health Directorate

518

2.68%

21,059

G

369

-479

-16

-285

Primary & Community Care

-411

-0.75%

59,918

A

366

44

3

-19

Womens & Childrens Directorate

395

2.06%

20,733

G

1,815

-1,500

8

-339

Total Delegated IJB Budget

-16

-0.01%

217,867

A

440

110

-75

-173

Corporate Services

303

1.36%

25,210

G

37

-621

-21

0

Strategic

-604

-0.97%

71,049

A

0

-0

0

0

Non Core Expenditure

-0

0.00%

6,225

G

0

0

0

0

0

0.00%

12,966

G

478

-510

-95

-173

Reserves
Total Non-Delegated (NHS Board)
Budgets

-301

-0.34%

115,450

A

2,293

-2,010

-88

-512

Total NHS Board

-317

-0.11%

333,316

A
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Efficiency Savings
7.

The Board’s Financial Plan identifies the requirement to deliver recurring cash
efficiencies of £12.77m. Development of efficiency plans for 2016/17 has been
progressing and recurring schemes to the value of £7.28m have been
indentified and are being progressed and implemented.

8.

Additional non-recurrent schemes have also been identified of £5.48m YTD,
reducing the in-year gap to nil. Within this non-recurring amount, £3.7m of nonrecurrent support has been identified in the Financial Plan, in order to enable
Directorates time to identify recurring schemes this financial year.

9.

Some of the non-recurrent support identified has been released to Directorates,
recognising that there will be a time delay in securing recurring solutions. To
date, £2.56m non-recurrent support has been issued directly to Directorates,
offsetting the overall gap on CRES.

10. Whilst there is no longer an in-year gap, the scale of recurrent gap on CRES of
£5.23m requires significant further work to be undertaken to identify the full
recurrent efficiency target by the year end and an anticipated further increased
efficiency requirement for 2017/18. This is being taken forward as part of the
overall workstream into identifying the 2017/18 efficiency requirement.
11. Risk analysis of the deliverability of the current plan shows that 6% of schemes
are high risk, 14% are medium risk and 80% are low risk (implemented or
expected to be implemented). These will be reassessed as and when new
schemes and solutions are identified.
12. Appendix 3 provides a high level summary of the annual CRES target and
achievement to date by Directorate, identifying the YTD plan against YTD
achievement and the expected achievement by the year end, split between
recurring and non-recurring schemes.
Key Actions and Recommendations
13. Planning assumptions for 2017/18 and beyond have built the current scale of
the recurrent gap into the overall level of efficiencies required to break-even
next year. The draft LDP is currently being updated for the submission by the
31st March 2017.
Financial Risks
14. The Financial Plan for 2016/17 reflects known financial risks and these will
continue to be monitored and reviewed through the financial reporting cycle.
These have not changed from previous Finance reports and include the
following:
• Recurrent gap on Efficiency Plans – £5.2m
• Primary Care Prescribing – current overspend of £584k
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• Medical Locum Funding – £4.8m non-recurring reserve in addition to the
£850k recurring reserve.
• New neutral vendor provider contract for Medical Locum expenditure went
live in February – potential to deliver significant levels of savings to
current agency expenditure.
• Increasing pressures on external Service Level Agreements (SLAs) with
other Scottish Boards – £875k
Key Actions and Recommendations
15. Budget Scrutiny Meetings are continuing with the Chief Operating Officer and
Director of Finance with each General Manager to focus on the level of
challenge required this year and how best to ensure financial balance can be
achieved by the year end.
16. The Clinical Efficiency Group, now has the Project Manager in place and are
working through the initial areas identified by Finance and Health Intelligence.
This group will be supported by Health Intelligence and Finance Teams to
identify potential areas of opportunity to reduce clinical variation, where
appropriate and necessary.
17. Schemes currently being taken forward by this group include the following:
• Prescribing workstreams, including bio-similars, polypharmacy and
variation in Primary Care Prescribing by GP cluster groupings.
• Variation and Waste – National benchmarking, procedures of limited value
and reduction on Pathology demand/requests.
• Lab Demand Optimisation – currently led by a Sub-Group of the Project
Group.
DIRECTORATES’ OVERVIEW POSITIONS
Delegated Budgets to IJB
18. The YTD position for the delegated budgets to the IJB reports a £16k
overspend as at the end of February 2017.
19. As identified in Table 1 above, the largest variance relates to the Acute and
Diagnostics Directorate, at £812k overspent, comprised of the following key
issues:
• The Acute drug budget is £490k overspent as at the end of February with
a forecast overspend of £654k. There are 2 main areas of pressure:
• Dermatology – forecast of £293k overspend on budget.
• Ophthalmology – forecast of £371k overspend on budget.
Both issues relate to demand and revised interpretations of clinical
protocols which are following national guidelines.
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• Medical Locum funding of £5.5m has been taken YTD. This is in line with
revised forecast requirement of £6m (£350k above original plan).
20. The Directorate continues to focus on reducing the costs of Medical Locums
and will benefit from the new neutral vendor solution which went live on
6th February 2017.
21. Facilities and Clinical Support report an underspend of £294K YTD (£255k
month 10), with the following key areas contributing to the underlying position:
• CRES – The Directorate has identified its target in full this year, with
£113k still to identify recurrently. Work continues in identifying this in full,
with opportunities already identified for 2017/18 of £191k.
• Pays are £228k underspent YTD (£214k month 10), with a number of
areas within Support Services and Property Services that continue to
carry vacancies.
22. Mental Health Services are reporting an underspend of £518k at
February 2017, with £538k of this within staffing budgets.
•

The main areas of Pays underspend are within the Learning Disability
Community Teams and Social Care Projects £159k, Mental Health
Community £75k, Mental Health Management and Governance £62k and
Psychology £100k.

•

Non-pays are overspent by £21k YTD, due to additional costs relating to the
purchase of tablets for preparation of the implementation of MORSE system
(£20k in the month) and a £7k worsening on HBP drugs relating to
substance misuse.

23. Primary and Community Care Directorate (PCCD) is reporting an overspend
of £411k, with an unfavourable in month variance of £107k. This overspend
relates to Primary Care Prescribing of £535k, partially off-set by an underspend
in Pays.
• The Pays position of £369k underspent relates to £319k in Nursing budgets
including a £163k underspend within the regional STARS service, £80k in
GP OOHs and £65k in Community Nursing. Medical budgets are under
spent by £38k, resulting from the difficulties in recruiting GPs.
Administration budgets are underspent by £72k, there is currently a region
wide review of administration posts across PCCD.
• The favourable in-month Pays variance of £14k is less than previous months
of the year, due to the recruitment of ANP (Advanced Nurse Practioner)
Nurses and the usage of locums within the Physiotherapy Service.
24. Women, Children and Sexual Health Directorate is reporting an overall
underspend of £395k to February 2017.

NOT PROTECTIVELY MARKED
Page 7 of 9

• Pays overall are £366k underspent due to Neonatal efficient rostering
(£50k), Learning Disability (£21k), AHP (£67k), Ward 15 (£64k) and Public
Health Nursing (£137k).
• Non-pays across Women and Children’s Directorate are £25k underspent
YTD, made up of general underspends across the directorate.
NHS Board Resources (not delegated to IJB)
25. The overall position of the resources not delegated within the remit of the IJB is
a £641k overspend position as at the end of February 2017.
26. There are no significant overspends YTD across the corporate areas, other
than the gap on YTD CRES plans of £172k. These are off-set with
underspends across Pays, relating to current vacancy levels, whilst firm plans
are being worked through with each Director for the remaining targets still to
identify, both in-year as well as recurrently.
27. The one area of significant overspend within the budgets not delegated to the
IJB is across the External Service Level Agreements (SLAs) with other Health
Boards. This largely relates to the cost of high cost patients and exclusions
(including high cost drug recharges), high cost cardiology procedures at the
Glasgow Jubilee Hospital (GJH) and a high level of unplanned procedures for
high cost Vascular activity at Tayside. The YTD variance is now £929k
overspent.
28. Revised SLAs will be negotiated with the major Health Boards and NHS Trusts
to ensure the position moving into 2017/18 is clearly understood around the
overall level of activity being commissioned outwith the Region.
Key Action and Recommendation
29. All Corporate Directors have met with the Director of Finance and Chief
Executive and agreed plans to achieve efficiency targets in full by the year end.
Local Delivery Plan
30. The initial Draft Local Delivery Plan has been submitted to the Scottish
Government, showing the current level of efficiency required to be £22.6m in
order to achieve a balanced position in the year.
31. Work is ongoing to progress the Financial Plan and to look to identify savings
schemes to develop a balanced Financial Plan for 2017/18. A separate
Financial Plan paper is provided to detail the key financial issues facing the
NHS Board as it moves into 2017/18 and beyond.
32. Work is continuing across the organisation to close the gap for next year,
including reviewing the following:
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• Medical Locum, Nurse Agency and Bank spend (2 strands, reducing both
demand and reducing cost).
• Further challenge back to General Managers and Budget Holders to identify
further savings.
• Assessing the opportunity for further non-recurring savings.
• Property Strategy and infrastructure work.
• All funding and allocations expected to be received in 2017/18 (including
Integrated Care Fund).
• New hospital transition and ongoing costs.
• Further development of Corporate savings (£200k to date against a £1m target).
• Review of external contracts to identify savings, opportunities and assess risks.
• Review of balance sheet and other options for non-recurring flexibility.
• Assessment of further Procurement opportunities.
• Review of any other potential savings opportunities.
33. Ongoing monthly Budget Scrutiny Meetings with the Director of Finance and
the Chief Operating Officer are focussing on further plans to identify efficiencies
to further close the gap.
34. A revised draft of the plan will be presented to the NHS Board on 3rd April 2017.
35. 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 28th February
2017. 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 2016/17.

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.

v.

Appendix 5 provides details of expenditure on locum staff.
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Appendix 1
NHS DUMFRIES AND GALLOWAY
REVENUE RESOURCE ANALYSIS
At 29th February 2017
Baseline
Recurring
£000s

Revenue Allocation as at 31st January 2017

278,912

Earmarked
Recurring
£000s

25,229

Non
Recurring
£000s

6,523

Non
Core
£000s

7,025

Total
£000s

317,689

Other

61
37

GP Digital Services Fund
Immunisation Programme Vaccines Part 1 (10%)
NDC Top sliced Contributions
New Medicine Fund
Open University Pre-Reg Nursing Education Programme
Patient Advice & Support Service (PASS) Top Slice
Waiting Times Support - Ophthalmology

61
37
(341)
236
30
(47)
10

(341)
236
30
(47)
10

Non Core

Total Allocations
Revenue Allocation as at 29th February 2017
Anticipated Allocations
Total Revenue Allocation (excl FHS)
Family Health Services Non Discretionary Allocation
Total Revenue Allocation (incl FHS)

0
278,912
278,912

(152)
25,077
57
25,134

138
6,660
104
6,764

0
7,025
7,025

(14)
317,675
161
317,836
15,480
333,316

Appendix 2
NHS DUMFRIES AND GALLOWAY
EXPENDITURE ANALYSIS
11 Months Ended 28th February 2017
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
96,162 Acute & Diagnostics Directorate

65,180

64,866

314

22,663

23,790

(1,126)

(584)

(584)

0

87,259

88,072

(812)

8,426

8,197

228

10,486

10,439

47

(1,376)

(1,395)

19

17,536

17,242

294

2%

21,059 Mental Health Directorate

18,434

17,896

538

2,346

2,367

(21)

(1,474)

(1,475)

1

19,306

18,788

518

3%

59,918 Primary & Community Care

24,363

23,994

369

31,556

32,321

(764)

(1,197)

(1,181)

(16)

54,723

55,134

(411)

-1%

20,733 Womens & Childrens Directorate

17,757

17,391

366

2,109

2,084

25

(710)

(713)

3

19,156

18,762

395

2%

134,160

132,345

1,815

69,161

71,000

(1,839)

(5,341)

(5,348)

8

197,981

197,997

(16)

72,017

24,753

(608)

9,248

12,255

(1,509)

19,995 Facilities & Clinical Support

20,096

2,591

(1,628)

26,526

34,670

(1,278)

19,349

2,241

(857)

147,236

76,510

(5,880)

217,867 Sub Total - IJB Delegated Budgets (NHS)

-1%

0

Corporate Services
890

1,287

(20)

804

783

21

1,212

1,220

(7)

(15)

(15)

0

2,001

1,988

14

1%

2,603

3,821

(136)

6,288 Chief Officer E Health

2,385

2,213

171

3,424

3,591

(167)

(75)

(61)

(14)

5,734

5,743

(9)

0%

2,136

191

(190)

2,137 Dir Nursing, Midwifery & Ahp's

1,948

1,890

58

166

114

52

(188)

(187)

(0)

1,926

1,817

109

6%

2,240

9,484

(8,544)

3,180 Finance Directorate

2,053

1,917

136

8,456

8,531

(75)

(8,539)

(8,532)

(7)

1,971

1,916

54

3%

5,147

2,560

(969)

6,738 Medical Director

4,680

4,543

136

2,201

2,290

(90)

(664)

(682)

18

6,216

6,151

64

1%

202

230

(68)

183

278

(96)

206

113

94

(66)

(68)

2

323

323

0

0%

2,040

386

(610)

1,876

1,906

(30)

195

111

84

(355)

(297)

(58)

1,715

1,719

(4)

0%

659

113

(0)

592

560

31

107

104

3

(0)

(12)

11

699

653

45

6%

1,805

269

(315)

17,722

18,341

(10,853)

2,156 Chief Executive

364 Non Recurring Projects
1,817 Public Health
771 Strategic Planning
1,759 Workforce Directorate
25,210 Sub Total - Corporate Services

1,652

1,640

12

247

202

44

(246)

(218)

(27)

1,653

1,624

29

2%

16,173

15,732

440

16,214

16,276

(62)

(10,148)

(10,073)

(75)

22,238

21,935

303

1%

-1%

Strategic
1,164 Acute Serv Redevelopment Proj

1,104

60

0

711

708

2

60

67

(7)

0

(0)

0

771

775

(4)

0

0

(4,986)

(4,986) Central Income

0

0

0

0

0

0

(4,571)

(4,533)

(38)

(4,571)

(4,533)

(38)

1%

0

34,743

(3,068)

31,675 External & Resource Transfer

0

0

0

29,469

30,059

(590)

(2,710)

(2,711)

1

26,759

27,348

(589)

-2%

0

3,023

(350)

2,673 Minor Capital Projects

0

0

0

2,073

2,068

5

(350)

(366)

16

1,723

1,702

20

1%

0

1,484

0

1,484 Pfi Cresswell

0

0

0

1,376

1,376

0

0

0

0

1,376

1,376

0

0%

597

41,125

(2,343)

39,379 Primary Care

527

492

35

37,640

37,669

(29)

(2,121)

(2,122)

1

36,047

36,040

7

0%

1,700

80,435

(10,747)

71,389 Sub Total - Strategic

1,238

1,201

37

70,618

71,239

(621)

(9,753)

(9,732)

(21)

62,104

62,707

(604)

-1%

0

6,225

0

6,225 Non Core Expenditure

0

0

0

4,703

4,703

(0)

0

0

0

4,703

4,703

(0)

0%

19,423

105,001

(21,600)

102,824 Sub Total - Non Delegated Budgets (NHS Board)

17,411

16,933

478

91,535

92,218

(683)

(19,901)

(19,805)

(95)

89,045

89,346

(301)

0%

166,659

181,511

(27,480)

320,690 Total (Combined) Operating Budgets

151,571

149,278

2,293

160,696

163,218

(2,522)

(25,241)

(25,153)

(88)

287,026

287,343

(317)

0%

408

12,219

0

0

0

0

0

0

0

0

0

0

0

0

0

0%

167,067

193,729

(27,480)

151,571

149,278

2,293

160,696

163,218

(2,522)

(25,241)

(25,153)

(88)

287,026

287,343

(317)

0%

12,626 Reserves

333,316 Grand Total

Appendix 3

NHS DUMFRIES AND GALLOWAY
SUMMARY CRES PLAN 2016-17
Non
Recurring 16-17 recurring 16Target
17 Target
Operational
Acute and Diagnostics
Facilities and Clinical Support
Mental Health
Primary and Community Care
Women and Children
Prescribing
Operational Total
Corporate
Chief Executive
Public Health
Medical Director
E-Health
Director of Nursing
Workforce
Finance
Strategic Planning
Corporate Total
Corporate Work-Streams
External SLAs
Procurement
Prescribing - Corporate
Non-Recurring Central Support
Corporate Work-Streams Total
Grand Total

Total 16-17
Target

YTD Planned
Savings

YTD Actual
Savings

Scheme
Variance YTD

16-17
Recurring
Schemes

In Year 16-17
Schemes

Total 16-17
Schemes

16-17 Recurring
CRES Gap

In Year 16-17
CRES Gap

3,653,000
840,000
937,000
1,325,000
935,000
2,453,000
10,143,000

0
0
0
0
0
0
0

3,653,000
840,000
937,000
1,325,000
935,000
2,453,000
10,143,000

1,620,510
505,758
858,917
1,214,583
857,083
2,248,583
7,305,435

1,620,510
505,758
858,917
1,214,583
857,083
1,909,417
6,966,268

0
0
0
0
0
(339,167)
(339,167)

701,672
726,996
837,064
859,113
226,780
2,083,000
5,434,625

2,951,328
113,004
99,936
465,887
708,220
0
4,338,375

3,653,000
840,000
937,000
1,325,000
935,000
2,083,000
9,773,000

(2,951,328)
(113,004)
(99,936)
(465,887)
(708,220)
(370,000)
(4,708,375)

0
0
0
0
0
(370,000)
(370,000)

45,000
100,000
143,000
211,000
94,000
86,000
129,000
27,000
835,000

0
250,000
0
0
0
0
0
0
250,000

45,000
350,000
143,000
211,000
94,000
86,000
129,000
27,000
1,085,000

42,294
320,833
138,279
190,965
89,000
78,833
118,250
24,750
1,003,205

42,294
320,833
138,279
61,235
89,000
78,833
118,250
24,750
873,475

0
0
0
(129,730)
0
0
0
0
(129,730)

19,000
37,000
37,963
36,237
30,000
37,651
129,000
27,000
353,851

26,000
313,000
105,037
33,239
64,000
48,349
0
0
589,625

45,000
350,000
143,000
69,476
94,000
86,000
129,000
27,000
943,476

(26,000)
(63,000)
(105,037)
(174,763)
(64,000)
(48,349)
0
0
(481,149)

0
0
0
(141,524)
0
0
0
0
(141,524)

1,000,000
500,000
47,000

0
0
0

1,000,000
500,000
47,000

916,667
458,333
43,083

916,667
458,333
0

0
0
(43,083)

1,000,000
500,000
0

0
250,000

1,547,000
12,775,000

1,418,083
9,726,723

1,375,000
9,214,743

(43,083)
(511,980)

1,500,000
7,288,476

1,000,000
500,000
0
558,524
2,058,524
12,775,000

0
0
(47,000)

1,547,000
12,525,000

0
0
0
558,524
558,524
5,486,524

0
0
(47,000)
558,524
511,524
0

Risk Profile of Identified Schemes
High
6.46%
Medium
14.05%
Low
79.50%

(47,000)
(5,236,524)

Appendix 4

Subjective Report
Year
2016

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

Variances - Year To Date Month:

Acute &
Diagnostics
Dir

Mental Health
Directorate

Primary &
Community
Care

Womens &
Childrens
Directorate

Corporate
Services

Strategic

Non Core
Expenditure

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

February
Facilities &
Clinical
Support

Total

Ytd Variance Ytd Variance
£000
£000

126
(203)
11
283
2
(17)
0
113
0

24
78
9
176
0
(20)
(2)
273
0

72
(30)
(74)
8
0
38
36
319
0

37
54
6
7
0
(69)
0
331
0

389
(1)
(15)
74
(51)
119
(45)
(23)
(6)

(6)
0
3
2
0
38
0
1
0

0
0
0
0
0
0
0
0
0

11
(15)
201
31
0
0
0
0
0

654
(117)
140
581
(49)
89
(11)
1,012
(6)

314

538

369

366

440

37

0

228

2,293

(176)
(490)
(200)
0
(88)
0
39
(20)
(48)
(33)
14
(124)

(13)
(42)
(56)
(0)
(0)
0
14
(9)
88
(5)
(7)
10

(108)
49
(103)
(0)
(35)
(584)
(59)
(42)
16
(2)
(6)
109

(111)
9
(33)
(0)
(0)
0
(1)
(1)
29
(8)
(1)
142

269
(44)
(490)
(130)
5
0
(106)
(14)
612
(109)
49
(105)

(1)
(16)
(3)
0
(939)
(5)
(3)
0
199
(201)
(1)
9

0
0
0
0
0
0
0
0
0
(0)
0
0

(76)
(0)
76
0
(1)
0
(48)
(102)
(162)
365
2
(5)

(215)
(533)
(810)
(130)
(1,059)
(589)
(163)
(188)
734
7
50
35

(1,126)

(21)

(764)

25

(62)

(961)

(0)

47

(2,862)

0
(13)
13

0
0
1

3
(10)
(9)

0
(0)
3

(25)
(52)
3

0
(38)
18

0
0
0

0
(7)
26

(23)
(120)
55

Income

0

1

(16)

3

(75)

(21)

0

19

(88)

TOTAL

(812)

518

(411)

395

(944)

(0)

294

(657)

Non Pay
Income

Fhs Income
Hch Income
Other Operating Income

303

Appendix 5
NHS D&G: Locum Costs
Actual Locum Costs: Internal & External
2016-17
Directorate

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

Apr-16

May-16

Jun-16

Jul-16

Aug-16

Sep-16

Oct-16

Nov-16

Dec-16

Jan-17

Feb-17

Mar-17

Total

825
0
127
33
2
987

834
0
90
36
2
962

811
0
104
39
2
956

934
0
119
58
2
1,113

733
0
100
45
17
895

777
8
92
46
21
944

717
15
137
57
12
938

£000
May-15

£000
Jun-15

£000
Aug-15

£000
Sep-15

£000
Nov-15

£000
Dec-15

£000
Jan-16

709
(8)
99
16
19
835

782
13
71
29
22
917

763
5
62
3
20
853

964
20
172
(6)
23
1,173

907
6
30
32
21
996

780
1
103
28
22
934

793
(5)
117
33
23
961

650
0
87
21
23
781

734
0
111
37
24
906

807
0
96
21
20
944

635
0
84
29
20
768

990
0
94
38
24
1,146

9,514
32
1,126
281
261
11,214

17

(70)

(109)

285

40

(179)

71

(114)

(38)

6

(218)

1,146

837

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

695
0
82
41
0
818

741
0
101
42
4
888

711
0
128
40
11
890

825
14
101
32
14
986

0
0
0
0
0
0

8,603
37
1,181
469
87
10,377

2015-16
Directorate

£000
Apr-15

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

£000
Jul-15

£000
Oct-15

£000
Feb-16

£000
Mar-16

£000
Total

Locum Funding from Reserves
2016-17
Directorate

£000
Apr-16

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

369
0
24
20
0
413

£000
May-16

£000
Jun-16

459
0
33
14
0
506

494
0
45
26
0
565

£000
Jul-16

431
0
37
20
0
488

£000
Aug-16

£000
Sep-16

530
0
40
25
0
595

487
0
34
30
0
551

£000
Oct-16

382
0
44
25
0
451

£000
Nov-16

£000
Dec-16

£000
Jan-17

388
0
14
30
0
432

403
0
81
28
0
512

366
0
100
44
0
510

£000
Feb-17

436
0
25
0
0
461

£000
Mar-17

431
0
44
24
0
499

2016-17 Locum Reserve Funding

£000
Total

5,176
0
521
286
0
5,983
5,650

2015-16
Directorate

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

£000
Apr-15

388
0
43
10
0
441

£000
May-15

£000
Jun-15

378
0
53
10
0
441

391
0
1
0
0
392

£000
Jul-15

464
0
124
0
0
588

£000
Aug-15

425
0
(40)
15
0
400

£000
Sep-15

448
0
46
25
0
519

£000
Oct-15

417
0
53
56
0
526

£000
Nov-15

£000
Dec-15

£000
Jan-16

412
0
18
15
0
445

383
0
64
28
0
148

370
0
48
9
0
427

£000
Feb-16

360
0
48
16
0
424

£000
Mar-16

475
0
30
25
0
530

£000
Total

4,911
0
488
209
0
5,608
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RECOMMENDATION
The Board is asked to approve the Board’s Revenue Financial Plan for 2017/18 to
2019/20 to the Scottish Government (SG), acknowledging the in-year gap of £6m in
the current level of savings still to be identified to ensure a break-even position.
CONTEXT
Strategy / Policy:
Dumfries and Galloway Health Board is required to prepare a revenue Financial Plan
for 2017/18 as part of the Board’s Local Delivery Plan (LDP) which will be submitted
in draft to SG by 28th February 2017 and finalised by 31st March 2017.
This paper summarises the position for the three year plan, including the likely level
of efficiencies required to deliver financial breakeven position.
Organisational Context /Why is this paper important /Key messages:
The Board has a statutory requirement to deliver a breakeven financial position year
on year. For 2016/17, despite the challenging financial position, the Board is on
target to deliver a breakeven position.
This is the final draft Financial Plan 2017/18 to 2019/20. The Plan still reflects a
level of savings to be indentified for 2017/18.
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GLOSSARY OF TERMS
ADP
AfC
ASRP
CNORIS
CRES
FBC
GIC
H&SCI
IJB
IPTR’s
LDP
NI
NICs
NMF
NR
NOACs
NRAC
PDS
PPRS
RRL
SG
SMC
SGHSCD

-

Alcohol and Drugs Prevention
Agenda for Change
Acute Services Redevelopment Project
Clinical Negligence and Other Risks Scheme
Cash Releasing Efficiency Savings
Full Business Case
Gross Ingredient Cost
Health and Social Care Integration
Integrated Joint Board
Individual Patient Treatment Referral
Local Delivery Plan
National Insurance
National Insurance Contributions
New Medicines Fund
Non-recurring
Novel Oral Anticoagulant
National Resource Allocation Formula
Public Dental Service
Pharmaceutical Price Regulation Scheme
Revenue Resource Limit
Scottish Government
Scottish Medicines Consortium
Scottish Government Health and Social Care Directorate
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MONITORING FORM
Policy / Strategy Implications

Achieving Financial Balance

Staffing Implications

Not Applicable

Financial Implications

Part of the financial planning and reporting cycle

Consultation / Consideration

Not Applicable

Risk Assessment

Part of 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 Applicable

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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Introduction
1.

All Boards are required to produce LDPs, supported by Strategic Financial
Plans to demonstrate how delivery of a balanced financial position can be
achieved and how performance targets can continue to be delivered. The
Board must submit a draft Financial Plan to the Scottish Government Health &
Social Care Directorates (SGHSCD) as part of the Board’s LDP.

2.

The Board has a statutory financial target to deliver a breakeven position
against its Revenue Resource Limit (RRL). For 2016/17, the efficiency savings
requirement increased to 5% as a result of the lower allocation levels and
exceptional cost pressures. For 2017/18, it is expected that this level of
savings will be exceeded given the gap on 2016/17 recurring savings target of
£4.8m brought forward to 2017/18.

3.

Overall, the Board has delivered its financial targets year on year and has
successfully banked £7m of a surplus with the SG to provide non-recurring
support for the commissioning and double running costs of the New Hospital
and implementation of the Clinical and Service Change Programme.

4.

Revenue resource limits were notified to NHS Boards following the draft budget
announcements in December, this paper sets out the implications of this and
the review of financial assumptions underlying the Plan.

Scottish Budget 2017/18 Board Allocations
5.

The draft budget for Health presented by Derek McKay on 15th December 2016
for 2017/18 includes an additional investment of £327m uplifts for Health. This
has subsequently been approved by the Scottish Parliament.

6.

The allocation of the uplift is as follows:
Table 1
NHS Scotland
Territorial Health Boards
Special Health Boards
NRAC Parity Funding
Transformational Change Funding
TOTAL

£m
136
13
50
128
327

7.

The budget requires NHS Boards to pass across £100m of the baseline uplift to
Integration Boards to support Social Care pressures. In addition, a further £7m
new funding will be provided to partnerships to support war pension exemptions
for Social Care (£5m) and the implementation of the Carers Act (£2m).

8.

Details of the transformational change fund is awaited, including how the
funding will flow to Boards but we are aware that funding will flow towards
Primary Care, Mental Health, Cancer, Trauma Centres and to support the
development of regional plans.
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9.

Funding for Alcohol and Drugs Prevention (ADP) and police custody services
has now been included in the Board baseline at 2016/17 funding levels. The
remaining bundle elements also confirmed at 2016/17 levels.

10. The impact for NHS Dumfries and Galloway is summarised in the table below:
Table 2
NHS Dumfries and Galloway Resource Uplift
Resource Budget
Baseline Uplift
Social Care Funding Reduction

2017/18
279.0
4.2
1.50%
(3.02)
(1.1)%

Subtotal baseline uplift
ADP funding
Police Custody
NRAC Parity

1.18
1.50
0.2
0.0

0.4%
0.50%
0.07%
0.00%

Subtotal

2.88

1.03%

TOTAL

281.88

11. We are awaiting clarification on a number of additional allocations including the
Public Dental Service (PDS) allocation which was reduced by 5% in 2016/17. It
is highly likely that the New Medicines Fund (NMF) allocation will be lower in
2017/18 and have used a £35m estimate (£1,050k for NHS Dumfries and
Galloway) in our planning numbers.
Funding Banked with Scottish Government
12. The Board has banked a total of £7m with the SG in previous financial years to
provide non-recurring support for the commissioning and double running costs
of the New Hospital and implementation of the Clinical and Service Change
Programme.
13. It is anticipated that funding will be required to be returned to the Board, as per
the table below, and this has been reflected in the planning assumptions in the
draft Financial Plan for 2017/18 onwards. These assumptions are consistent
with the previous position agreed with SG.
Table 3
Brokerage
In-year carry forward banked with SG
Required by the Board

Banked
to date
£m
7.0

2017/18
£m

2018/19
£m

4.0

3.0
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Financial Plan 2017/18
14. The Financial Plan for 2017/18 onwards is included at Appendix 1. This has
been built up using a range of assumptions which are explained in detail later in
the paper.
15. The CRES gap for 2017/18 has been quantified at £22.5m and includes the
brought forward recurring gap of £4.8m from 2016/17.
16. The Financial Plan has been developed with a range of pay and price
assumptions which are summarised in the table below:
Table 4
2017/18
Inflation rate
1.0%
1.3%
1.06%
0.99%
1.0%
0.4%
4.76%
3.98%

Medical Pay Award
Other Pay Award
Medical Incremental Drift
Other Incremental Drift
General Inflation Detail
External Contracts
Drugs - Secondary care
Drugs - Primary Care

2017/18 CRES Targets
17. NHS Dumfries & Galloway has identified a CRES requirement of £22.479m in
2017/18 to support the delivery of a balanced Financial Plan. This is
summarised below:
Table 5
Summary CRES
Recurring balance b/f
Recurring 2017/18 CRES
Non-recurring 2017/18 CRES
TOTAL

£000's
4,804
10,625
7,050
22,479

This represents a 7.98% target when compared to the Board’s baseline
allocation and 6.7% when compared to total spend. This far exceeds CRES
targets previously delivered as a Board.
18. The allocation of the efficiency target to the Integration Joint Board (IJB) is
summarised below:
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Table 6
Recurring

Non
Recurring

Total

£000's

£000's

£000's

IJB Savings not delivered 16/17

4,323

0

4,323

IJB Savings 17/18

7,885

2,850

10,735

CRES TARGET ALLOCATION

Procurement

200

200

Corporate

1,000

1,000

External Contracts

1,000

1,000

Financial Flexibility
TOTAL CRES

14,408

5,221

5,221

8,071

22,479

19. Schemes identified have been assessed in terms of risk of delivery (low,
medium, high) and adherence to the ‘Making Difficult Decisions’ standard
operating process which has now been adopted by the IJB. Appendix 3
identifies that savings of £16.419m have been identified to date and provides an
analysis of the risk profile of the savings.
Acute Services Redevelopment Project (ASRP)
20. The Financial Plan for 2015/16 recognised the full Board financial commitment
for ASRP by making provision for the recurring revenue implications of this
development of £8.8m. This recognises the increased cost identified in the Full
Business Case (FBC) and provides a contingency of £0.6m to reflect
inflationary and other potential increases between FBC approval in December
2014 and the hospital operational date of November 2017. During 2016/17,
ongoing discussions with the Clinical and Service Change Team have
recognised a shortfall in this funding to support the new clinical models as the
workstreams develop the detailed models. This has been recognised as a new
cost pressure for 2017/18, with discussions ongoing to ensure our financial
planning estimates for the next two years through the migration period are
updated and assessed.
Pay Uplifts and Pressures Assumptions
21. A 1% pay uplift has been included in line with SG’s Public Sector Pay Policy
(uplift has yet to be agreed), along with incremental drift. This pay uplift has yet
to be agreed and is still subject to the pay review bodies consideration.
22. The Scottish Living Wage will be paid with a minimum uplift in the basic pay
award for all staff earning less than £22,000; an estimate of £400 has been
included in 2017/18, with some low paid members of staff likely to receive
increases of up to 2%. Inflation increases for the Board have been calculated
on this basis and used for financial planning estimates.
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23. The overall expected increase in AfC staff costs is £2.82m, which includes
incremental drift and agenda for change staff pay inflation in 2017/18. Similarly,
Medical and Dental pay costs are anticipated to increase by £0.79m for
incremental drift, pay inflation and discretionary point awards.
24. The UK Government will introduce the UK Apprenticeship Levy in April 2017.
As a result, employers across private, third and public sectors will be required to
pay 0.5% of their paybill in excess of £3m to Her Majesty’s Revenue and
Customs. The cost of the apprenticeship levy has been calculated on this
basis; £825k has been included in 2017/18.
Primary Care Prescribing
25. The uplift figure in the 2017/18 plan for prescribing of £1.198m (3.98%) reflects
the combination of both volume and tariff changes experienced throughout
2016/17. A range of estimates have been prepared, with the medium risk used
for the purposes of preparing the Financial Plan.
Details of the key
assumptions are included below.
Table 7
Primary Care Budget Summary
High
£000's

Medium
£000's

Low
£000's

2016/17 Recurring Budget (NIC)
Recurring Reserves

£30,094
£386

£30,094
£386

£30,094
£386

Total Recurring Budget 2016/17
(NIC)

£30,479

£30,479

£30,479

2016/17 Predicted Overspend (Not inc
CRES)

£442

£442

£442

General Growth 2017/18

£855

£548

£343

Additional Risks
Horizon Scanning

£310
£12

£197
£12

£149
£12

Total Budget Required 2017/18
(NIC)

£32,098

£31,677

£31,424

Additional Funding

£1,618

£1,198

£945

26. The predicted overspend for Primary Care prescribing as at Q3 is £740k (NIC),
reducing this by the unidentified CRES for 2016/17 £298k (£311k GIC), means
that an additional £442k is required.
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27. General Growth of £548k is made up of both volume and tariff growth. Volume
year to date and including the predicted volume growth that has been given for
Oct–Nov 2016, is showing a slow growth of 1.26%, therefore this would result in
additional funding of £392k if this is to continue. Tariff growth has shown a
much slower growth year to date of 0.5%; if this is to continue this requires
additional funding of £156k for 2017/18. There is a potential benefit from further
tariff reductions but these haven’t either been confirmed or factored into the
financial estimates.
28. Additional risks account for 3 areas of high cost pressure:
•

Entresto, this drug was approved early this financial year with the first 6
months being treated within Secondary Care; patients will now start to
receive this treatment through Primary Care.
The business case
suggested an additional spend of £96k.

•

Novel Oral Anticoagulant (NOACs) has shown an increase of 44% from
2015/16 to 2016/17; these are now being prescribing more frequently
instead of Warfarin, if this growth where to continue at 44% an additional
£177k would be required. However, for the medium budget assumptions
and looking at the current trend, it has been assumed that this growth will
continue at a growth rate of 19%, which therefore requires an additional
£81k.

•

Sodium-glucose Cotransporter-2 (SGLT2’s) are new high cost anti-diabetic
drugs which are also been prescribed more frequently; there has been an
increase of 263% from 2015/16 to 2016/17. Looking at the trend, these
could continue to grow an additional £45% from 2016/17 to 2017/18 which
would require an additional £46k. It has been assumed that this growth
will reduce to an additional 20%, which would require an additional £20k.

29. There is further financial risk around a range of drugs advised through the
2017/18 Horizon scanning process, including drugs which were recently
approved by SMC.
30. Taking into account the growth areas identified less any of the recurring
reserves that have not been used this year, this would result in additional
funding of £1,198k.
Secondary Care Drugs
31. The uplift required for Secondary Care Budgets has been assessed without the
impact of drugs, which have been agreed through government policy and
should be funded through the New Medicines Fund. The range of estimates
are shown in the table below with the medium risk estimate requiring an
additional investment for 2017/18 of £732k into Secondary Care drugs.
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Table 8

Secondary Care Prescribing Budget Summary
High
£000's
2016/17 Recurring Budget (April 2016)
Total Acute Budget
£13,402
Corporate Service
£881
Facilities & Cllinical Support
£0
Mental Health
£724
Womens & Children
£387

Medium
£000's

Low
£000's

£13,402
£881
£0
£724
£387

£13,402
£881
£0
£724
£387

Total Recurring Budget 2016/17

£15,395

£15,395

£15,395

Balance of reserves from 2016/17

£1,525

£1,525

£1,525

TOTAL FUNDING AVAILABLE

£16,920

£16,920

£16,920

2016/17 Forecast Position

£16,217

£16,217

£16,217

£519

£260

£87

Hep C
Additional Risks 2017/18
Horizon Scanning 2017/18

£550
£200
£1,224

£550
£100
£525

£550
£0
£394

Total Budget 2017/18

£18,710

£17,652

£17,248

Additional Funding Required

£1,791

£732

£328

Predicted general growth 2017/18

32. The predicted overspend for Secondary Care is based on the Q3 forecast less
any unidentified CRES.
33. General growth of £260k is based on continued growth increasing by 1.5%;
current growth for 2016/17 is 3% which would result in additional budget of
£519k.
34. Additional risks of £100k relate to the increasing demand within Ophthalmology
and Dermatology and £550k relates to the use of Hep C drugs.
35. Horizon Scanning predictions have been considered with the relevant clinicians
and an assumption made that most drugs are delayed by 3 months from
originally predicted when they would enter the market; using this assumption we
would expect an additional spend of £525k for 2017/18. If all drugs were made
available from the original availability dates, an additional spend of £1,224k
would be required (this is the basis of the high cost estimate).
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New Medicines Fund
36. For 2017/18, we have been advised to plan on the basis of funding for New
Medicines Fund assuming PPRS receipts of £35m (possible range between
£30m-£40m). The impact for Dumfries and Galloway would be a financial
pressure of £1.801m, assuming no change to government policy and assessing
new drugs awaiting SMC approval.
Table 9

2017/18 New Medicines Fund Predictions

High Cost Drugs
IPTR's carried forward 2015/16
IPTR's 2016/17
New SMC Orphan/End of Life drugs

High Medium
£000's £000's
£1,797 £1,797
£398
£122
£0
£0
£2,152 £1,614

Low
£000's
£1,797
£47
£0
£1,076

Total Spend NMF 2016/17

£4,346

£3,533

£2,919

Cost Pressure:
As per Financial Plan
Recurring budgets
As per £35m at NRAC
Total Allocation

£682
£1,050
£1,732

£682
£1,050
£1,732

£682
£1,050
£1,732

ESTIMATED GAP

£2,614

£1,801

£1,187

General Non-Pay Uplifts
37. General supplies increases have been assumed at 1% for all Non-pay budgets
including energy. Whilst previous years have seen significant increases in
energy costs, these appear to have flattened out now with more sustainable
energy solutions now the norm, and the fuel price reductions in the global
market impacting positively on costs.
38. In addition, specific provision has been made for the rates revaluation which is
expected to impact in 2017/18. This estimate requires further work to
understand the financial risk and is in addition to the additional cost of the New
Hospital rates bill.
Developments and Cost pressures
39. Cost pressures of £4.4m has been identified for 2017/18. This assessment has
been reviewed to exclude any pressures which can be managed and mitigated
but further review is ongoing. This excludes the medical locum reserve which
has been reassessed downwards from the initial £4.8m estimate to £4.4m.
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40. One of the most significant areas of risk is our out of region contracts where we
are seeing a range of financial pressures emerging in Glasgow, Lothian and
Cumbria. Work is ongoing to review this risk and to consider how these
pressures can be managed more effectively.
41. No additional provision has been made in-year to support waiting times
pressures within the Acute and Diagnostics Directorate, with £700k identified by
the directorate required for 2017/18. This funding wasn’t allocated in the
2016/17 Financial Plan but was supported by additional in-year funding of
£597k provided by SG.
Budgets Delegated to Integration Joint Board
42. As an NHS Board, we have delegated the financial management of all
operational health services to the IJB and therefore must agree the basis of
delegation of resources for 2017/18.
43. The allocation letter for NHS Dumfries and Galloway identifies a requirement to
ensure “NHS contributions to Integration Authorities for delegated health
functions will be maintained at least at 2016/17 cash levels.” It has since been
clarified that this applies to recurring baseline budgets.
44. Appendix 2 sets out an updated position for the IJB, allocating cost pressures
and savings targets to the IJB for 2017/18 with that principle in mind. All
pressures and uplifts have been split across delegated and non-delegated
services to assess budget pressures and also allocate savings targets.
45. Budgets are delegated to the IJB on this basis and the detailed savings plans
are worked up through the IJB Health and Social Care Management Team for
consideration by the IJB.
46. Additional non recurring funding of £2m has been allocated to the IJB from the
assessed in year flexibility for 2017/18 to recognise the significance of the
savings challenge.
Financial Risks
47. The key financial risks for the Board are detailed in Appendix 3 but can be
summarised as follows:
•
•
•
•
•

Delivery of CRES of £22.5m for 2017/18 (£15m delegated to the IJB to
deliver)
Cost of new drugs and risks associated with New Medicines Fund
Management and containment of costs related to New Hospital transition/
double running
Risks of medical locum costs, IR35 and impact on savings plans
Increased cost of out of region complex activity
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Overall Position
48. The Board is required to achieve a balanced financial position for 2017/18
onwards and has a statutory requirement to breakeven. This Financial Plan
reflects an unprecedented level of financial risk for the Board with an
unidentified CRES requirement of £22.5m.
49. Provision
has
been
made
for
all
known
cost
pressures/
developments/inflationary impacts and changes to costs, which have been
quantified to ascertain the level of financial risk.
50. The £7m carry forward banked with SG will be drawn down in 2017/18. This will
be reviewed through the year to ensure the timing of the financial pressures
associated with the New Hospital can effectively be managed.
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Appendix 1

NHS DUMFRIES AND GALLOWAY FINANCIAL PLAN 2017/18
IJB DELEGATED SERVICES

NON DELEGATED

TOTAL

2017/18

2017/18

2017/18

SUMMARY
R
£000's

NR
£000's

TOTAL
£000's

R
£000's

NR
£000's

TOTAL
£000's

R
£000's

NR
£000's

TOTAL
£000's

0
0
0
0
0
0

4,200
(3,020)
0
0
0
0

0
0
1,050
4,000
2,520
22,008

4,200
(3,020)
1,050
4,000
2,520
22,008

4,200
(3,020)
0
0
0
0

0
0
1,050
4,000
2,520
22,008

4,200
(3,020)
1,050
4,000
2,520
22,008

0

1,180

29,578

30,758

1,180

29,578

30,758

2,511
651
734
248
500
1,198
732
0

312
140
91
185
0
0
0
190

0
0
0
0
0
0
0
0

312
140
91
185
0
0
0
190

2,823
791
825
433
500
1,198
732
190

0
0
0
0
0
0
0
0

2,823
791
825
433
500
1,198
732
190

2,900
1,943
2,713
4,400

0
2,424
0
0

0
33
2,000
0

0
2,457
2,000
0

0
3,600
713
0

2,900
800
4,000
4,400

2,900
4,400
4,713
4,400

0
0

0
0

2,520
22,008

2,520
22,008

0
0

2,520
22,008

2,520
22,008

10,067

18,530

3,342

26,561

29,903

11,805

36,628

48,433

481
2,740

0
4,200

481
6,940

4,804
10,625

0
7,050

4,804
17,675

3,221

4,200

7,421

15,429

7,050

22,479

SOURCES
Baseline Allocation uplift
Trasnfer to Social Care
New Medicine Fund
Banked Funding Released
Anticipated allocations Core
Anticipated allocations Non Core

TOTAL SOURCES

0

0

APPLICATIONS
Uplifts:
Pay Uplifts - Agenda for Change
Pay Uplifts - Medical Staff
Apprenticeship Levy
Price Uplifts
Rates
Primary Care Drugs
Secondary Care Drugs
External Contract Indexation

2,511
651
734
248
500
1,198
732

Developments & Existing Pre Commitments
New Medicines Fund
Cost Pressures
Acute Redevelopment
Locums

1,176
713

2,900
767
2,000
4,400

Non-recurring spend (matching ringfenced allocations)
Non Core (including ASRP unitary charge)

TOTAL APPLICATIONS

8,463

Recurring deficit position b/f 2016/17
CRES Requirement for 2017/18

4,323
7,885

2,850

4,323
10,735

12,208

2,850

15,058

TOTAL CRES REQUIREMENT

Appendix 2

NHS DUMFRIES AND GALLOWAY FINANCIAL PLAN 2017/18 - INTEGRATION JOINT BOARD
2017/18

SUMMARY
R
£000's

2018/19

NR
£000's

TOTAL
£000's

R
£000's

4,248

1,050
4,000
2,520
22,008

4,200
(3,020)
1,050
4,000
2,520
22,008

29,578

30,758

4,248

2,823
791
825
433
500
1,198
732
190

2,353
778
0
882
0
2,000
2,000
780

2,900
800
4,000
4,400

2,900
4,400
4,713
4,400

3,318
0

2,520
22,008

2,520
22,008

36,628

48,433

4,804
10,625

7,050

4,804
17,675

15,429

7,050

22,479

2019/20

NR
£000's

TOTAL
£000's

R
£000's

4,312

1,050
3,000
1,931
21,840

4,248
0
1,050
3,000
1,931
21,840

27,821

32,069

4,312

2,353
778
0
882
0
2,000
2,000
780

2,246
752
0
900
0
2,000
2,000
795

2,900
1,053
3,000
4,400

2,900
4,371
3,000
4,400

4,930
0

1,931
21,840

1,931
21,840

35,124

47,235

7,863

7,303

0
15,166

7,863

7,303

15,166

NR
£000's

TOTAL
£000's

1,050
0
2,131
21,916

4,312
0
1,050
0
2,131
21,916

25,097

29,409

SOURCES
Baseline Allocation uplift
Transfer to Social Care
New Medicine Fund
Banked Funding Released
Anticipated allocations Core
Anticipated allocations Non Core

4,200
(3,020)

TOTAL SOURCES

1,180

APPLICATIONS
Uplifts:
Pay Uplifts - Agenda for Change
Pay Uplifts - Medical Staff
Apprenticeship Levy
Price Uplifts
Rates
Primary Care Drugs
Secondary Care Drugs
External Contract Indexation

2,823
791
825
433
500
1,198
732
190

2,246
752
0
900
0
2,000
2,000
795

Developments & Existing Pre Commitments
New Medicines Fund
Cost Pressures
Acute Redevelopment
Locums

3,600
713

Non-recurring spend (matching ringfenced allocations)
Non Core (including ASRP unitary charge)

TOTAL APPLICATIONS
Recurring deficit position b/f 2016/17
CRES Requirement for 2017/18

TOTAL CRES REQUIREMENT

11,805

12,111

2,900
0
0
4,400

2,900
4,930
0
4,400

2,131
21,916

2,131
21,916

31,347

44,970

9,311

6,250

0
15,561

9,311

6,250

15,561

13,623
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NHS Dumfries and Galloway - Savings Update

Recurring

TARGET
NonRecurring

2017/18
£000's

2017/18
£000's

Total
2017/18
£000's

2017/18
£000's

2017/18
£000's

2017/18
£000's

2017/18
£000's

2017/18
£000's

2017/18
£000's

2017/18
£000's

IJB Savings

12,208

2,850

15,058

5,368

4,419

9,787

4,012

4,314

1,461

9,787

5,271

6,840

Procurement

200

200

0

200

200

Corporate

1,000

1,000

External Contracts

1,000

1,000

Financial Flexibility
TOTAL

14,408

SAVINGS IDENTIFIED
Recurring
NonTotal
Recurring

5,221

5,221

8,071

22,479

Low

SAVINGS IDENTIFIED - RAG
Medium
High
Total

0
500

500

250

250

0

5,868

6,132

6,132

3,000

3,221

10,551

16,419

7,262
44%

7,785
47%

1,461
9%

GAP

Gap In Year Recurring
Gap
2017/18
£000's
£000's

500

500

500

0

1,000

1,000

6,221

(911)

0

16,508

6,060

8,540

Appendix 4
LDP Financial Plan 2017/18 Submission
Risks & Assumptions
Key Assumptions/Risks

Risk rating

Impact/£

Allocation Uplift

High Risk

Only 2017/18 uplift has been confirmed by the Scottish Government to date. Future years uplifts
have yet to be notified.

CRES Delivery

High Risk

Of the current CRES requirement of £22.5m, £16.4m has been identified, leaving a gap of
£6.1m. A further assessment is yet to be undertaken of any additional savings, that could be
used to close this gap further.

Prescribing (General)

High Risk

Prescribing in general (both Secondary and Primary Care) has been successful in identifying
savings over the last few financial years. The current financial year has seen a significant level
of underachievement against the planned level of savings, signifying the unprecedented
pressures across both Primary and Secondary Care Prescribing. Opportunities to continue to
deliver the level of savings required are not as robust as in recent years. Whilst the plan has
assessed the ongoing financial risks of new drugs and increasing growth (taking into account
national indicators and local knowledge), there remains a significant level of risk associated with
new drugs that will continue to be approved by SMC. The current budget setting paper sets out
the methodology and risks associated with the expected level of increases moving forwards.

Prescribing - New
Medicines Fund

High Risk

An assessment has been undertaken within the plan to incorporate estimates of likely growth of
drugs in this area. However, there is an expectation that the funding available will be less than
previously indicated due to a fall in PPRS receipts nationally. This has been recently suggested
to be in the region of £30m across Scotland next year ~ £900k for NHS D&G.
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Key Assumptions/Risks

Risk rating

Impact/£

Workforce/Recruitment

High Risk

Despite significant effort to reduce the level of medical vacancies within the Board, the vacancy
rate remains high. In particular, 20% of our consultant workforce remains covered by high-cost
locum posts. In addition, there has been a rise in the level of gaps across the junior doctor rotas
(especially within GP training posts) which are not expected to be remedied in the forthcoming
financial year. This is an increasing problem across Scotland and the UK as a whole. Whilst
appropriate provision has been made in the Financial Plan (£4.4m NR) to continue to absorb
these costs, this is not a sustainable model and will need resolution in the short to medium term
in order to ensure financial balance in the future, in time for the opening of the New Hospital.
With the introduction of a new booking system in partnership with Retinue Health, it is
anticipated that overall costs will reduce, and this has been built into the financial plan.

Health and Social Care
Integration

High Risk

Plans for Health and Social Care integration (H&SCI) are under development locally. No
financial provision/risk is assumed in the LDP beyond ensuring provision has been made for
supporting and resourcing the implementation within the allocation identified going forward. NHS
Dumfries and Galloway has made good progress with Council colleagues in recent months in
progressing H&SCI, however, a significant level of system risk remains in ensuring resources
around the delegated budgets are sufficient to deliver the planned level of service within the
Strategic Plan.

DGRI Maintenance

High Risk

The backlog maintenance issue at DGRI will continue to be a risk and require expenditure in the
period that the hospital remains operational. The resources available to fund backlog
maintenance are severely restricted and areas of investment will require to be prioritised.

Externals (OOA SLAs)

High Risk

Growth in complex conditions and continued growth in referrals across Dumfries and Galloway
has seen a substantial increase in activity undertaken outwith Board boundaries. Whilst financial
provision has been made in the plan, increases relating to complex and high cost services
(particularly across Cancer and Cardiology services) remain a high risk to the Board.
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Key Assumptions/Risks
SLAs and NCS with
English Providers

Risk rating
High Risk

Impact/£
With the adoption of the revised National PBR tariff from 1at April, switching to a 2 year tariff
methodology, this si forecast to have a significant impact of 16% due to price base change soley
and revised HRG groupings. This had not been previously indicated and potentially is a cost
pressure of £0.5m across all activity currently undertaken in England on our behalf.
In addition to building in the known inflation costs (including pay, incremental drift and NI
increases) already announced, an indepth review of historic trends, combined with best
available knowledge has been modelled in determining projected increases. Information has
been shared and discussed with colleagues across the Corporate Finance Network, providing
further assurance on the appropriateness of planning assumptions.

Inflation Uplifts

Medium Risk

Developments and Cost
Pressures

Medium Risk

A sum of £4.45m has been set aside to cover the costs of future regional and national
developments, cost pressures and any other critical or must do developments.

Pay
Inflation/Incremental
Drift

Medium Risk

Robust financial planning information exists to allow accurate estimates of basic pay settlements
for 2017/18 and beyond (based upon current assumptions of 1% pay awards). Provision has
also been made this year of the potential impact of low paid and increases of Band 1 staff to
Band 2.

Statutory
Change/Changes to
legislation

Medium Risk

The Financial Plan reflects the current known position in relation to any statutory compliance in
relation to VAT/NI and pensions. Any future changes to current regulations and compliance
would impact on the overall Financial Plan. These are reviewed regularly by the central financial
team and any changes reflected through financial estimates.

High Risk

Whilst monies have been set aside in future years to reduce the financial risk of developing the
new DGRI, the scale of the clinical change programme required to bring about the necessary
transformation in service delivery, reflect a significant risk as we approach the opening of the
New Hospital.

Clinical Change
Programme
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Key Assumptions/Risks
Carry Forward

Risk rating
Low Risk

Impact/£
The retained carry forward of £7m from prior years is banked for future double running and
associated costs of the New Hospital. This is low risk because it has been confirmed by the
Scottish Government.
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Capital Plan 2017/18 to 2021/22
Author:
Susan Thompson
Deputy Director of Finance

Sponsoring Director:
Katy Lewis
Director of Finance

Date: 17th March 2017
RECOMMENDATION
The Board is asked to approve the draft Capital Plan which will form part of the
2017/18 Local Delivery Plan (LDP) submission to the Scottish Government Health
and Social Care Directorate (SGHSCD).

CONTEXT
Strategy/Policy:
This report provides a refresh of the Boards 5 year Capital Plan and will form part of
the LDP submission for 2017/18.
Organisational Context / Why is this paper important/Key messages:
The Board has a requirement to submit a draft LDP to Scottish Government. The
final draft of the LDP will be submitted to Scottish Government (SG) on 4th April 2017
following formal approval at the NHS Board on 3rd April 2017. The Board’s 5 year
Capital Plan will form part of this submission.
This paper provides a draft of the capital element of the Financial Plan and
comprises of known Board commitments, such as the Acute Services
Redevelopment Project and the Board’s rolling replacement and development
programme supported by formula allocation.
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GLOSSARY OF TERMS
CIG
CRL
DGRI
FBC
IM&T
LDP
NPD

-

OBC
PAMS
SGHSCD

-

Capital Investment Group
Capital Resource Limit
Dumfries and Galloway Royal Infirmary
Full Business Case
Information, Management & Technology
Local Delivery Plan
Non Profit Distributing model which is a revenue funded model
for design, build, finance and maintenance of a building
Outline Business Case
Property and Asset Management Strategy
Scottish Government Health and Social Care Directorate
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MONITORING FORM
Policy/Strategy Implications

Capital Plan, Property Strategy & IM&T Strategy

Staffing Implications

Not applicable

Financial Implications

Depreciation and recurring revenue consequences are built
in as part of the financial planning and reporting cycle

Consultation / Consideration

Capital Investment Group,
Performance Committee

Risk Assessment

Not applicable

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.

Management

Team

and

Compliance with Corporate To maximise the benefit of the financial allocation by
Objectives
delivering efficient services, to ensure that we sustain and
improve services and support the future model of services.
Single Outcome Agreement Not applicable.
(SOA)
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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Background
1.

This report provides a draft of the Boards 5 year plan for Capital commencing
2017/18. The Board is required to submit a draft Capital Plan to the Scottish
Government Health and Social Care Directorates (SGHSCD) as part of the
Board’s Local Delivery Plan (LDP).

2.

The Board has a statutory financial target to deliver a breakeven position
against its Capital Resource Limit (CRL).

3.

The paper below describes the proposed source and application of capital over
the next 5 years and is summarised in Appendix 1.

Anticipated Sources
Formula Allocation
4.

The 2017/18 formula allocation of £3.475m was notified to the board on the 24th
of February and has been assumed this will stay the same for all 5 years of the
Capital Plan.

5.

A total of £17.375m in formula allocation is therefore anticipated over the 5 year
period.

Receipts
6.

As previously reported, SGHSCD ability to fund specific projects is in part as a
result of the reliance placed on the generation of capital receipts. These are
returned centrally and redistributed as required to support approved projects. It
has been indicated that policy may change on this to allow Boards to retain
receipts locally, however, this has not been formally communicated so we have
not changed our methodology in this draft plan.

7.

The variability in the delivery of these requires to be managed through Board
and national Capital Plans.

8.

The Board are proposing receipts of £0.163m to return to SGHSCD over the
five year period. Any slippage on this will have to be managed locally.

9.

At this time, no provision has been included for the retraction of Nithbank, CRH
and existing DGRI sites.

NPD Enabling Funding
10. This allocation supports the capital costs identified and approved as part of the
Full Business Case for the Acute Services Redevelopment Project. The timing
and profiling of this allocation is agreed in conjunction with SGHSCD. Funding
of £83.6m is anticipated over the 5 year period.
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11. Additional funding of £1.5m has been added as an allocation on the
assumption the Cresswell OBC addendum is approved by Scottish
Government.
2016/17 Virement
12. The £1.56m 2016/17 slippage will require agreement with SGHSCD as to when
this funding will be returned to the Board. The current planning assumption is
that this will be required in 2017/18.
Project Specific Allocations
13. In addition to the formula allocation, SGHSCD also provide project specific
funding support for existing commitments against approved projects. At this
time, the Board have no approved schemes which receive this funding support.
14. A notional allocation continues to be reflected to highlight to the Scottish
Government that additional project specific funding is likely to be required to
support the Clinical Change Programme. This is not agreed and will require
specific business cases to be completed and taken through the approval
process as these are identified. Funding of £16m is currently estimated over
the 5 year period which is consistent with previous LDP estimates.
Capital/Revenue Virements
15. At this stage, no internal revenue to capital virement has been assumed in the
draft 5 year plan.
16. Funding for backlog maintenance which does not qualify as capital, may require
a capital to revenue virement. This will be considered as part of the in-year
prioritisation of the replacement programme.
Anticipated Application
Replacement Programme
17. £2.975m per annum is routinely set aside from the formula allocation to support
the rolling programmes which provide funding for the ongoing business
requirements in Information Management & Technology (IM&T), equipment and
property refurbishments.
18. Given the priority in 2017/18 is the commissioning of the New Hospital, it is
envisaged that the majority of equipment replacements will be processed
through the specific equipping budget allocated as part of the project and
therefore the requirement for equipment replacements will be minimal.
19. It is therefore planned that for 2017/18 all remaining replacement equipment
needs will be dealt with through the contingency process.
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20. The replacement budget routinely includes a £0.2m contingency (increased to
£0.541m for 2017/18) which will be retained and managed by the Director of
Finance on behalf of the Capital Investment Group (CIG) to cover any
breakdowns or replacements which are required but were not anticipated.
21. A number of commitments were approved in 2016/17 which will finish in
2017/18; a total budget of £0.76m has been set aside to complete these
bringing the total replacement budget including the contingency and 2016/17
virement to £2.89m for the 2017/18 replacement programme.
22. A budget of £13.7m is available for the replacement programme over the 5 year
period.
23. For all years with the exception of 2017/18, the existing process will continue
where CIG will prioritise the total allocation early in the year across all
categories to ensure funding is being allocated where the service priorities lie,
any balance following this process will be re-allocated to the wider capital
programme or discussed with SGHSCD in terms of carry forward.
Development Programme
24. The £0.5m balance of the formula allocation will be used to support locally
approved development projects across IM&T, equipment and property and will
depend on the priorities coming forward each year.
25. A budget of £2.5m has been currently set for the development programme over
the 5 year period.
Acute Services Redevelopment Project Overall
26. The Acute Services Redevelopment project has budget approval for a number
of capital costs which are not covered by the NPD funding model. This has
included the cost of land acquisition, on-site enabling works, off site enabling
works to Cresswell, as well as equipping costs.
27. The profile of expenditure has been reviewed and timing between financial
years will be managed in liaison with the SGHSCD. The total approved budget
is £62.911m, and £53.6m is the balance to draw down within this 5 year
expenditure plan.
ASRP - Equipment
28. The majority of the budget in 2017/18 is for the equipping part of the project.
This work is well underway with procurements being processed and orders
being placed for delivery at the appropriate times. The equipment budget has
been profiled to recognise the high level of transfers that are being taken and
will require to be replaced in the early years of operation.
ASRP - Transportation/Road Works/Signage
29. A small sum of £0.2m is being held for additional signage requirements for the
hospital as per the approved FBC budget.
NOT PROTECTIVELY MARKED
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ASRP - Cresswell
30. The OBC addendum for the Cresswell building project is currently under review
by the Scottish Government Capital Investment Group and a decision is
expected in April 2017. A full business case will follow in early 2018 which will
allow the release of the £13.989m funding ring fenced within the original
business case.
31. The estimated value and the profile of spend may be impacted by the OBC
addendum and FBC case and this will be done in full conjunction with
SGHSCD. An additional allocation of £1.5m has been assumed in line with the
cost profile in the Addendum.
ASRP - Existing site costs
32. A further FBC will be required to release the £7.6m of funding for existing site
costs which is linked to the overall Board property strategy in relation to the
existing DGRI site. This sum includes funding for an energy centre, redirection
of site services and demolition costs.
33. The estimated value and the profile of spend may be impacted by the business
case and this will be done in full conjunction with SGHSCD.
Acute Services Redevelopment Building
34. The building assets also requires to be accounted for and a further budget
allocation of £28.5m is included within the 5 year plan to recognise the
completion of the building in 2017/18. This is the final allocation for the asset
bringing the closing balance to £212.8m.
Clinical Change
35. As highlighted under the allocations section, a notional amount has been set
aside to take forward the Clinical Change Programme. This will be progressed
through the IJB which includes reviewing the provision of services in the
community. Any identification of potential capital requirements will need to be
progressed as business cases and dialogue with the Scottish Government
around securing capital support for these developments. At this time, this
budget is not approved and is for indicative purposes only.
Health and Social Care Integration
36. The capital budget does not sit under the new Integrated Joint Board, however,
it is critical that both the Integrated Joint Board and Locality Teams have
appropriate access to capital resources.
Anticipated Receipts
37. A number of receipts have been included in the plan; as in previous years the
proceeds are returned to SGHSCD to support the overall capital programme.
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38. The plan includes forecast receipts over the 5 years for Charles Street Clinic in
Annan, Artesian Well and Maiden Bower. The timing and values will continue
to be refined in line with the Asset Management Strategy. As noted under
allocations, this does not include the retraction of Nithbank, CRH and existing
DGRI sites.
Risk Assessment
39. There are a number of residual risks within the 5 year plan.
40. SGHSCD continue to highlight that there will be minimal scope to
accommodate any further expenditure pressures in 2017/18. As a result, the
Board will be required to deliver the overall Capital Plan within the resources
set out in this paper.
41. The backlog maintenance issue at DGRI will continue to be a risk and require
expenditure in the period that the hospital remains operational. The resources
available to fund backlog maintenance are restricted and areas of investment
will require to continue to be prioritised.
42. There is limited flexibility within the draft Capital Plan to deal with any
unplanned events which require immediate action. Contingency within the
rolling programme budget will provide some support.
43. As in previous years, any non-recurring flexibility identified in-year can
potentially be prioritised to accelerate the Capital Plan, where appropriate,
however, timing can prove challenging with this.
Conclusion
44. The position presented in Appendix 1 reflects the final draft of the Capital Plan
for the 5 years ahead.
45. Work will continue with colleagues locally and within SGHSCD to review and
refine the values and profile of both allocations and expenditure, specifically in
relation to the Acute Service Redevelopment Project.
46. Board is asked to approve this draft recognising that the values and profiling of
this plan will continue to be refined over the coming months.
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APPENDIX 1
ANTICIPATED ALLOCATIONS
2017-18 2018-19
£000s
£000s
Formula allocation
3,475
3,475
Asset sale proceeds reapplied
(20)
0
Hub/NPD Enabling funding - Acute Services
55,604
10,636
Hub/NPD Enabling funding – Cresswell Anticipated additional
Funding
0
0
Return of 2016/17 virement
1,566
0
Project specific funding - Clinical Change Programme
0
4,000
TOTAL CAPITAL RESOURCE LIMIT ( CRL)
60,625
18,111
ANTICIPATED EXPENDITURE
2017-18 2018-19
£000s
£000s
Replacement Programme
2,892
2,047
Development Programme
500
500
ASRP - Transportation/Road Works/Signage
201
0
ASRP - Equipment
26,900
1,600
ASRP - Cresswell
1,649
9,964
ASRP - Existing site costs
0
0
ASRP - Asset
28,503
0
Clinical Change Programme
0
4,000
TOTAL GROSS CAPITAL EXPENDITURE
60,645
18,111
Asset sale proceeds reapplied
(20)
0
TOTAL NET CAPITAL EXPENDITURE
60,625
18,111
Check in Balance

0
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0

2019-20
£000s
3,475
(75)
8,466
1,500
0
4,000
17,366

2019-20
£000s
2,893
500
0
1,600
6,535
1,913
0
4,000
17,441
(75)
17,366
0

2020-21 2021-22
£000s
£000s
3,475
3,475
(68)
0
5,722
1,691
0
0
4,000
13,129

Total
£000s
17,375
(163)
82,519

0
0
4,000
9,166

1,500
1,566
16,000
116,897

2020-21 2021-22
£000s
£000s
2,975
2,975
500
500
0
0
1,722
0
0
0
4,000
1,691
0
0
4,000
4,000
13,197
9,166
(68)
0
13,129
9,166

Total
£000s
13,782
2,500
201
31,822
18,148
7,604
28,503
16,000
118,560
(163)
118,397

0

0

0
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RECOMMENDATION
The Board is asked to:
•
•
•

Note the current challenges with Alcohol Brief Intervention (ABI) delivery
Note the actions proposed to address the challenges
Agree that further discussions should take place with Localities over
ownership of ABI delivery.

CONTEXT
Strategy / Policy:
Local Delivery Plan - Alcohol Brief Intervention Standard “Sustain and embed
Alcohol Brief Interventions in 3 priority settings (Primary Care, Accident and
Emergency (A&E) and Antenatal) and broaden delivery in wider settings”.
Reducing alcohol-related harm forms part of the national and local Alcohol and Drug
Partnership (ADP) priorities.
Key messages:
•
•
•
•

ABI delivery is not reliably embedded in the required settings
By the end of quarter 3 in 2016/17, only 499 ABIs had been delivered
It is likely that Dumfries and Galloway will not achieve the target of 1,743 ABIs
by 31st March 2017
Plans are being developed to work towards increasing the number of ABIs.
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GLOSSARY OF TERMS
A&E Accident and Emergency
ABI Alcohol Brief Intervention
ADP Alcohol and Drug Partnership
HEAT Health, Efficiency, Access to treatment, Treatment
HMP Her Majesty’s Prison
IT
Information Technology
LDP Local Delivery Plan
PHP Public Health Practitioner
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MONITORING FORM
Policy / Strategy

LDP Alcohol Brief Intervention Standard; ADP
Priority.

Staffing Implications

Some staff time required in the priority settings to
undertake ABI screening and delivery.

Financial Implications

No specific implications at this stage, however
some staff time will be required.

Consultation / Consideration

NHS Board Management; ADP.

Risk Assessment

Risk assessments will be undertaken in working
with the priority settings.

Sustainability

Embedding ABIs into the priority settings will
increase their sustainability.

Compliance
Objectives

with

Corporate 1. To reduce health inequalities across Dumfries
and Galloway.
5. To maximise the benefit of financial allocation by
delivering clinically and cost effective services
efficiently.
6. Continue to support and develop partnership
working to improve outcomes for the people of
Dumfries and Galloway.

Single
(SOA)

Outcome

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 The Interim Local Outcomes Improvement Plan –
Outcome 3: Older and vulnerable people are able
to look after their own health and wellbeing.
Measure – “Number of alcohol interventions”.

Best Value

Effective Partnerships.
Performance Management.

Impact Assessment
Equality Impact Assessments will be undertaken within each setting as all differ in
their patient/client group characteristics.
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Alcohol Brief Interventions in Dumfries and Galloway
1. Background
An Alcohol Brief Intervention (ABI) is a short, evidence-based, structured
conversation about alcohol consumption with a patient/service user that aims to
motivate and support the individual to think about and/or plan a change in their
drinking behaviours in order to reduce their drinking. A screening tool is used to
determine whether an individual’s drinking level may be impacting on their health
and wellbeing. If the result indicates the individual’s drinking may put their health
and wellbeing at risk then an ABI will be undertaken providing advice and guidance
on safer drinking levels.
2. ABIs in Dumfries & Galloway
2.1 ABI Standards
In each of the years 2013-14 and 2014-15, the Scottish Government expected that
1,629 ABIs should be delivered across Dumfries & Galloway. This formed the
Health, Efficiency, Access to treatment, Treatment (HEAT) standard. For 2015-16
the HEAT standard became the Local Delivery Plan (LDP) standard and the target
increased to 1,743 ABIs. This remains the target for 2016-17. The ABI standard has
been achieved in Dumfries & Galloway for the past three years, though there was a
considerable reduction in the number of ABIs in 2015-16 compared to the previous
two years. Figures are given in Table 1.
Table 1: ABIs in Dumfries & Galloway compared to HEAT/LDP Standard
Year

ABIs carried out

HEAT/LDP Standard

2013-14
2014-15
2015-16

2,255
2,622
1,750

1,629
1,629
1,743

Percentage of
Standard Achieved
138%
161%
100%

2.2 ABI Settings
It is expected by the Scottish Government that at least 80% of ABIs should be
delivered in the three priority settings of A&E, Antenatal and Primary Care, and the
remaining proportion in wider NHS and other settings (Appendix 1). In Scotland
overall in 2015-16, 55% of ABIs were delivered in primary care, 12% in A&E, 3% in
antenatal settings and 30% in wider settings. A rather different pattern was seen in
Dumfries & Galloway, where in 2015-16 89% of ABIs were delivered in Primary
Care, 1% in A&E, 0% in antenatal settings and 10% in other settings. The Dumfries
& Galloway percentage for ABIs carried out in Primary Care was the highest figure in
Scotland. The difference reflects the approach to ABI delivery in Dumfries &
Galloway.
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For the years 2014-15 and 2015-16, ABI delivery was catalysed largely by the
locality Health Improvement Teams and overseen by the Public Health Practitioners
(PHPs), with funding from ADP. The Health Improvement Teams provided training
to Primary Care and other professionals as required and liaised with Primary Care to
ensure figures were submitted on a quarterly basis. Resource pressures have made
this ongoing support increasingly difficult to deliver.
2.3 ABIs in 2016-17
There has been a substantial drop in the ABI figures in 2016-17 to date (Table 2).
Table 2: ABIs in Dumfries & Galloway for the first three quarters of 2016-17
2016-17 Quarter
No of ABIs recorded
Q1 April –June
147
Q2 July – Sept
114
Q3 Oct – Dec
238
Total to date
499
The total number of ABIs (499) for the first three quarters of 2016/17 represents only
29% of the LDP Standard for the year. This implies it is very unlikely that the
standard will be met in 2016-17.
3.

Current Delivery Issues and Proposed Actions

3.1

Priority Settings

ABI delivery is not currently embedded in the three priority settings.
A&E
Increasing activity levels in A&E have made it challenging to prioritise alcohol
screening and ABIs. Understandably, this work can be given a lower priority than
immediate treatment needs, especially during periods of peak demand.
There is also a training issue. Discussion with A&E staff highlighted a need for new
staff members to be trained in ABIs. The Alcohol Liaison Nurse based within DGRI
has agreed to take this work forward and also agreed to incorporate refresher
training for other staff members.
It was identified that the department’s IT system did not have the appropriate
templates to record ABIs which would allow them to run quarterly reports. Some
progress has been made to fix the recording issue; however that is only for
individuals attending A&E with an alcohol-related problem. Further work with the
Information Technology (IT) service is still to be progressed.
Primary Care
As noted above, Primary Care has been by far the largest setting for ABIs in
Dumfries & Galloway. GP practices are under continuing severe strain due to
recruitment and other challenges. Coupled with the decreased input from the PHPs
and locality Health Improvement Teams, this has resulted in a drop in numbers.
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Feedback from the PHPs indicated that although patients in primary care settings
were still being asked about their alcohol intake, the recording and submission of this
is sporadic. It is possible, however, that ABIs are being carried out more widely but
are being recorded as free text in EMIS, the patient recording system used by almost
all GP practices in Dumfries & Galloway. EMIS reports are unable to extract data in
free text boxes; therefore ABIs need to be recorded on the appropriate templates to
allow reports to be generated. More information about the extent of this issue is still
to be gathered and plans for addressing it will then be developed.
There is also a significant training issue. People on the original list of ABI trainers in
Primary Care have been contacted to enquire whether they are still available to
deliver ABI training when necessary and it is clear that workload pressures are
having an impact on capacity. Further work is needed to identify solutions to this and
will be taken forward in discussion with the Localities and Locality Health
Improvement Teams.
Antenatal
The number of ABIs within antenatal settings is generally low across Scotland and is
extremely low in Dumfries & Galloway. Discussion with the antenatal team revealed
that screenings for alcohol use are consistently high but ABI numbers are low.
Pregnant women tend to see the antenatal teams from around 12 weeks of
pregnancy, by which time almost all with significant alcohol intake report having
stopped drinking and so an ABI would not be required. This seems rather surprising
and deserves further exploration.
3.2 Wider Settings
Initial discussions have taken place with the Community Justice Manager, who has
highlighted that ABI delivery is part of the Community Justice Plan and will liaise with
the ADP Support Team on how to progress this.
Her Majesty’s Prison Dumfries have been delivering ABIs but not sending figures to
the ADP Support Team. It has now been agreed that HMP Dumfries will send
figures on a quarterly basis.
Further discussions will take place to identify any other agencies and organisations
that are expected to deliver ABIs and any training needs will be identified.

4.

Further Actions Identified

4.1

Discussion has taken place with the NHS Lead for the Smoking Matters
service about a possible project to include Smoking Matters Advisers
delivering ABIs as part of their service to clients. Funding has been secured
within the Smoking Matters budget to progress this initiative. The outputs
from this intervention will be assessed.

4.2

Criminal Justice Social Work will explore to what extent they are delivering
ABIs in the course of their work and will liaise with the ADP Support Team
around data collection.
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4.3

A data-scoping exercise is being conducted with IT services, Primary Care,
A&E, Criminal Justice and others to determine to what extent they are
currently recording ABIs, or if there are any issues with IT processes.

4.4

It is planned to explore whether ABI training could be included in the induction
training for new doctors in hospitals.

4.5

Work with Locality Managers is proposed. If it is identified that noncompliance with ABI delivery is a training issue, it may require some
dedicated training resource to coordinate this. This piece of work would aim
to link with Locality Managers to:
• Identify Trainers (possibly from previous list and/or new ones)
• Identify who needs to be trained
• Organise training
• Ensure data-recording systems can easily provide the required ABI
numbers
• Support Primary Care and the wider settings to embed ABI delivery and
reporting.

5.

Summary

Whilst there are ongoing discussions around ABI delivery across all settings, it is
highly probable that the ABI Standard will not be achieved for 2016-17. Actions are
noted above that aim to increase ABI delivery. There needs to be commitment
across all sectors for training and for continued screening and delivery of
interventions across the priority and wider settings. This work cannot be done in
isolation and will involve some commitment of time and staff resource to progress.
Discussions with the Public Health Practitioners have indicated that ownership for
delivering ABIs and ensuring the ABI Standard is met may sit best within Localities,
with the ADP Support Team continuing to collect and report the figures for the
Scottish Government. It is proposed that this is taken forward in discussions.
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Appendix 1

Priority Setting
A&E
Antenatal
Primary Care

Wider Settings
Community

Criminal Justice

Other NHS Settings

Children & Families

Custody Suites

Acute

Prisons

Community Mental Health
Teams

Social Work

Community Nursing

Fire & Rescue
Higher Education
Leisure Services

Dentistry

Mental Health
Occupational Health

Keep Well

Older people

Lifestyle Advisor Support
Service (LASS)

Police

Pharmacy

Safety staff

Podiatry

Social Work/Care

Sexual Health

Young people

Smoking Cessation
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RECOMMENDATION
The Board is asked to note the guidance on the conduct of business during the
Scottish Local Government Elections campaign.

CONTEXT
Strategy / Policy:
This paper supports the national guidance issued from Scottish Government and
detailed within this paper.
Organisational Context / Why is this paper important / Key messages:
As part of the preparation for either local or parliamentary elections, Scottish
Government issues guidance for NHS, Special and other National Health Bodies,
giving details on how business should be conducted as we move into the formal
election period.
Key messages
The Scottish Local Government elections will be held on 4th May 2017.
For NHS Bodies, the period of sensitivity preceding local elections is not fixed to any
particular dates, but the general convention is that particular care should be taken in
the 3 weeks preceding the elections – in this case from 13th April 2017.
The Freedom of Information (Scotland) Act 2002 remains in full force during the
election period.

GLOSSARY OF TERMS
NHS -

National Health Service
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MONITORING FORM
Policy / Strategy

Scottish Government guidance issued for NHS,
Special and Other Health Bodies on the conduct of
business.

Staffing Implications

Not applicable

Financial Implications

Not applicable

Consultation / Consideration

Not applicable

Risk Assessment

Ensures compliance with current guidance.

Sustainability

Not applicable.

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

Corporate 6.

Continue to support and develop partnership
working to improve outcomes for the people of
Dumfries and Galloway.

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
•
•

Governance and Accountability
Vision and Leadership

Impact Assessment
Not applicable.
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SCOTTISH LOCAL GOVERNMENT ELECTIONS 2017: GUIDANCE FOR NHS,
SPECIAL AND OTHER NATIONAL HEALTH BODIES

Summary
1.

This Annex provides guidance for NHS Bodies, Special and other
National Health Bodies, including the Common Services Agency (for the
purposes of this note, collectively referred to as “NHS Bodies”) on the
conduct of business during the Scottish Local Government Elections
campaign. In particular, it provides guidance on dealing with the media
and candidates. The elections will take place on Thursday 4 May 2017.
For NHS Bodies, the period of sensitivity preceding local elections is not
fixed to any particular dates, but the general convention is that particular
care should be taken in the 3 weeks preceding the elections – in this case
from 13 April 2017.

2.

NHS Bodies should be mindful that each local authority will have its own
pre-election period, which will normally commence sometime between 13
and 22 March. Local restrictions will vary from council to council. While
NHS Bodies will be observing a three- week pre-election period, local
authorities' own restricted periods might have a bearing on activity being
planned jointly.

3.

This guidance sets out the general principles which NHS Bodies should
observe, and the arrangements which are being put in place to consider the
application of those principles to particular cases in the event of any
uncertainty or difficulties which may arise. It is particularly important that
all public bodies, including NHS Bodies should take special care during this
period to ensure that their conduct is above question.

4.

During the local election period, NHS Bodies may be faced with requests
for information and views from media representatives, candidates, and from
representatives of political organisations about the activities of the NHS.
They must seek to prevent any grounds for complaint that they are
behaving partially towards any of the candidates or parties represented in
the elections.

5.

It is also possible that some employees, Chairs or non-executives of NHS
Bodies may be selected as candidates. This note also contains guidance
on what action they should take in those circumstances.

General Principles
6.

Meetings of NHS Bodies, including those normally held in public,
scheduled to take place during the election period may proceed as planned.
The following general principles should be observed by all NHS Bodies:
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7.

i)

there should be even-handedness in meeting requests for factual
information from individual candidates and those from different
political parties. Such requests and responses should be handled in
accordance with the principles laid down in the Standards of
Conduct, Accountability and Openness of NHSScotland and the
Freedom of Information (Scotland) Act 2002;

ii)

care should be taken over announcements of decisions made by
NHS Bodies to avoid accusations of political controversy or
partisanship;

iii)

special care should be taken in respect of paid publicity
campaigns which should not be open to criticism that they are
being undertaken for party political purposes. Care should also be
taken in relation to any publications planned by any NHS
organisation during the pre-election period for example, research
which may be open to political interpretation;

iv)

it is vital that staff of NHS Bodies exercise care in their day to day
corporate activities to ensure that they do nothing that could
reasonably be regarded as taking a political stance; and

v)

Public resources should not be used for party political purposes.

In particular, any announcements which are made should meet the following
criteria:
i)
ii)
iii)
iv)

be relevant to the responsibilities of NHS Scotland;
be objective and explanatory;
not be, or be liable to misrepresentation as being, party political;
be conducted in an economic and appropriate way, having regard to
the need to be able to justify the costs as expenditure of public funds.

Official Support to Scottish Ministers
8.

The Scottish Government Health and Social Care Directorates will continue to
provide normal support to Ministers in all their official functions. In doing
so, they may call on the assistance of NHS Bodies, as they do under
normal circumstances. It is also in order for officials to check statements
for factual accuracy and consistency with established Government policy.

Freedom of Information (Scotland) Act 2002
9.

The Freedom of Information (Scotland) Act 2002 remains in full force
during the election period. NHS Bodies should continue to respond to FOI
requests in accordance with the procedures established for such requests. As
always, care is needed to ensure that FOI procedures have been followed
appropriately.
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Dealing with Enquiries and Correspondence from Political Parties and
Candidates
10.

NHS Bodies should provide any candidate, organisation or any member of
the public with purely factual information in accordance with the Standards
of Conduct, Accountability and Openness of NHSScotland.

11.

There may be cases where the correspondence or enquiry concerns
policies newly announced by a party or individual. There may also be
calls for a comparison with the policies of different parties/individuals, it will
be appropriate to refer the correspondence or direct the caller immediately
to the relevant party official or individual.

12.

All candidates should have access to the same information, but it is not
necessary to circulate information every time a query is answered.

Media Enquiries
13.

Media enquiries about the operation of health services should be answered
only to the extent of providing factual explanation of current policy,
statements and decisions in accordance with the Standards of Conduct,
Accountability and Openness of NHSScotland. Particular care must be taken
not to become involved in a partisan way in election issues.

14.

It is important that NHS Bodies establish clear procedures locally so that a
consistent approach is taken on questions from media representatives.
Those answering media enquiries should limit their comments to their own
areas of responsibility. Enquiries about national policy should be referred to
the Scottish Government Communications Team (telephone: 0131 244 2642)
and questions relating to health proposals of political parties or individuals
should be referred to the party office or individual.

15.

There is no objection to issuing routine news releases, figures which are
published on a monthly or regular basis, or drawing attention to and as
necessary summarising reports of specific committees or bodies which NHS
Bodies are required to publish. These releases should be prepared in noncontroversial language.

Campaigning and Canvassing on Premises
16.

NHS Bodies should consider carefully whether to allow:
•
•
•

visits by candidates;
personal canvassing; and
filming or p hotography by independent candidates or political parties
on NHS premises.
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17.

It is for individual NHS Bodies to decide on whether candidates’ requests for
visits to hospitals or other establishments for electioneering or campaign
purposes should be agreed to. Should visits be permitted, there should
be no disruption to patients’ treatment or services. Care should also be
taken to avoid any intrusion into the lives of individuals using the services. If
such a request for a visit by a candidate is agreed to, NHS Bodies must then
notify all other candidates that similar facilities are available to them as well.

18.

Political posters or material should not be displayed on the premises of NHS
Bodies. Other posters and advertising material purporting to be apolitical
and published by other groups should be carefully scrutinised to ensure
that it cannot be regarded as favouring a particular candidate or party.

19.

Election or other political meetings should not be held on the premises
of NHS Bodies.

CONTINUING CONDUCT OF BUSINESS
Use of the Media
20.

The normal business of NHS Bodies requires many public contacts, and
much of this can proceed in the normal way. For example, existing localised
health promotion campaigns may not need to be interrupted, but care
should be taken in launching any new initiatives, documents, mail drops or
display advertising in the period up to the election, in order to avoid
possible misrepresentation.

21.

Care should also be taken with pages on social media sites. Any changes
during the election period should be scrutinised to ensure they cannot be
regarded as favouring a particular candidate or party.

22.

Similarly, NHS Bodies employees' participation in a professional capacity
in social networks (e.g. Facebook, LinkedIn etc) as well as in forums, online
communities and other public online discussions should be limited during the
election period to:
•

commenting on operational matters relating to services such as
notifying users of technical problems with a website or digital service;
and

•

responding to factual queries by signposting existing content.

23.

Care should be taken when establishing new public facing blogs during the
election period. NHS Bodies may continue to respond to comments on
existing blog posts, to provide routine and factual responses to queries
and to moderate for inappropriate comments.

24.

NHS Bodies' use of Twitter may continue for publishing factual information
only.
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Candidacy of Employees of NHS Bodies in the Scottish Local Government
Elections
25.

The Electoral Commission in Scotland publishes guidance for candidates.
Time off during working hours is governed by the provisions of section 50 of
the Employment Rights Act 1996 and as required by other legislation.
Section 50(2)(e) of the 1996 Act provides that an employer must permit an
employee of a relevant health body to take time off during the employee’s
working hours for the purposes specified in subsection (3). Subsection (3)
lists the purposes for which time off is permitted. Time off to stand as a local
authority councilor is not listed in subsection (3) and so NHS Bodies are not
bound to give an employee time off to take part in candidacy duties.

Other Employees of NHS Bodies
26.

Employees of NHS Bodies are free to engage in public debate or comment
during the election period. However, they should not use their official
premises or equipment and should not make comments based on
information not generally available to the public. It must be clearly stated
that the views expressed are those of the individual and not of any NHS
Bodies.

Chair and other Non-Executive Board Members
27.

A Chair or Member who is considering standing for election should
consider the relevant election rules in good time before nomination.
Guidance on the rules is available from the Electoral Commission in
Scotland. If a Chair or Member is in any doubt about the election rules they
should seek independent legal advice.

Board Meetings
28.

Board meetings of NHS Bodies should continue in the normal way;
however care should be taken to ensure that Board Meetings do not
introduce agenda items likely to be the subject of controversy during the
election period. As a whole, it is important that proceedings at Board
Meetings are not open to criticism on the grounds of actual and
perceived bias.

Correspondence from Existing Councillors
29.

Letters from Councillors to NHS Bodies should be processed as usual.
Replies may be made public or the subject of political debate, so they should
be as simple as possible to avoid misinterpretation.
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Integration Joint Boards
30.

As with any local government election the continued delivery of vital
services, both in Integration Joint Boards (IJBs) and in local authorities are
a priority. As local councillors, including those nominated as IJB members,
will continue to hold office until the election, IJBs can and should continue the
operation of business in advance of the forthcoming elections.

31.

IJBs may, if they wish, seek to schedule only routine business in the period
leading up to and immediately after the local elections to avoid issues arising
for local authority members in the pre-election period and to minimise the
burden on any new local authority members that may join the IJB following
the elections, although we recognise that some business may not be
amenable to rescheduling. Where this occurs and decisions are required,
such decisions should be taken in accordance with the regulations which
underpin the Public Bodies (Joint Working) (Scotland) Act 2014 and in line
with the standing orders of the individual IJB.

Contact with the Scottish Government Health and Social Care Directorates
32.

Generally, during the election period, NHS Bodies should maintain close
contact with the Scottish Government Health and Social Care Directorates
about any developments of potential political or media interest as they arise.

33.

Should you require any advice or assistance or to transmit information on
any of the issues covered by this Guidance Note, please contact in the first
instance, the sponsor for your area.

34.

If your enquiry relates to media handling issues, please contact the
Scottish Government Communications Team.

Scottish Government
Health and Social Care Directorates
24 February 2017
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RECOMMENDATION
The Board is asked to note the Board Briefing.

CONTEXT
Strategy / Policy:
This paper supports the Board’s Communication Strategy and gives recognition to
key events within the Board.
Organisational Context / Why is this paper important / Key messages:
The paper of this paper is to raise awareness of the events and achievements that
have been acknowledged within the Board over the past 2 months, as well as giving
an indication of the consultations that are currently underway and the commitments
for both the Chief Executive and Chairman going forward.

GLOSSARY OF TERMS
NHS -

National Health Service
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MONITORING FORM
Policy / Strategy

NHS
Dumfries
and
Communication Strategy

Staffing Implications

Not applicable

Financial Implications

Not applicable

Consultation / Consideration

The information within this briefing is
populated with items of interest provided by
any member of staff.

Risk Assessment

Not applicable.

Sustainability

Not applicable.

Compliance with Corporate Objectives

This paper encompasses all 7 Corporate
Objectives.

Single Outcome Agreement (SOA)

Not applicable.

Best Value

•
•
•
•
•

Vision and Leadership
Effective Partnerships
Use of Resources
Performance Management
Equality

Impact Assessment
Not applicable.
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Galloway

Introduction
Section 1 – Events
Queen’s Nurse title returns to NHS Dumfries and Galloway
NHS Dumfries and Galloway is proud to announce that two local community nurses
have been selected to take part in a special professional development programme
that will earn them the right to use the coveted Queen’s Nurse title.
Hazel Hamilton, who works in Annandale and Eskdale, and Kelvin Frew, who works
in Mental Health, are two of twenty community nurses selected by The Queen’s
Nursing Institute Scotland (QNIS) to join the first cohort of 21st century Queen’s
Nurses.
On completion of the programme, they will be the first nurses to receive the title in
Scotland for almost fifty years.
The modern Queen’s Nurses, drawn from Health Boards and other independent
organisations across Scotland, will enable teams to promote health improvement
and deliver quality care.
Established by Queen Victoria in 1889 in honour of her Golden Jubilee, historically,
the Queen’s Nurse title was awarded to nurses who completed training that
equipped them to work in the community. They provided healthcare and health
promotion to people in their own homes, and were well respected in the communities
in which they practised.
The new Queen’s Nurses will take part in a nine-month programme, developing and
honing their existing skills and capabilities, culminating in an Awards Ceremony in
December 2017.
Nutrition and Hydration Week
This national campaign took place 13-19 March 2017, aiming to create a global
movement that reinforces and focuses energy, activity and engagement on nutrition
and hydration as an important part of quality care, experience and safety
improvement in health and social care settings. For the week local dietitians had
displays, dining room specials and promotions, education sessions and took part in a
world-wide promotional afternoon tea, highlighting the importance of between meal
snacks in treating under-nutrition.

Section 2 – Staffing Changes, including new starts, retirements
Cardiac Rehabilitation
Linda Carmichael Charge Nurse in Cardiac Rehabilitation retired from the
organisation in March 2017. Linda joined NHS in 1996 initially in Wards 8 and 9,
then moving into Cardiac Rehab in 2011.
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Charge Nurse Kirstin Nelson recently joined the Cardiac Rehabilitation team. Kirstin
has been Charge Nurse in Ward 8 MHDU for the past 16 years.
CAMHS – Stranraer
Jennifer Austin retired at the end of March 2017 from the CAMHS Team in Stranraer.
She has provided administrative support to the team for over 10 years.
Pharmacy
Mike Pratt, Chief Pharmacist and Dr Paul Beardon, Head of Prescribing
Management retired in March 2017.
Community Rehab
The service sends best wishes to Gillian Young who joined the community rehab
team at Nithbank in 2009, and retires on 31st March 2017, following a long career as
a staff nurse, starting in the Renal Unit. Gillian has been an asset to the Multi
Disciplinary Team at the unit and to Liz Clark, MS Nurse specialist. Her empathetic
caring nature will be missed by everyone who has worked with her, both staff and
patients.
Procurement
The Procurement department would like to congratulate their colleagues on
successfully passing their recent SVQ’S•

Marc Boyes – Procurement Team Lead - SVQ Level 4 in Supply Chain
Management

•

Megan Laverie – Procurement Officer - SVQ Level 3 in Procurement

Dietetics
Laura King joined the Acute Services Team to take up the post of Lead Acute
Dietician and Laura McKune joined to team in her new role o Acute Unit Dietetic
Assistant.
Best wishes to Jackie Wilson as she takes up the role of Dietetic Assistant
Practitioner with the Community Nutrition Support Team.
Ward 15
Andrea Cranston a registered Children's Nurse has taken up post as an Advanced
Paediatric Nurse Practitioner on a one year fixed term contract based in Acute
Paediatric Services at Dumfries and Galloway Royal Infirmary.
Sandra McDowell a Healthcare Support Worker has recently retired from ward 15
after more than 30 years service.
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Finance
Blair Morrison recently started as an Administrative Assistant with the Finance
Department.
Nursing
Ross Irvine has started as the Nursing and Patient Safety Departments
Administrative Assistant.
Midwifery
Joyce Reekie retired from the post of Head of Midwifery/Midwifery Manager at the
end of March 2017. As part of the Maternity Services team, she has been involved
in providing care to women, babies and families in Dumfries and Galloway for the
past 34 years.
Active Travel Officer
Rhian Davies has recently been appointed as an Active Travel Officer. Her role is to
encourage all staff based at DGRI, Crichton Hall, The Willows and the new hospital,
to travel by foot, bike, bus, car share or any other form of active or sustainable travel.
Travelling to work or for work by foot or by bike can be a straightforward way of
getting in the recommended 30 minutes of physical activity a day. If everyone
ditched the car for just one day a week we could reduce parking and road congestion
by 20%.
Rhian is available to provide advice on walking or cycling routes or information on
bus times. If there are facilities or infrastructure improvements that would encourage
you to get out and about she can highlight these. Maybe you know a policy that
could be improved to encourage active travel as part of your work.
Rhian can be contacted on extension 36821 or 07788336211
rhian.davies@sustrans.org.uk or you can find her in Lochar North, Crichton Hall.

or

Jennifer McMillan
Jennifer McMillan recently joined the Short Stay Unit / 23 hour care as a Charge
Nurse.
Tracy Howeson
Tracy Howeson joined the Pre Assessment / Ambulatory Treatment Team as a
Charge Nurse
Amy Sellors
Amy Sellors has been appointed as the Nursing and Patient Safety Team Secretary.
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Alison Solley
Formerly Assistant General Manager for the Surgical Division in Acute and
Diagnostics, Alison has recently taken up a new role as Realistic Medicine (Clinical
Efficiency) Manager; she will be working with Dr Ewan Bell who is the Clinical Lead
for Realistic Medicine in NHS Dumfries and Galloway.

Section 3 - Current Consultations
From

Topic

Scottish Government

Smoking Outside Hospitals

Response
due by
18/01/17

Response Submitted
Scottish Government

Organ
and
Transplantation

Tissue

Donation

and 14/03/17

Scottish Government

Revised
Colorectal
Cancer
Performance Indicators Consultation

Scottish Government

Improving educational outcomes for children 28/05/17
and young people from travelling cultures

Quality 7/4/2017

Section 4 – Chief Executive and Chairman Commitments
Chief Executive’s Diary

Chairman’s Diary

Key Events

Key Events

April

April

11/12

NHS Chief Executives

18

Management Team

28

WoS RPG

May

May

9/10

NHS Chief Executives

23

Management Team

15

NHS Chairs Meeting
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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
Chair of the SI National Planning Forum - HM Membership Committee
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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DUMFRIES AND GALLOWAY NHS BOARD
Audit and Risk Committee
Minutes of the Audit and Risk Committee meeting held on Monday 19th December
2016 at 10.00 am – 1.00 pm in the New Boardroom, Crichton Hall, Bankend Road,
Dumfries, DG1 4TG.

Present
Mr R Allan
Ms L Bryce
Dr L Douglas
Ms G Stanyard
Mrs R Francis

RA
LBr
LD
GS
RF

Non-Executive Board Member (Committee Chair)
Non-Executive Board Member
Non-Executive Board Member
Non-Executive Board Member
Audit and Risk Committee Lay Member

Mr J Ace
Mr E Docherty
Mrs K Lewis
Ms J Watters
Mr P Jones
Ms J Brown
Mr L Robertson
Ms S Thompson
Ms L Bass

JA
ED
KL
JW
PJ
JBr
LR
ST
LBa

Chief Executive
Nurse Director
Director of Finance
Chief Internal Auditor
Chair/Non-Executive Board Member
External Auditor – Grant Thornton UK LLP
External Auditor – Grant Thornton UK LLP
Deputy Director of Finance
Executive Assistant to Director of Finance
(Minute Secretary)

Mrs A Solley

AS

Mr G Gault
Mr A Cameron
Mrs L Geddes

GG
AC
LG

Assistant General Manager, Acute and
Diagnostics (Item 10 only)
General Manager of ICT (Item 14 only)
Medical Director (Item 14 only)
Corporate Business Manager (Item 20 only)

GC

Non-Executive Board Member

In Attendance

Apologies
Mrs G Cardozo

The Committee Chair welcomed members to the Audit and Risk Committee meeting,
thanking other colleagues for their attendance.
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 19th September 2016
Audit and Risk Committee approved the minutes from the previous meeting
on 19th September 2016.
GS referred to Item 10 Internal Audit: Complaints Management Process and
the suggestion that the complaints procedure be incorporated into induction
training. GS queried if any progress had been made on this. ED advised that
induction training is currently being reviewed, with a number of key national
requirements being taken into consideration also; the detail is currently being
worked through.

4.

Matters Arising and Review of Actions List
KL took members through the actions from previous meetings, giving an
update on the progress made against each point.
Audit and Risk Committee noted the Actions List.

5.

Draft External Audit Plan 2016/17
JBr presented the Draft External Audit Plan for the year ending 31 March
2017 to the Committee for consideration. JBr explained that the plan outlines
how Grant Thornton will fully discharge their responsibilities as set out in the
Audit Scotland Code of Audit Practice 2016, as well as the requirements set
out in International Standards of Auditing (ISA’s) (UK and Ireland). The plan
is in draft format at present, subject to confirmation of audit fee (letter
confirming this due this week).
JBr spoke to the plan which included:
•
•
•
•
•

Grant Thornton’s approach and timelines
Materiality
Significant audit risks
Other relevant audit risks identified when planning audit
Wider scope audit – focussing on 4 areas: Financial Sustainability,
Financial Management, Governance and Transparency, Value for
Money.

RF noted that the audit would be largely substantive in nature and queried if
this was standard practice, noting that Grant Thornton have recently been
appointed as the new external auditors for NHS Dumfries and Galloway.
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JBr advised that this approach is standard within the first year; Grant Thornton
will seek to understand the internal control environment, including policies and
procedures this year, and will focus more on controls next year.
GS noted that Grant Thornton will “communicate any adverse or unexpected
findings” and queried who this would be reported to. JBr confirmed this would
be to the Deputy Director/Director of Finance in the first instance; if
necessary, it would then be reported to the Audit and Risk Committee
Chair/Audit and Risk Committee.
Audit and Risk Committee noted the report.
6.

Audit Scotland Reports Update
ST presented the Audit Scotland Reports Update paper to the Audit and Risk
Committee. The report provided a register of all reports received from Audit
Scotland in this financial year and included details of Lead Director and local
communication/discussion. Since the last meeting, three reports have been
received. These were attached as appendices and are noted below:
•
•
•

NHS in Scotland 2016
The 2015/16 audit of NHS 24: Update on management of an IT
contract
The 2015/16 audit of NHS Tayside: Finance Sustainability

JW suggested that “The National Fraud Initiative in Scotland” report (referred
to at Item 18), be added to the Audit Scotland Reports log for completeness;
agreed.
Action: ST
Audit and Risk Committee noted the report.
7.

Internal Audit Quarterly Progress Report – Audit Activity to end
November 2016
JW presented the Internal Audit Quarterly Progress Update Paper to the
Committee. Audit and Risk Committee were asked to note the report which
provided an update on progress against the 2016/17 Internal Audit Plan and
detailed key outcomes from audit work undertaken. JW highlighted the key
areas of the report which included:
•
•
•

•

An appendix showing progress against all audits in the 2016/17 plan.
To date (and since the report was issued), 5 audits have been
completed to reporting stage; 3 to debriefing stage.
A table identifying 5 final reports issued since the last committee
meeting (A/04/16 Business Continuity, A/07/16 Mobile Devices,
A/08/16 Patient Administration Systems, TS/04/17 Debtors – Accounts
Receivable, CE/02/17 – SFIs and Financial Operating Procedures).
Status of audit actions as at 1 December 2016.
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A number of questions were raised around the Business Continuity Audit
(A/04/16). LD commented that it contained 13 high risk recommendations,
however, was classed as Moderate Assurance (rather than Limited). JW
advised that a significant amount of work had been undertaken within the
Acute and Diagnostics (A&D) Directorate, which supported better assurance
levels. It was also noted that A&D have a Safety and Resilience Coordinator.
RF noted that 65 critical areas have been identified and wondered if this could
be rationalised. A number of members sought reassurance around the
systems in general. JA provided feedback from business continuity testing
and advised that the services had responded very well. JA felt that it was
more of a tidying up exercise (eg. simplification of areas, documentation).
Following discussion, it was agreed to share the Management Response to
the Business Continuity Audit (A/04/16) with Audit and Risk Committee
Members, in advance of the next Audit and Risk Committee meeting in March
2017.
Action: JW/LBa
Audit and Risk Committee noted the report.
8.

Limited Assurance Audit Report – Update December 2016
JW presented the paper and advised that no Limited Assurance audit reports
have been issued since the last Committee meeting in September 2016. The
report included updates on Limited Assurance audits that have actions
remaining (RM/01/13 Risk Management, A/03/15 CEL’s and other SG
guidance, A/06/15 Waste Management, A/06/16 Theatre Stores and Stock
Control). JW advised that positive progress has been made with the Theatre
Stores audit. In addition, 4 more responses (pending review - received last
week) have been submitted for the Waste Management audit.
Audit and Risk Committee noted the report.

9.

Internal Audit – External Quality Assessment (EQA)
JW presented the Internal Audit – EQA paper to Committee and explained
that a requirement of the Public Sector Internal Audit Standards (PSIAS) is
that audit functions must have robust quality assurance and improvement
processes in place. The standards state that audit functions should be
externally assessed at least every five years to demonstrate that they are
meeting the requirements of the audit standards.
JW explained the selection process and advised that a self-assessment
followed by independent validation by a qualified, independent reviewer
(KPMG) was carried out. An Executive Summary was provided to the
Committee as an appendix. The report determined that the Internal Audit
function conforms to PSIAS, and demonstrates several areas of good practice
and effective corporate governance. The recommendations are currently
being worked through and once these are returned to KPMG, will enable them
to issue the final report which will be brought back to Audit and Risk
Committee in March 2017. A number of comments were made as follows:
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•

•

•

LB noted the comment in the Executive Summary that the organisation
does not have an assurance map and queried progress with this piece
of work (noting this has been highlighted at a previous meeting). JA
advised that an Assurance Framework is being developed; this is
looking at Corporate Risks initially, with a view to expanding this further
once embedded. A copy of the Corporate Risk Register Assurance
Framework was appended to Item 12 (Risk Management Assurance
Quarterly Update).
LD commented that the Executive Summary made reference to KPIs
within its recommendations and queried if these will be introduced in
the future. It was confirmed that the recommendations will be
discussed in full once the final report has been received and circulated
in March 2017.
RF referred to JWs appointment as Chief Internal Auditor for the
Integrated Joint Board (IJB) and queried if this would impact on the
NHS audit plan in terms of resources/planning. JW and KL provided
reassurances around this, advising that delivery of the NHS Internal
Audit Plan would be unaffected.

Audit and Risk Committee:
•

Noted the report in relation to the External Quality Assessment (EQA)
undertaken by KPMG on the Internal Audit function and agreed to
receive the final report and full action plan at the March 2017
Committee meeting.

AS and PJ arrived at this point in the meeting.
10.

Theatre Stores and Stock Control Audit (A/06/16) Update
At a previous Audit and Risk Committee meeting, an extension date to
complete the Theatre Stores and Stock Control Audit Management Action
Plan was noted as 31st October 2016. An interim report was provided at the
meeting on 19th September 2016 and a final report presented today. AS
provided an update which included:
•

•

11 out of the 13 recommendations from the Management Action Plan
have been closed on Issue Track by internal audit. Since the report,
the action relating to the fire door has also been signed off. This
leaves one remaining action which relates to historical failures in the
Powergate system.
AS concluded by advising that all elements of the Management Action
Plan are intrinsically linked. The safety, efficiency and effectiveness of
the theatre store has been significantly improved and the system feels
robust. Spot checks have been successful and staff have worked well
together, across many departments, to support the improved system
and conclude the audit.
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Audit and Risk Committee noted the significant work undertaken and thanked
AS and her team for their commitment in delivering the Theatres Stores and
Stock Control Audit recommendations. Committee noted the report and
agreed that no further update was required.
AS left the meeting at this point.
11.

Management Update on Outstanding Actions
KL presented the Management Update on Outstanding Actions paper to the
Committee. At the Audit and Risk Committee on 19th September 2016, it was
noted that there were 27 historic outstanding actions from earlier audits
(before April 2015) that remain outstanding. Audit and Risk Committee
requested to see more detail on the older actions including an update on
progress to date. An exercise has been undertaken to follow up each action
with the relevant Director/Co-ordinator and an appendix detailing progress
was attached to the report. Key points from the report included:
•

•

•

The exercise allowed a refresh of the actions required and an
opportunity to re-engage with the process. On the whole, levels of
participation were positive, with a number of updates and closures
noted. 5 audits are now closed and 22 are pending (examples of
pending reasons include: further discussion required, pending paper
going to Committee; pending IT; pending wider operational discussion;
pending evidence being provided on Issue Track).
Leads have been encouraged to provide updates directly onto Issue
Track. Internal audit also provided guidance on what is required to
allow each action to be closed on the system. KL acknowledged the
work of LB and JW in progressing this piece of work.
The report has been reviewed by Management Team and will continue
to be presented on a regular basis. In addition, each Lead was
contacted last week requesting actions to be progressed fully. A letter
will also be issued by the CEO highlighting the importance of updating
outstanding actions.

The Committee discussed the paper with a few key points noted:
•

•

RA acknowledged the significant progress on outstanding actions over
the past few years. RA queried the processes in place for preventing
a build up of historic actions in the future. KL advised that a clear
process has always been in place and leads are taking more
ownership and concluding these more quickly in recent years.
However, it was acknowledged that it is a particularly busy period, with
many competing priorities, and this may impact on progress.
There was discussion around chasing actions, up to date information
and reassigning audits. It was noted that engagement/communication,
realistic timescales and updating Issue Track was key going forward.
Internal Audit is keen to support leads with this. RF queried the time
spent on following up outstanding actions. In terms of whether historic
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actions can be closed, JW stated that most of these will still be relevant
and we need to consider the risk if these are not completed.
Following discussion, Audit and Risk Committee:
•
•

Noted the progress report.
Agreed that the 22 outstanding historical actions should continue to be
actively progressed by leads/Directors with the aim of closing these off
on Issue Track with relevant update over the next quarter, and in
advance of the Audit and Risk Committee meeting in June 2017.
Action: KL/JW/LB

KL left at this point in the meeting.
12.

Risk Management Assurance Quarterly Update
ED presented the Risk Management Assurance Quarterly Update paper to
the Committee and highlighted the key updates, including:
•
•
•
•

•

Risk Executive Group Progress Update – Group met on 18th August
2016 (copy of minute was attached) and 5 December 2016.
Risk Appetite – Final version of the Risk Appetite Statement was
attached (approved by Board in October 2016).
Corporate Risk Register – Work has been undertaken to consolidate
the risks; number of risks has reduced from 30 to 14. A table detailing
the risks was attached as an appendix.
Assurance Framework for Corporate Risks - It was agreed to take this
initiative forward in various stages, with the initial Assurance
Framework looking only at the 14 new Corporate Risks and what
evidence would be required to provide an appropriate level of
assurance to Board Members that the risks are being appropriately
managed. This document will be developed over the next 6-12 months
to incorporate assurances required for Board and all Board
Committees. A copy was attached as an appendix.
Risk Action Plan – A plan has been developed and was attached as an
appendix.

ED advised that a significant amount of progress that has been made over the
last year in bringing the three key aspects of risk management in line with
both legislation and best practice, to enable the Board to demonstrate that
more robust and transparent processes have been established.
The Committee discussed the paper with the key points noted below:
•

LB noted that the Risk Appetite Statement will be reviewed by the Audit
and Risk Committee on an annual basis and queried how the Board
will monitor its success. ED advised that this has not been included at
this stage; this will be considered as the exercise is progressed.
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•
•

•

•

•

LD acknowledged the considerable progress that has been made with
risk over the past year; ED advised that that this had been a team
effort, with a number of colleagues involved.
LB referred to a previous Audit and Risk Committee discussion (21
March 2016) whereby it was suggested that a Chairs Group be
established to co-ordinate communication between Committee Chairs.
It was noted that this Group has still to be established; RA and PJ will
take this forward.
Action: RA/PJ
There was discussion around the assurance framework and terms of
reference, and how this feeds into the Governance Statement and
Annual Committee Assurance Statements. ST advised of ongoing
work in 2017 to enhance the statements.
JW acknowledged the work to develop the Corporate Framework and
highlighted that some adjustments may be required in terms of an
organisational-wide Assurance Framework to include where the
assurances come from and how internal audit fits within this.
There was a brief discussion around the Risk Co-ordinator vacancy.
This post has not been successfully recruited to at the current time,
however, this is being actively pursued; an update will be provided in
due course.

GG arrived at this point in the meeting.
13.

Acute Services Programme Board Risk Register – Cresswell
ST presented the Acute Services Programme Board Risk Register (Cresswell)
paper to Committee. Key points included:
•
•
•

Risk workshops are held on a bi-monthly basis, with the respective
Project Teams, to review and update all open risks and to consider any
additions or deletions.
A Risk Management paper is presented to the Acute Services
Redevelopment Programme Board for scrutiny and review on a bimonthly basis. The latest risk register was attached as an appendix.
The project has identified a number of high risks and had put in place a
number of countermeasures to seek to mitigate these risks. In
particular:
o The development of an Addendum to the original Outline
Business Case specifically to understand the commercial options
and to provide earlier engagement with Scottish Government on
the likely financial impact.
o Utilising existing workstreams associated with the New Hospital
project in particular to understand the staffing implications and
transitional arrangements.
o Developing an effective engagement process with staff, patients
and the public to build on the successful communications of the
New Hospital to adapt and use within the Cresswell Building
project.
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The Committee discussed the report with a few key points noted:
•
•

LB queried if ‘Security’ (once migration to New Hospital has taken
place) would be included in the risk register. It was noted that this will
be added.
PJ queried if simulation exercises are taking place at the New Hospital
prior to the move; JA advised that a number of test scenarios are being
undertaken. PJ also asked about testing around air quality, water etc;
JA spoke of ongoing meetings with Highwood Health re risk, water
quality, decontamination; detailed testing is being undertaken on a
regular basis.

Audit and Risk Committee noted the paper.
14.

Information Assurance Quarterly Update and ICT Security Report
GG presented the Information Assurance Quarterly Update and ICT Security
Report paper to Committee. GG spoke to the paper with key points noted
below:
•

•
•

•

•
•

The Information Assurance Committee has met once (2nd November
2016 - minutes were attached as appendix) since the last Audit and
Risk Committee. GS noted that Angus Cameron (SIRO – Senior
Information Risk Officer) was not in attendance at the last meeting and
queried if this was a risk; GG confirmed that the SIRO was a new role
and training has been undertaken around this; Angus will be attending
future meetings.
A progress report on internal audit reports (2016 A-07-16 Mobile
Devices and 2016 A-08-16 Patient Administration Systems) was
provided.
Audit and Risk Committee previously requested an update on the
review of mobile devices. A copy of the paper presented to Information
Assurance Committee was attached as an appendix. A Remote
Devices Audit Action Plan was also circulated to Committee Members
last week to accompany this paper. GG advised that the outcome of
the action plan will feed into the Internal Audit process.
An update was provided on progress towards achieving and
maintaining compliance with the PRSA (Public Records (Scotland) Act
2011). Attention is now focussing on the business continuity plans and
vital records.
An update was provided on progress against achieving compliance
with the Information Security Framework. A separate report on ICT
Security paper was attached as an appendix.
An update on breaches of security was provided.

RA commented that it would be beneficial to see clearer lines of assurance
around Information Assurance (and reporting through the Information
Assurance Committee). RA suggested that a front sheet outlining where we
seek and gain assurances be included in future reports.
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Prior to moving on to the ICT Security section, Audit and Risk Committee
agreed that:
•
•

An Assurance Framework should be included within the Information
Assurance report going forward.
The Mobile Devices audit should remain as a standing item on the
Information Assurance Update report until all actions are concluded.
Action: GG

AC arrived at this point in the meeting.
GG provided a presentation to Committee on the Information Communication
Technology Security Update paper. As part of the requirements of the Data
Protection Act (1998) and the National Security Policy Framework (DL2015/17),
the responsibility of the organisation is to ensure all information is held safely
and protected from internal and external threats. During 2016, with the
increase in reported Cyber-Attacks on high profile organisations (including
Health), the ICT Department has undertaken a significant review of all aspects
of ICT security both internally and through the use of a number of external
expert audit and review groups. This has resulted in a large volume of new
work being developed to address recommendations for improvements to our
existing protection regime. The paper summarised the approach, the monitoring
and the ongoing action plan for improvements.
The presentation focussed on:
•
•
•
•

•

Digital Working in Dumfries and Galloway - A breakdown of digitally
processed transactions in 2015/2016 was provided.
The Network - A breakdown of networks and buildings within NHS
Dumfries and Galloway Board was provided.
Benchmarking - A table explaining a NHS Dumfries and Galloway
benchmarking self assessment exercise was provided.
Five Key Questions – The follow questions have been asked for both
the hospital and GP domains. Full responses were attached in the
paper.
o Are our Passwords safe and effectively managed as per industry
good practice?
o Are our Laptops and other Mobile devices secure and effectively
managed?
o Are our data stores safe and secure and are they protected from
loss or damage?
o Are our Users protected from active and passive attacks from
viruses, malware and unsafe browsing?
o Are all appropriate security measures in place to minimise
unauthorised access to our secure networks?
Work Plan and Monitoring – GG talked through various initiatives in
place to address the above and how this will be monitored going
forward.
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•

National challenges were also highlighted including ATOS Out of Date
Software, SWAN National Network security Issues and Microsoft End
of Life Software.

Audit and Risk Committee noted the report.
GG, AC and PJ left at this point in the meeting.
15.

Compliance with Standing Financial Instructions (SFIs) update
ST presented the Compliance with SFIs update paper to the Audit and Risk
Committee. The report included:
•
•
•

The tendering report, advising that no tenders have been received or
awarded since the last meeting.
A table detailing the waivers that have been approved since the last
meeting of the Audit and Risk Committee.
A copy of the final report for the internal audit Financial Controls –
Standing Financial Instructions and Financial Operating Procedures
(CE-02-17).

ST explained that one of the waivers which has been signed off is for the nonclinical waste collection services. This is for a large value circa £480k over
the term of the agreement and was therefore being highlighted individually
within the paper. It was noted this was time limited. The Director of Finance
and Chief Executive have agreed to a waiver and further explanation to the
waiver was included as an appendix. RF queried if an OJEU (Official Journal
of the European Community) tender was considered for this work. JA
provided more detail around this in terms of working arrangements/relations
with Dumfries and Galloway Council, best value, and a move towards
shared/common services. This temporary solution was deemed appropriate at
the current time; this will be monitored going forward.
RF noted that there have been a number of waivers for the Joint Fibre project
and queried who was on the Fibre Procurement Board; ST provided this
information. RF queried if there were any risks around related parties. There
was a brief discussion around this in terms of recording declarations of
interests and noting interested parties at meetings such as Joint Fibre,
Cresswell etc, and also in terms of including a section within the SFI waiver
form. ST agreed to explore this further.
Action: ST
Further explanation was provided by JA and ED around the Mental Health
Directorate SFI for bespoke specialist training programme on clinical risk
assessment.
Audit and Risk Committee noted the report.
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16.

Annual Accounts Preparation Update
ST presented the Annual Accounts Preparation Update paper to Committee.
Key points from the paper included:
•

•
•
•

The format for the 2016/17 Annual Accounts has not yet been issued,
however, it is unlikely to be significantly different to that in previous
years with the following three key sections - The Performance Report,
The Accountability Report, The Financial Statements.
An update on the Governance and Control Framework audit (A-01-17),
which was attached as an appendix.
Learning from 2015/16 and what is required for 2016/17.
Draft timetable for the Annual Accounts.

ST encouraged feedback on what worked well last year.
discussed a number of areas with the following noted:
•

The Committee

Members felt it was useful to receive information (for review)
electronically, in advance of the March Audit and Risk Committee
meeting.
Members felt the Annual Accounts workshop and quick guides were
helpful. There was a suggestion that a review of the governance
assurances should be included within a session.
Some Members felt that there was a lot of information to review and
there was a suggestion that the workshop could be held earlier or
perhaps 2 workshops held.

•
•

ST will consider the points made and feed this into the planning programme.
Action: ST
Audit and Risk Committee:
•

17.

Noted the progress on the key assurances required to deliver the
annual accounts.

Fraud Quarterly Update
JW presented the Fraud Quarterly Update paper to the Committee and
provided an overview:
•
•

NHS Dumfries and Galloway has a Fraud Policy and Fraud Action Plan
in place which highlights our aim to deter fraud and corruption within
the Board. This was last reviewed in March 2016.
Each year the Fraud Liaison Officer and other Board representatives
meet with colleagues from Counter Fraud Services (CFS) to agree a
proactive plan of work to take forward. This year’s meeting took place
on 11 November 2016. A number of specific areas were highlighted
including CFS end of year reporting (2015/16 report was attached as

MANAGEMENT IN CONFIDENCE
Page 12 of 14

•
•
•

an appendix), procurement fraud, national fraud events, CFS Work
plan 2016/17, Fraud e-Learning.
Referrals and live cases - There have been a number of discussions
with CFS following on from issues raised by staff, which have resulted
6 referrals.
There have been three CFS intelligence alerts since the last Audit and
Risk Committee meeting. The details of these and previous alerts were
detailed in the report and appendices attached.
An update on the National Fraud Initiative (see agenda item 18).

Audit and Risk Committee noted the report.
KL returned to the meeting at this point.
18.

National Fraud Initiative (NFI) Annual Update
JW presented the National Fraud Initiative (NFI) Annual Update paper to the
Committee. Key points highlighted included:
•

•
•

The National Fraud Initiative (NFI) is a data matching exercise led by
the Audit Commission and coordinated in Scotland by Audit Scotland.
NHS Dumfries and Galloway are participating in the 2016/17 exercise
and steps have been taken to ensure we are compliant with Audit
Scotland guidance.
Due to the resource required for this exercise, a wider support network
has been established with Payroll, Creditors and Workforce colleagues
to ensure that we can respond appropriately to the data matches.
The paper provided background information on planning, data
protection and privacy notices, data submission, access to information,
data matches and Audit Scotland NFI Self Assessment Checklist.

The Committee agreed to complete the Self Assessment Checklist at the
meeting; the following answers were agreed:
•
•
•

Q1,2,4,6,7,8 – Yes
Q3 – Partly (work in progress)
Q5 – n/a

Audit and Risk Committee noted the report.
19.

Financial Reporting Quarterly Update
ST presented the Financial Reporting Quarterly Update paper to the
Committee. The paper covered the following key areas:
•
•

Annual Account Preparation.
Technical bulletin summary. It was noted that no updates were
provided within the Health section, however a section was included on
Fraud and Irregularities, details of which were noted in the paper.
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•
•
•

Information on losses and special payments.
Review of cash handling process in relation to specific event.
Banking Arrangements and authorisation of BACs payments.

Audit and Risk Committee:
•
•

20.

Noted the updates.
Approved the updating of bank mandates to reflect a name change to a
signatory.

Best Practice Guide for Board and Board Committee Administration
LG presented the Best Practice Guide for Board and Board Committee
Administration paper to Committee. The Committee were asked to review the
information and agree the best practice for implementation by Board and all
governance committees. Various templates were included the paper as
appendices. LG advised that the paper sets out a best practice guide to give
clarity around the format of a formal minute, how members should be referred
to within the minute and also looks at development areas within the overall
administrative process for Board and Board Committees going forward. The
paper covered:
•
•
•
•
•
•

Formal minute requirements
Best practice processes
Identification of Board Members
Any Other Business
Agenda setting matrix
Comments from consultation

The Committee recognised the considerable amount of work that had been
put into this paper and thanked LG for her input.
A couple of
recommendations were made:
•
•

The general principals and format be adopted in other Committees that
report to the main Board Committees eg. Information Governance
Committee.
Actions Lists are consistent throughout Committees and contain live
actions only.

The Audit and Risk Committee agreed the best practice paper for
implementation by Board and all governance committees.
21.

Date and Time of the Next Meeting
The next meeting of the Audit and Risk Committee will be held on 20th March
2017 at 10.00 am to 1.00 pm in the New Boardroom, Crichton Hall, Dumfries.
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Agenda Item 22

DUMFRIES AND GALLOWAY NHS BOARD
Performance Committee
Minutes of the Performance Committee meeting held on 7th November 2016 at 10.00
am in the New Boardroom, Crichton Hall, Dumfries.
Present
Mr P N Jones
Mrs K Lewis
Mr R Allan
Ms L Bryce
Mrs G Cardozo
Mrs M Cossar
Dr L Douglas
Mrs J White

Chairman of the Board (Chair of Committee)
Director of Finance
Non-Executive Board Member
Non-Executive Board Member
Non-Executive Board Member
Non-Executive Board Member
Non-Executive Board Member
Chief Operating Officer

Apologies
Mr J Ace
Mrs P Halliday

Chief Executive
Non-Executive Board Member

In Attendance
Mr J Beattie
Dr A Cameron
Mr E Docherty
Ms V Freeman
Mr R Nicholson
Ms C Sharp
Ms G Stanyard
Mr G Stewart
Ms L Bass
Mr G Noakes

1.

Non-Executive Board Member
Medical Director
Nurse Director
Head of Strategic Planning
Non-Executive Board Member
Workforce Director
Non-Executive Board Member
Deputy Director of Finance
Executive Assistant to Director of Finance (Minute Secretary)
Senior Health Intelligence Analyst (Item 5 only)

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. It was noted
that no declarations of interest were put forward at this time.
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3.

Minutes of meeting held 5th September 2016
The Performance Committee agreed the minute taken at the previous meeting
on 5th September 2016.

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.

5.

Health and Social Care Partnership - Performance Management
Quarterly Report - Q1: 3 months to 30th June 2016
Vicky Freeman (Head of Strategic Planning) and George Noakes (Senior
Health Intelligence Analyst) presented the report. It was noted that this is the
first Performance Report for the Health and Social Care Partnership. The
report was submitted to the Integration Joint Board (IJB) on 22 September
2016 and the IJB Performance and Finance Committee on 4th November
2016. It was confirmed that the IJB has overall responsibility to act upon the
information and recommendations within Performance Reports. Performance
Reports will be of interest to the Health Board and the Local Authority in
monitoring the success of the arrangements that they have put in place for
integrated Health and Social Care.
George Noakes provided a presentation to Committee. It was explained that
there are 3 phases – Phase 1: Performance Management reporting, Phase 2:
Quality Improvement and Phase 3: Maintain and Sustain. The Performance
Report has 4 themes - Clinical and Care Governance, Quality, Stakeholder
Experience and Finance and Resources. An overview of work around Phase
1 was provided, including information on:
•
•
•
•
•
•

Principles and Dumfries & Galloway’s approach
Performance Information Flow and Management Reporting Structure
Reporting Template
National Outcomes
Locally Agreed Indicators and Area Committee Reports
Annual Report – noted that this needs to be published by 31 July 2017

The Committee thanked George and Vicky for the useful presentation. A
discussion took place on a number of areas with the key points noted below:
•

The various roles within the reporting structure were discussed and
clarified, noting that decision making lies with the IJB. The roles of
NHS Board and Council were viewed as one of scrutiny, particularly in
terms of the Annual Report.
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•

•

•
•

Area Committee involvement and expectations was highlighted. The
Chief Operating Officer explained that the role of Area Committee is to
scrutinise the locality’s performance against the local plan and
feedback recommendations to the IJB. Area Committee feedback was
vital to the process, however, the IJB has overall responsible for
decision making. Clear governance and communication around roles,
controls and accountability was key going forward.
The Medical Director commented on a number of areas including
outcome measures, quality of care and the division of resources within
localities.
Vicky advised of work around national reviews and
development of measures. The Chief Operating Officer confirmed that
clinical concerns/issues will be fedback via the IJB Clinical Care and
Governance Committee.
There was brief discussion on the statistics within the report around
care at home, caring roles and input from carers around the Strategic
Plan.
It was noted that the Q1 paper had been presented to a number of
Committees and it was acknowledged that a balance needed to be
maintained in terms of possible over reporting.

In conclusion, the Performance Committee supported the new approach and
reporting structure for Performance Reporting, and noted the contents of the
Q1 report.
6.

Financial Performance Update – 6 months to 30th September 2016
The Director of Finance presented the Financial Performance Update – 6
months to 30th September 2016 paper to Committee. The key points from
the paper included:
•

•

•
•

Cash Releasing Efficiency Schemes (CRES) have been identified in
full in-year as part of the month 6 review. However, a significant
proportion of this has been identified on a non-recurring basis. In total,
there remains a £4.97m recurring gap on efficiency plans.
The YTD position of £124k underspend, is £1.3m more favourable than
the original trajectory as submitted in the Local Delivery Plan (LDP) to
the Scottish Government, which forecast an adverse month 6
cumulative position of £1.25m.
Budget scrutiny meetings are held regularly and midyear reviews have
taken place; we are still on track for forecasting a breakeven position at
the year end.
The Revenue Resource Limit (RRL) and Capital Resource Limit (CRL)
have been agreed and notified to us by the Scottish Government, with
allocations of £311.5m confirmed and a further £5.26m outstanding.
The main anticipated allocation still outstanding relates to the New
Medicines Fund (NMF), which has yet to be confirmed.
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•

Key risks were highlighted around a number of areas including
confirmation of funds from the NMF, medical locum expenditure,
prescribing costs, and the potential impact of winter.

The Committee discussed the report with the following noted:
•

•

•

•

•

•

•

A Non-Executive Board Member queried the Mental Health Directorate
underspend. The Director of Finance advised that this mainly related
to staffing budgets, noting that the Directorate has undergone
significant service change over the past few years resulting in transition
of staff.
A Non-Executive Board Member queried monies reclaimed for
treatment of EU citizens and foreign patients. The Director of Finance
advised of systems in place to reclaim funds; Director of Finance will
confirm details to the Non-Executive Board Member directly.
A reduction in GP prescribing costs was noted, with the Medical
Director recalling the decision around managed repeat prescriptions
and potential impact. The Medical Director spoke about ongoing work
within Acute Prescribing looking at biosimilars and potential future
savings.
Clarity was sought around the Exceptional Referral Panel (ERP) and
referrals to other regions for specialist work, as highlighted in the
paper. The Director of Finance and Medical Director provided
background on the processes in place for this and recent activity
relating to a specific case.
A Non-Executive Board Member noted that Medical Locum spend is
£240k above expectations and queried if further pressures are
predicated. The Deputy Director of Finance advised that this is due to
increased expenditure across a number of specialties relating to a
delay in recruitment to permanent positions, higher than previously
expected maternity leave, and pressures around out of hours/on call
requirements.
A Non-Executive Board Member referred to the recent Audit Scotland
report and high costs relating to over the counter products. There was
discussion as to whether savings could be made around these, with a
number of views expressed. The Director of Finance highlighted
ongoing work with the national Effective Prescribing Board and a need
to consider all possible efficiency savings in the future.
A few members queried retention, the move to the new hospital, and
the possible impact on future staffing. This led to a discussion around
workforce planning, training and recruitment. The Workforce Director
advised that a Workforce event will be taking place on 13 December
2016 to address some of these issues, but added that there was a
broader spectrum of challenges on both a national and local level that
needed to be addressed. A long term integrated approach needs to
considered going forward.

Performance Committee noted the report.
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7.

Draft Financial Plan 2017/18
The Director of Finance presented the Draft Financial Plan 2017/18 paper to
Performance Committee, advising that the initial draft requires considerable
further work before a balanced position can be brought to Board for approval.
Specifically, further development of CRES, review of cost pressures and the
impact of the new hospital development to close the financial gap for 2017/18.
The Director of Finance felt it was important to bring a draft plan to Committee
at an early stage to highlight the likely scale of efficiencies required in
2017/18. Significant savings are required to be identified and we will need to
look at sustainable solutions moving forward. A more detailed update will be
presented to the Performance Committee on 30 January 2017, once financial
settlements have been confirmed by the Scottish Government.
The Director of Finance highlighted the key points from the paper which
included:
•

The NHS Dumfries & Galloway draft plan for 2017/18 indicates the
need to deliver efficiency savings of around £19.173m to support the
delivery of a balanced Financial Plan. This equates to a 6.8% target
against our baseline allocation position. This appears to be consistent
with national estimates. The current Financial Plan shows a recurring
gap on savings brought forward from 2016/17 of £5.15m, which has
been rolled into this requirement.

•

Key risks/challenges were highlighted:
• The NMF is unlikely to continue in its current form beyond this
financial year. This could impact on how we fund prescribing in
the future.
• Work is ongoing to assess the expected inflationary and other
cost pressure impacts for 2017/18. For example, pay uplifts,
impact of living wage, apprenticeship levy, rates revaluation,
drugs pressures (secondary and primary care), medical locum
costs and New Hospital double running and transition costs.

•

The timetable for the development of the NHS budgets was
highlighted. The Scottish spending review will confirm NHS and
Council settlements mid December 2016. Once confirmed, the
Director of Finance will develop the draft plan further to ensure
estimates are robust to inform discussions at the Performance
Committee meeting on 30 January 2017.

The Committee discussed the paper with the key points noted as follows:
•

The challenges of budget setting across the nation were recognised. A
Non-Executive Board Member queried the communication strategy with
the public to make them aware of the financial situation. The
Committee recognised the fine balance of raising awareness of the
challenges ahead whilst providing reassurance on service provision.
The difficult decisions framework will be a crucial part moving forward.
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It was also recognised that a communication strategy can only be
devised once the settlements are known and robust figures are
available.
•

A discussion continued around the need to engage with the public,
totality of budgets (NHS and Council), communications support,
realistic medicine, public perception and the need for an open and
transparent dialogue.

Performance Committee noted the report.
8.

Locums Tender
Graham Stewart (Deputy Director of Finance) presented the Locums Tender
paper to Committee. The Performance Committee was asked to approve the
preferred option highlighted to allow NHS Dumfries and Galloway to enter into
the West of Scotland Temporary Medical Locums Managed Service Contract
as a named participant with the Neutral Vendor, Retinue and to use the full
service including Direct Engagement for those contractors where tax
compliance is assured.
Graham Stewart explained that the proposal supports the reduction of cost of
medical locum usage across the organisation and is in line with the national
drive to reduce agency costs. The paper provided detailed information on the
background, implications, risks and national context, with the following key
points noted:
•
•

•
•
•

The preferred supplier is a neutral vendor (ie. they do not own their
own locum agency so source from others) and also provides a vetting
service for direct engagement.
The vendor will be responsible for undertaking a range of checks into
suitability of locums and tax compliance. This will include ensuring
statutory and clinical requirements are met and associated
documentation is in place.
If the service is successful, this should result in cash releasing savings
for the organisation. Potential net savings for D&G are estimated at
£1.3m per annum.
A comprehensive contract has been devised, details of which were
attached as an appendix. This allows both flexibility and accountability.
Participating Health Boards are:
o NHS Greater Glasgow and Clyde
o NHS Ayrshire and Arran
o NHS Dumfries and Galloway
o NHS Lanarkshire
o NHS Forth Valley

Ronnie Nicholson left the meeting at this point.
The Performance Committee:
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•

9.

Supported the proposal and approved the preferred option to allow
NHS Dumfries and Galloway to enter into the West of Scotland
Temporary Medical Locums Managed Service Contract as a named
participant with the Neutral Vendor (Retinue) and to use the full service
including Direct Engagement for those contractors where tax
compliance is assured.

New Hospital Project Update
The Chief Operating Officer presented the New Hospital Project update paper
and was keen to highlight the extent of work being undertaken to support the
transition to the New Hospital.
a. Update on the New Hospital Project
The Chief Operating Officer highlighted some key points from the paper
including:
•
•

•

•
•

Programme has only 44 weeks to run.
The Board has commenced its procurement processes for other major
equipment (Group 2b - eg. MRI, Imaging). The Board is being assisted
by Health Facilities Scotland to assist with specification and ordering
processes.
Commissioning and migration planning continues. It is anticipated that
the migration period will last approximately 5 days and take place at
end November/beginning of December 2017. A tabletop exercise to
explore the interdependencies and complexities of the move has been
arranged for November 2016.
A communications plan is in development and will be shared with the
Board in due course.
Communication has recently been received via Highwood Health from
Laing O’Rourke, highlighting a potential slight delay in the completion
date. Further evidence is being sought around this and it is not
envisaged to be of concern at the current time.

b. Update on the Change Programme
The Chief Operating Officer highlighted some key points from the paper
including:
•
•

The Acute Rehab Working Group continues to develop the proposal to
deliver 14 beds mixed stroke and rehabilitation in the Acute Hospital
and step-down beds in Lochmaben Hospital.
A target date of November 2016 was set for all staff to know which post
they will move to in the New Hospital. At this time, we are confident
that all the groups which remain outstanding will have commenced the
relevant workforce and transition process by the end of November.
The Chief Operating Officer acknowledged the hard work of the
workforce and transition team, and staff side in moving this forward.
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The Performance Committee noted the paper.

10.

Redevelopment of Cresswell Building Project
The Director of Finance presented the Redevelopment of Cresswell Building
Project update paper. The Director of Finance highlighted the key points from
the paper, which included:
•
•
•
•
•

•
•

The project consists of three main workstreams – Commercial,
Technical and Clinical.
A Project Initiation Document is being developed and there is ongoing
work to conclude clinical briefs and a schedule of accommodation.
An options appraisal will be considered at the end of November 2016.
This will include both quantative and qualitative assessment.
Commercial Sub-Group activities associated with the existing Private
Finance Initiative (PFI) contract continue, alongside due diligence
checks.
It has been agreed with the Scottish Government that an Outline
Business Case (OBC) addendum to the Acute Services
Redevelopment Programme (ASRP) OBC will be prepared and this will
require NHS Board sign off. This will be presented to the ASRP on 25th
January 2017 and the NHS main Board on 6th February 2017, with a
view to being presented to the Capital Investment Group in March
2017.
Work on the Risk Register is progressing and this will be presented to
the Audit and Risk Committee on 19 December 2016.
Discussions are ongoing with the Council re the possibility of utilising
space within the DG1 facility.

Performance Committee noted the paper.
11.

Royal Hospital for Sick Children Reprovision Update
Graham Stewart presented the Royal Hospital for Sick Children Reprovision
Update paper. The purpose of the report was to brief the Performance
Committee on progress towards the reprovision of Children’s Services and
Neurosciences within NHS Lothian and to provide an update on the likely
revenue impact on a regional basis. This updated the initial report presented
to the NHS Board in February 2012 and subsequent Board approval at its
meeting in June 2014 (copies of these were included as appendices).
The Performance Committee were asked to note:
•

The likely impact of delays to construction work upon the timescales for
transfer of services to the new facilities and the phasing of associated
revenue expenditure.
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•
•
•
•

That there will be no revenue charge to regional partners in 2016/17.
The amended phasing profile for 2017/18 and related board shares, for
inclusion in Board financial plans, and that a further revision will be
available by December 2016.
That further work is ongoing to finalise recurring costs and that board
shares will remain subject to annual review based on updates to the East
Coast Costing Model.
The non-recurring revenue costs associated with commissioning, transfer
of services and decommissioning of existing sites have not yet been
evaluated and that the figure included within (£3.5m) is therefore subject
to revision.

The proposed revisions to the timescales and the revisions in the model
indicates that the recurring revenue increase is only marginally different from
the Board approved figures previously (£407k as compared to £401k).
Performance Committee noted the report.
12.

Moffat GP Services Update
The Medical Director presented the Moffat GP Services Update paper to
Committee. The paper described a number of changes that are being
progressed in order to ensure the sustainable provision of General Practice
(GP) services in the Moffat area, including an area which is in South
Lanarkshire. The Medical Director explained that the driver behind these
changes is the challenge around GP recruitment and retention, particularly in
rural areas.
The paper provided detailed information on the background (local and
national), staffing, the practice area, activity information, engagement with key
stakeholders and patients, dispensing and prescriptions, and consideration of
options. It was noted a paper will be submitted to the IJB at the end of
November 2016 for consideration and approval. Performance Committee was
asked to note and review the contents of the paper.
The Medical Director highlighted the key points from the paper:
•

There are two GP practices based in Moffat:
o High Street Moffat provides services to 2965 patients, 659 of whom
reside in Lanarkshire. It also provides services at 3 branch
surgeries - at Wanlockhead, (which is in Dumfries and Galloway)
and Leadhills and Crawford (both in Lanarkshire).
o The other Moffat Practice is Church Place, which provides services
to 2,601 patients.

•

Various recruitment issues in relation to the High Street Moffat service
were highlighted; the Board took over the running of the practice in Oct
2016. It is anticipated that 2 GPs will take over the practice shortly,
however, a number of concerns have been raised by them. The Board
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have been asked to address these to make the practice sustainable in the
long term.
•

The Medical Director highlighted meetings that have taken place and the
options appraisal that has been undertaken. A number of factors have
been considered including distances, travel times, population clusters, car
ownership or access, demographics and premises. It was concluded that
the best service arrangement would be one that developed a balance
between attractive working condition for the staff and good access for
patients. In summary, the recommendations are that:
o Branch surgery services will continue from the Leadhills branch
surgery two days per week.
o No branch surgeries will be provided from Wanlockhead
Community Centre or Crawford.

Performance Committee discussed the paper with the key points noted below:
•

•

•

The practice area, mileage, geographic boundaries and transport issues
were discussed at length. The Committee recognised potential transport
issues and felt that some support around this could be provided on a
temporary basis.
Clarity was requested around the historical background of providing
services to South Lanarkshire, with the Medical Director advising that
patient locality was the key driver rather than health board/geographical
boundaries.
There was discussion around the engagement process that has taken
place, noting that a letter about the proposals has been sent to patients
and they have been encouraged to return questionnaires describing their
views on the change. A Non-Executive Board Member commented that a
question around impact assessment would have been beneficial. There
was also a query around Third Sector consultation; it was noted that
discussions have been held with the Third Sector around transport issues.

Following discussion, the Performance Committee:
•

13.

Supported the recommendations in the paper around the changes to
Moffat GP practice provision, with the proviso that the transport support is
provided.

Audit Scotland Report – NHS in Scotland 2016
The Director of Finance presented the Audit Scotland Report – NHS in
Scotland 2016 paper to Committee, which was published on 27th October
2016. There was a brief discussion around the contents of the report, the
need for open and transparent communications and the difficulties faced by all
Health Boards across Scotland.
The Performance Committee noted the report.
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14.

AOCB
It was noted that this was Moira Cossar’ last Performance Committee as she
will be stepping down from her role as Chair of the Area Clinical Forum and
Non-Executive Board Member in December 2016. The Chairman thanked
Moira for her contribution to the Committee over the past few years.

15.

Draft Performance Committee Agenda – 30th January 2017
Committee members noted the draft Performance Committee Agenda for 30th
January 2017.

16.

Date and time of next meeting
The next Performance Committee meeting will be held on 30th January 2017
at 10am – 1pm in the New Boardroom, Crichton Hall, Dumfries.
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Agenda Item 22

DUMFRIES AND GALLOWAY NHS BOARD
Performance Committee
Minutes of the Performance Committee meeting held on 30th January 2017 at 10.00
am in the New Boardroom, Crichton Hall, Dumfries.
Present
Mrs P Halliday
Mr J Ace
Mrs K Lewis
Mr R Allan
Ms L Bryce
Mrs G Cardozo
Dr L Douglas
Mrs J White

PH
JA
KL
RA
LB
GC
LD
JW

Vice-Chair of the Board (Chair of Committee)
Chief Executive
Director of Finance
Non-Executive Board Member
Non-Executive Board Member
Non-Executive Board Member
Non-Executive Board Member
Chief Operating Officer

PNJ
AC
AC
LC
MM
RN
CS

Chairman of the Board
Medical Director
Joint Interim Director of Public Health
Non-Executive Board Member
Joint Interim Director of Public Health
Non-Executive Board Member
Workforce Director

JB
ED
VF
GS
GSt
LBa

Non-Executive Board Member
Nurse Director
Head of Strategic Planning
Non-Executive Board Member
Deputy Director of Finance (items 1-6 only)
Executive Assistant to Director of Finance
(Minute Secretary)

Apologies
Mr P N Jones
Dr A Cameron
Dr A Carnon
Ms L Carr
Ms M McCoy
Mr R Nicholson
Ms C Sharp
In Attendance
Mr J Beattie
Mr E Docherty
Ms V Freeman
Ms G Stanyard
Mr G Stewart
Ms L Bass

The Chair welcomed members to the meeting. PH was chairing today’s meeting in
the absence of the Chair of the Committee, PNJ.
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. It was noted
that no declarations of interest were put forward at this time.
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3.

Minutes of meeting held 7th November 2016
The Performance Committee agreed the minute taken at the previous meeting
on 7th November 2016.

4.

Matters Arising and Review of Actions List
KL took Committee members through the Actions List from previous
meetings, highlighting the progress that had been made in relation to the
outstanding actions. In terms of the action around the Volunteering Strategy,
it was noted that this work is underway and a report will be presented to the
May or July Performance Committee.

5.

Draft Capital Plan 2017/18 to 2021/22
KL presented the Draft Capital Plan 2017/18 to 2021/22 paper to Committee,
advising that the Board has a statutory financial target to deliver a breakeven
position against its Capital Resource Limit (CRL) and a requirement to submit
a draft Local Delivery Plan to Scottish Government. The Board’s 5 year
Capital and Revenue Plans form part of this submission and this is required to
be submitted in draft by 28th February 2017 and finalised by 31st March
2017.
The paper provided the first draft of the capital element of the Financial Plan
and comprises of known Board commitments, such as the Acute Services
Redevelopment Project (ASRP) and the Board’s rolling replacement and
development programme supported by formula allocation. An appendix was
included which provided a breakdown of anticipated allocations and
anticipated expenditure over the next 5 years. The paper provided an update
on the following:
•
•
•
•

Anticipated Sources – Formula allocation, Receipts, NPD Enabling
Funding, 2016/17 Virement, Project Specific Allocations,
Capital/Revenue Virements.
Anticipated Application – Replacement Programme, Development
Programme, ASRP, Clinical Change, Health and Social Care
Integration.
Anticipated Receipts.
Risk Assessment.

KL highlighted some of the key areas within the paper, including:
Overview
•

The 2017/18 formula allocation has yet to be notified to the Board
therefore a formula allocation of £3.475m has been assumed for all 5
years based on the 2016/17 allocation.
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•

There is very little flexibility within the 2017/18 Capital Plan. The Scottish
Government Health and Social Care Directorate (SGHSCD) continue to
highlight that there will be minimal scope to accommodate any further
expenditure pressures in 2017/18. The Board will be required to deliver
the overall Capital Plan within the resources set out in the paper.

ASRP
•
•

NPD enabling funding supports the capital costs identified and approved
as part of the Full Business Case for the ASRP. Funding of £82.1m is
anticipated over the 5 year period.
The Acute Services Redevelopment Project has budget approval for a
number of capital costs which are not covered by the NPD funding model.
This has included the cost of land acquisition, onsite enabling works, off
site enabling works to Cresswell, as well as equipping costs. The majority
of the budget in 2017/18 is for the equipping part of the project.

Equipment
•

Given that the priority in 2017/18 is the commissioning of the New
Hospital, it is envisaged that the majority of equipment replacements will
be processed through the specific equipping budget allocated as part of
the project and therefore the requirement for equipment replacements will
be minimal. It is therefore planned that for 2017/18, all remaining
replacement equipment needs will be dealt with through the contingency
process.

Clinical Change Programme
•

A notional amount has been set aside to take forward the Clinical Change
Programme. Any identification of potential capital requirements will need
to be progressed as business cases and dialogue with the Scottish
Government around securing capital support for these developments. At
this time, this budget is not approved and is for indicative purposes only.

Cresswell
•

The OBC addendum for the Cresswell Building Project is currently due to
be presented to the Scottish Government Capital Investment Group in
March 2017. A full business case will follow in early 2018 which will allow
the release of the £13.989m funding ringfenced within the original
business case. A further FBC will be required to release the £7.6m of
funding for existing site costs which is linked to the overall Board property
strategy in relation to the existing DGRI site. This sum includes funding for
an energy centre, redirection of site services and demolition costs.

KL added that a national review is currently taking place around capital, and a
major refresh is expected in the coming years. Work will continue with
colleagues locally and within SGHSCD to review and refine the values and
profile of both allocations and expenditure, specifically in relation to the ASRP.
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The Committee reviewed the paper and a number of points were raised:
•

PH noted that no internal revenue to capital virement has been
assumed in the draft 5 year plan, however, if non-recurring revenue
flexibility becomes available, this could be prioritised in-year to support
the Property Strategy and wider capital programme. PH queried if a
capital to revenue had been undertaken previously. KL explained that
as a Board, we had only considered this against specific project
proposals.

•

LD referred to the DGRI backlog maintenance and sought assurances
should an emergency/unexpected situation arise. KL confirmed that
provision has been made in current plans but much of this will be
mitigated when the New Hospital opens.

•

PH asked for further explanation around the section that advised any
non-recurring flexibility identified in-year can potentially be prioritised to
accelerate the Capital Plan, where appropriate, however, timing can
prove challenging with this. KL explained that should any in-year
slippage or flexibility in 2017/18 arise, this could be used to support
other priorities in the capital programme.

•

GC noted that the Capital budget does not sit under the new Integrated
Joint Board (IJB) but that both the IJB and Locality Teams should have
appropriate access to capital resources. GC asked for further clarity
around this. KL and JW advised that the overall budget responsibility
sits with the NHS; the IJB cannot approve builds and doesn’t hold any
capital assets. There was a general discussion around some specific
project cases, community hospitals, backlog maintenance, capital
revenue, property strategies, clinical developments and partnerships.

•

JA highlighted ongoing national discussions around shared/centralised
services, noting this could potentially impact on formula allocations in
the future.

•

JA commented that consideration will need to be given to the future
replacement of equipment at the New Hospital (given that the majority
of equipment is being transferred over from DGRI, rather than being
purchased new). This will have an impact on the equipment
replacement budget in 7-10 years time.

Performance Committee noted the Draft Capital Plan and recognised that the
values and profiling of the plan will continue to be refined until the LDP
submission. A further update of the submitted LDP position will be presented
to Board in due course.
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6.

Draft Financial Plan 2017/18
KL presented the Draft Financial Plan 2017/18 paper to Performance
Committee. Dumfries and Galloway Health Board is required to prepare a
revenue Financial Plan for 2017/18 as part of the Board’s LDP. The paper
summarised the work to date on the 2017/18 position and the likely level of
efficiencies required to deliver financial breakeven position. To explain this
further, KL provided a presentation to Committee.
The presentation
highlighted the following areas:
•
•
•
•
•

Scottish Government Draft Budget 2017/18
NHS Dumfries and Galloway Impact
CRES planning update
Update on clinical efficiency/prescribing work
Next steps

For the purpose of the minutes, key points from the presentation, paper and
discussion have been recorded within the headings below.
National position
•

•

•

KL provided information on the Revenue Outturn Position for
NHSScotland for Month 7 2016/17 and NHSScotland Underlying
Position (Percentage of Baseline Funding) Forecast at Month 7. The
Committee noted the unprecedented deficit forecast (172.5m) on the
graph for year end 2016/17 which demonstrated the considerable
challenges faced by all Boards at the current time.
A graph displaying the Real Terms Annual Charge in Dept of Health
and NHS England spend from 2015 to 2021 was provided. This
demonstrated further reductions in uplifts over the next 2 years
(2018/19 and 2019/20). It was noted that work is required on a 3 year
Financial Plan, however, until the scale of future uplifts is clearer, the
focus is currently on the Financial Plan for 2017/18.
The Board has a statutory financial target to deliver a breakeven
position against its Revenue Resource Limit (RRL). For 2016/17, the
efficiency savings requirement increased to 5% as a result of the lower
allocation levels and exceptional cost pressures. For 2016/17, despite
the challenging financial position, the Board is on target to deliver a
breakeven position.

Scottish Government Draft Budget 2017/18
•

The draft budget for Health presented by the Scottish Government
includes an additional investment of £327m uplifts for Health. The draft
budget requires NHS Boards to pass across £100m of the baseline
uplift to Integration Boards to support Social Care pressures.
Therefore, the overall Health Budget Uplift is £217m.
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•
•

•
•

In addition, a further £7m new funding will be provided to partnerships
to support war pension exemptions for Social Care and the
implementation of the Carers Act.
Details of the transformational change fund is awaited, including how
the funding will flow to Boards but we are aware that funding will flow
towards Primary Care, Mental Health, Cancer, Trauma Centres and to
support the development of regional plans.
Funding for ADP and police custody services has now been included in
the Board baseline at 2016/17 funding levels. The remaining bundle
elements are also confirmed at 2016/17 levels.
Settlement to Boards comes with conditions around maintaining levels
of Primary Care and Mental Health spend. It was noted that further
clarity was required around what this means in practice; discussions
are ongoing with Scottish Government to clarify.

Impact on NHS Dumfries and Galloway
•
•

KL explained the impact on the NHS Dumfries and Galloway budget,
taking into account the Social Care Funding Reduction, ADAP funding,
Policy Custody and NRAC Parity. The baseline uplift is £1.18m.
GC queried the rational of the Social Care funding passing directly to
the IJB. KL explained that this supports links around shifting the
balance of care.

Social Care Budgets
•

KL advised that £107m from NHS will go to Integration Authorities for
Social Care (£100m from NHS Board baselines). £250m from 2016/17
remains in Board baselines.

IJB Budgets
•
•

•
•

KL advised that, as an NHS Board, we have delegated the financial
management of all operational health services to the IJB and therefore
must agree the basis of delegation of resources for 2017/18.
The allocation letter for NHS Dumfries and Galloway identifies a
requirement to ensure “NHS contributions to Integration Authorities for
delegated health functions will be maintained at least at 2016/17 cash
levels.” It has since been clarified that this applies to recurring baseline
budgets.
An appendix setting out the initial proposal of how the cost pressures
and savings targets are allocated to the IJB for 2017/18 was included
in the paper.
It is proposed that budgets are delegated to the IJB on this basis and
that the detailed savings plans are worked up through the IJB Health
and Social Care Management Team for consideration by the IJB. A
Budget Scrutiny session was held 27th January 2017 to start
progressing this work.
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Pay and price assumptions
•

KL advised that the Financial Plan has been developed with a range of
pay and prices assumptions, which were explained further within the
paper and presentation.

New Medicines Fund
•

•

For 2017/18, we have been advised to plan on the basis of funding for
New Medicines Fund assuming Pharmaceutical Price Regulation
Scheme, (PPRS) receipts of £30m (range expected to be between
£25m-£35m). KL provided a table outlining estimated spend, with
scenarios outlined for high, medium and low risk. The impact for
Dumfries and Galloway based on a medium risk would be a financial
pressure of £1.951m.
JA advised of ongoing developments around new medicines and a
national system of appeal, and indicated that the estimated spend
could move towards the high end scenario, which would result in a
£2.764m gap. There was a brief discussion around new medicine
usage, realistic medicine and examples provided around particularly
high cost drugs.

Cash Releasing Efficiency Schemes (CRES) Requirements
•

•

•
•

•

The CRES gap for 2017/18 has been quantified at £22.6m which is an
increase of £3.5m from the plan presented to Performance Committee
in November 2016. The increase is mostly as a result of the £3.02m to
be passed across to the IJB for Social Care budget increases. KL also
highlighted increased cost pressures around the New Medicines Fund
and CNORIS (Clinical Negligence and Other Risks Scheme).
An initial draft Financial Plan was attached as appendix. Significant
further work is required before a balanced financial position can be
brought to Board for approval. Specifically, further development of
CRES, review of cost pressures and the impact of the New Hospital
development to close the financial gap for 2017/18.
The CRES gap represents a 7.98% target when compared to the
Boards baseline allocation and 6.7% when compared to total spend.
This far exceeds CRES targets previously delivered as a Board.
The development of efficiency plans is very much a work in progress; a
proposal of allocated areas was provided within the paper. As in
previous years, schemes will be assessed in terms of risk of delivery
and adherence to the ‘Making Difficult Decisions’ standard operating
process. It was noted that the IJB will also require to formally adopt
this process.
It was recognised that this was a Board-wide issue, with General
Managers and Directors tasked with identifying saving plans and
reporting back through Budget Scrutiny meetings on a monthly basis.
The scale of savings requires input at every level; this cannot be done
in isolation. We need to develop a three year sustainability and
NOT PROTECTIVELY MARKED
Page 7 of 11

transformation plan, and direction/guidance will be required from the
Board to do this.
Points of discussion and challenges ahead
•
•

•
•

•

•

The Committee recognised the significant challenges across all Boards
and the specific pressures within NHS Dumfries and Galloway.
The Committee recognised the complexities around the IJB with a
number of areas discussed including partnership working, governance
arrangements, transformational change, and the management and
presentation of saving schemes. A shared understanding is required to
enable appropriate decisions to be made in an effective and
streamlined way.
There
was
also
comment
on
the
messaging
around
efficiencies/budgets and how this can be appropriately communicated.
There was a discussion around the different types of potential saving
schemes, the difficult decisions framework and managing expectations.
It was noted that there are different thresholds and levels of decision
making, which require varying levels of input and scrutiny, by both NHS
and IJB ie:
o Operational level schemes – require reduced scrutiny
o Schemes which could result in a significant change in models of
care – require strategic oversight
PH referred to services provided outwith the Board, noting a move
towards centres of excellence. JA advised we need to provide a
regional plan this year; this is work in progress and it is not clear at the
current time what this will look like.
The Committee recognised that further Board Workshops will be
required to work through the significant challenges ahead. Areas for
consideration include:
o What our health care services will look like in the future
o Levels of savings required in the long term – 3-5 year plan
o Engagement Strategy
o Partnership working with the IJB
Action: Management Team

Final comments
KL concluded by advising that:
•
•
•

The Financial Performance paper for Month 9 will be presented to the
Board on 6th February 2017 and will include an update on the Financial
Plan.
We will continue to work with colleagues in the Council and the IJB to
work through the detail of the Financial Plan and potential CRES
savings.
An updated draft of the Financial Plan will be presented to the
Performance Committee and IJB in March, and NHS Board in April.
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Performance Committee noted:
•
•
•
•

The financial settlement for 2017/18.
The impact on NHS Dumfries and Galloway’s Financial Plan.
The level of savings required to deliver financial breakeven for
2017/18.
The timeline for submission of draft financial plan to Scottish
Government.

Performance Committee approved:
•

7.

The approach in agreeing savings plans with the IJB for the delegated
budgets.

Acute Services Redevelopment Programme Update
JW presented the Acute Services Redevelopment Programme Update paper .
Performance Committee were asked to note:
•
•
•
•
•
•
•

The current status of the construction programme for the New Hospital.
The progress being made on the equipping programme.
The work being undertaken by the project team relating to
commissioning and migration to the new facilities.
The Change Programme Status Report and the key areas of work
being taken forward.
The work undertaken by the Workforce and Transition Workstream.
The update on Information Communication Technology at the New
Hospital.
The update on the Cresswell Redevelopment.

a. Update on the New Hospital Project
JW highlighted some key points from the paper including:
•
•
•
•
•

The Project is reporting that the programme remains on schedule for
Practical Completion on 11th September 2017.
The last of the tower cranes was removed during December 2016.
The First Minister visited the site on 9th January 2017.
Work continues to close in the building to make it wind and watertight
and this is progressing well.
A display of office furniture, which will be used in the admin areas, was
set up adjacent to the dining room in DGRI.

JW highlighted a range of risks on the projects. JW advised of ongoing
meetings with Laing O’Rourke and Highwood Health to address these
issues.
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b. Update on the Change Programme
JW highlighted some key points from the paper including:
•
•
•
•
•
•

•

Workstreams continue to meet on a monthly basis to support the
Change Programme.
The operational policies have now been distributed for Management
Review. Work is ongoing on the ‘Whole Hospital’ operational policies.
A mock 2 day exercise will be undertaken in June in preparation for the
migration; this will be run as a major incident.
The CCU (Critical Care Unit) plan is well underway.
The Acute Stroke and Rehabilitation Working Group are now finalising
their proposal to deliver 14 beds mixed stroke and rehabilitation in the
Acute Hospital and step-down beds in Lochmaben Hospital.
We are working with Border Life who will be following the progress of
the Combined Critical Care Unit every 2 months on the lead up to the
move to the New Hospital. This will provide a positive news story and
support messaging going forward.
LB noted that 15 staff, employed in two departments, have not
commenced the workforce and transition process and queried the
reason for this. JW provided background information and confirmed
that this was due to changes within their departments. 2175 staff have
been identified as ‘in-scope’ as at 5th January 2017.

The Chair wished to acknowledge the considerable work that has been
undertaken by staff to support the move to the New Hospital, which is often
over and above their day-to-day role.
c. Update on Information Communication Technology
Risks were noted at 7a3 above.
d. Update on Cresswell Redevelopment
KL highlighted the key points from the paper including:
•
•
•
•
•
•

The Project Team meets on a monthly basis to monitor progress and
provide first line governance prior to reporting up to Programme Board.
Separate Sub-workgroups for Technical and Commercial issues are
well established and also meet monthly.
Key project milestones have been agreed and were highlighted within
the paper.
Work is currently ongoing on the ADET and Design Statement, with a
view to finalising.
Work will continue over the next few months on contractual negotiations
and a detailed design statement.
An Outline Business Case (OBC) addendum to the ASRP OBC was
approved at the ASRP on 25th January 2017 and will be presented to
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the NHS main Board on 6th February 2017, with a view to submitting to
the Scottish Government Capital Investment Group in March 2017. It
was noted that this Board paper is commercial in confidence and
should not be shared.
Performance Committee noted the paper:
8.

AOCB
Heat Targets
LD recalled discussions from a previous meeting regarding the provision of an
update on Heat Targets. JW advised that this will be produced on a monthly
basis and will be presented to Performance Committee or Board, accordingly.

9.

Draft Performance Committee Agenda – 6th March 2017
Committee members noted the draft Performance Committee Agenda for 6th
March 2017.

10.

Date and time of next meeting
The next Performance Committee meeting will be held on 6th March 2017 at
10am – 1pm in the New Boardroom, Crichton Hall, Dumfries.
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Agenda Item 22

Staff Governance Committee
New Board Room, Crichton Hall
Minutes of the Meeting held on 23 January 2017 at 10am

Present
Gill Stanyard
Jim Beattie
Laura Douglas
Val Douglas
Penny Halliday
Alf Hannay

Non Executive Board Member (Chair)
Employee Director
Non Executive Board Member
Staff Side Representative
Non Executive Board Member
Staff Side Representative

In Attendance
Jeff Ace
Amy Beck
Julie Carruthers
Margo Christie
Linda Davidson
Ros Kelly
Arlene Melbourne
Caroline Sharp
Alice Wilson

Chief Executive
(shadowing Caroline Sharp)
Practice Education Facilitator (for Item 8)
Associate Nurse Director (for Item 8)
Deputy Director of HR
Occupational Health Manager
Executive Assistant to Workforce Director
Workforce Director
Deputy Nurse Director

ACTION
1

Welcome, Introduction and Apologies
Everyone introduced themselves to Amy Beck, who was
shadowing Caroline Sharp. Apologies were received from
Philip Jones.

2

Draft Minutes of the Previous Meeting held on 28
November 2016
The minutes were approved as a true and accurate record.

3

Matters Arising
There were no matters arising.

4

Corporate Risk Register Update
Caroline Sharp reported that the paper now presents 2 core
overarching risks organisationally:
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-

Sustainability ie. workforce planning, challenges
around recruitment
Staff health and wellbeing ie. culture, physical and
mental environment

The only risk not fully absorbed was equal pay which was
substantially settled before Christmas and no longer posed a
significant threat to the Board.
There was discussion around risks associated with the
migration to the new hospital and the Committee were
advised that there were comprehensive operational risk
registers around this. Caroline asked the Committee if they
required a brief on risks which would affect staff around the
new build.
Penny Halliday asked to see something around staff sickness
and absence around the move to the new hospital and what
will be done to mitigate this. Caroline advised that there will
be actions put in place to manage this risk and she confirmed
that she would get a brief for the Committee nearer the time.

CJS

Jeff Ace reported that there would be a test exercise taking
place in the Summer around moving over and suggested that
Committee members could attend and would let them know
the dates.

JAA

The Committee noted the update.
5

Workforce Report
Linda Davidson presented the routine report. There was
discussion around fixed term contracts and the reasons for
them. Linda was trying to ensure that managers put a reason
in for a fixed term contract rather than putting ‘other’.. There
was a typing mistake on page 6 around employee relations
and this would be amended. Linda agreed to bring more
detailed reasons around grievances to the next Staff
Governance Committee.
The Committee noted the report.

6

Staff Health, Safety and Wellbeing Report including
Sickness Absence Update
Ros Kelly presented the report and highlighted the following
areas:
Staff Flu Campaign – the campaign was now complete and
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the data was being compiled and would be presented at a
future meeting.
iMatter – iMatter has now been confirmed as the new Staff
Experience Measure replacing the national staff survey. A
letter had been received from Scottish Government and this
would be sent to members following the meeting for
information.
Accident Reduction Plan – Penny Halliday asked that when
the 2016/17 figures were available, if there was any evidence
showing why there was a reduction in violence and
aggression incidents, if this could be shared with the
Committee. Ros would follow this up.

RK/AFM

RK

Caroline Sharp advised that APF act as Corporate Health and
Safety Committee, meeting every 2 months. It is attended by
Andy Howat who take the Committee through a more detailed
report and provide narrative and feedback around health &
safety activities which are ongoing.
There was discussion around figures in Mental Health and
Laura Douglas noted that Thornhill Hospital had a high
numbers of instances compared to other areas and asked for
clarity. Ros would follow this up and report back to the next
meeting. Jeff Ace explained that a series of incidents relating
to one patient would be recorded as separate incidents which
could make the figures look high. Committee members were
happy with this explanation.
Caroline suggested that Andy Howat provides an end of year
report for the Committee.
There was discussion around slips, trips and falls and Ros
was to investigate to see what further information could be
provided on how many staff needed to take time off after
falling.
Attendance Management
Ros stated that the paper summarised sickness absences
from September – November 2016 and the information had
been taken from SWISS. The following areas were
discussed:
-

The pressure on OH staff with increased demand on
the service
Musculo-skeletal absences
Increase in self referrals
NOT PROTECTIVELY MARKED
Page 3 of 6

RK
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The Committee noted the report.
7

Working Well Strategy and Action Plan
Caroline Sharp advised that this paper had been developed
following the previous 2 conversations at Staff Governance
Committee around current sickness absence levels. It had
been drawn together by a small shortlife working group,
working with Caroline, to start building the backbone of a very
different approach to managing health and wellbeing and
resilience. 5 key themes had been identified and a key priority
identified for each theme.
Penny Halliday described it as an excellent paper and
thanked the group for the work which had taken place. She
requested further information on reducing health inequalities
within the workplace with updates and a timeline.
There was discussion around the shortlife working group
membership and Caroline advised that Public Health were
fully involved in it. Alice Wilson also offered to sit on the
group.
Caroline explained that following the meeting today she will
have a detailed conversation with Management Team and out
of that will come action plans, timeframes and monitoring.
Penny asked about investment and Caroline replied that there
was no specific commitment on investment. Each proposal
will need to be worked up as a business case. Jeff Ace had
committed after the APF/ACF Partnership Conference in
November to see if Endowments could support some of the
initiatives and it would then come back to the Trustees (Board
Members) for them to consider and prioritise.
There was discussion around values based reflective practice
being part of the approach adopted. Gill Stanyard requested
that the new Spiritual Care Lead be invited to a future Staff
Governance Committee meeting to share her vision for
patients and staff.
Staff Governance Committee members were fully supportive
of the paper and welcomed regular updates with timelines.
Margo Christie and Julie Carruthers entered the meeting

8

Revalidation of Nurses and Midwives
Margo Christie introduced Julie Carruthers to the meeting as
she had helped to embed the revalidation process. Margo
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requested the Committee to note the implementation of the
revalidation process and note that revalidation was now part
of core business. Over 300 nurses and midwives have
undertaken successful revalidation with only a very small
number not completed as they had decided to retire. Formal
sessions had been held across the region as well as 1-1s
which had been a great success. Julie finishes her post at
the end of March but will still be available for advice, along
with the other Practice Education Facilitators.
Margo reported the steering group had now disbanded and
asked the Committee how they wished to receive further
updates. It was agreed that Alice Wilson would update the
Committee if there were any issues in future and an annual
update would come to the Committee along with the
revalidation of doctors.

AW

Gill Stanyard commended Julie for her input and asked what
could be learnt from the successful revalidation, and it was
confirmed that flexibility had made it work. Congratulations
were passed on to Margo for a successful intervention.
Margo Christie and Julie Carruthers left the meeting
9

Whistleblowing – Named Officer Review and Report
Alice Wilson explained that the paper showed the current
arrangements and plans for the next 6 months. The key
message is how to make people feel it is genuinely safe to
raise concerns. She reported that posters were being
circulated around the region with the correct contact details
on them and a blog was being done to raise awareness.
Caroline reported that she had had considerable discussion
with the Chief Internal Auditor around whistleblowing being
put as a risk on the register following discussion at the Audit
and Risk Committee. Caroline wanted to alert Staff
Governance Committee about dialogue being held at another
Committee around this.
Jeff Ace left the meeting
Laura Douglas and Gill Stanyard, who sit on the Audit and
Risk Committee, could not recall this and Gill agreed to pick
up a conversation with the Chief Internal Auditor.
After discussion, Staff Governance Committee members
advised that they did not feel that a risk was needed to be put
on the Corporate Risk Register.
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Penny Halliday left the meeting
Gill asked what happened when a concern was raised to one
of the Confidential Contacts. Alice advised that it was
confidential so remained with herself and Graham Stewart.
The issue would be briefed to Caroline Sharp but the person
would remain anonymous unless they wished to be named.
Gill stated that Scottish Government were appointing a
National Officer and they would then look at the relationship
with the Whistleblowing Champions.
10

Partnership Conference Evaluation
Caroline Sharp advised that the paper had been pulled
together from the evaluation forms received from the
APF/ACF Partnership Conference. There was discussion
around how invitations were issued and how to ensure that
junior members of staff could attend in future. Caroline asked
Staff Side if they could identify individuals who may be able to
attend and she asked Linda Davidson to take a conversation
into the General Manager’s meeting to discuss attendance.
Items to Note

11

12

13

APF Minutes – October 2016 - Noted
- Gill Stanyard asked about the new role for Val
Douglas. Val explained that she was full-time Staff
Side Support.
- AHP Restructure – there was discussion around
membership of Staff Governance Committee and it
was agreed that more Staff Side members could
attend who represented other job families and also
Joan Pollard to be invited to any future meeting if and
when required.
Remuneration Sub Committee Meeting – November Update –
Noted
Any Other Business
There was no other business.

14

Date of Next Meeting
The next meeting will be held on Monday 27 March 2017 at
10am in the New Board Room, Crichton Hall.
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