
DUMFRIES AND GALLOWAY NHS BOARD 
 

PUBLIC MEETING 
 
A meeting of the Dumfries and Galloway NHS Board will be held at 10am on 
Monday 5th June 2017 in the Conference Room, Crichton Hall, Bankend Road, Dumfries. 
 

AGENDA 
 
Time No Agenda Item Who Attached / 

Verbal 
10.00am 25 Apologies 

 
L Geddes Verbal 

10.05am 26 Declarations of Interest 
 

P Jones Verbal 

10.10am 27 Previous Minutes 
 

P Jones Attached  

10.15am 28 Matters Arising and Review of Actions List 
 

P Jones Attached 

10.20am 29 Dental Salaried Service Review  
Newton Stewart Dental Clinic 
 

A Cameron Attached 

QUALITY & SAFETY ASSURANCE 
10.30am 30 Improving Safety, Reducing Harm 

 
E Docherty Attached  

10.45am 31 Patient Experience Report 
 

E Docherty Attached  

11.00am 32 Healthcare Associated Infection  Report 
 

E Docherty Attached  

PERFORMANCE ASSURANCE 
11.15am 33 Performance Report 

 
J White Attached 

11.30am 34 Integration Joint Board Update J White 
 

Verbal 

FINANCE & INFRASTRUCTURE 
11.45am 35 Financial Performance Update 

 
K Lewis Attached 

12noon 36 AMS (Asset Management Strategy) 
 

J Ace Attached 

PUBLIC HEALTH & STRATEGIC PLANNING 
12.15pm 37 Regional Planning Update 

 
J Ace Verbal 

12.25pm 38 Urological Cancer Services Update 
 

V Freeman Attached 

GOVERNANCE  
12.40pm 39 Board Agenda Matrix 2017/18 

 
 

L Geddes Attached 

12.45pm 40 Register of Members Interests 
 
 

L Geddes Attached 
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Time No Agenda Item Who Attached / 
Verbal 

12.50pm 41 Board Briefing 
 

J Ace Attached 

12.55pm 42 Committee Minutes 
• Person Centred Health and Care 

Committee – 24 October 2016 
• Healthcare Governance Committee  - 16 

January 2017 
• Person Cen tred Health and Care 

Committee – 27 February 2017 
• Healthcare Governance Committee – 13 

March 2017 
• Staff Governance Committee – 27 

March 2017  

P Jones/ 
Committee 
Chairs 

Attached  

ANY OTHER BUSINESS 
1.00pm 43  

 
  

DATE AND TIME OF NEXT MEETING 
 44 • 7th August 2017 @ 10am – 1pm in the Conference Room, Crichton Hall, 

Bankend Road, Dumfries 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
NHS Board Meeting 
 
Minutes of the NHS Board Meeting held on Monday 3 April 2017 at 10am – 1pm in the 
Conference Room, Crichton Hall, Bankend Road, Dumfries, DG1 4TG. 
 
Minute Nos: 01:24 
 
Present 
Mr P N Jones (PNJ) - Chairman 
Mrs P Halliday (PH) - Vice Chair 
Mr R Allan (RA) - Non Executive Member 
Mr J Beattie (JB) - Non Executive Member 
Ms G Stanyard (GS) - Non Executive Member 
Dr L Douglas (LD) - Non Executive Member 
Mr J Ace (JA) - Chief Executive 
Mr E Docherty (ED) - Nurse Director 
Mrs K Lewis (KL) - Director of Finance 
Dr A Cameron (AC) - Medical Director 
 
 
In Attendance 
Mrs J White (JW) - Chief Officer 
Ms C Sharp (CS) - Workforce Director 
Dr A Carnon (ACa) - Joint Interim Director of Public Health 
Ms M McCoy (MMc) -  Joint Interim Director of Public Health 
Mrs V Freeman (VF) -  Head of Strategic Planning 
Ms L Fitzpatrick (LF) - Workforce Equality Lead 
Mrs L Geddes (LG) - Corporate Business Manager 
Mrs L McKie (LM) -  Executive Assistant (Minute Secretary) 
 
Apologies 
Ms L Bryce (LB) - Non Executive Member 
Mrs L Carr (LC) - Non Executive Member 
Mr R Nicholson (RN) - Non Executive Member 
Mrs G Cardozo (GC) - Non Executive Member 
 
 
PNJ welcomed Board Members to the NHS Board Meeting, noting LB’s new role as a 
Connector for the charity “Community Circles”, which is hosted by the care provider 
“Rainbow Services”. 
 
 
 

Agenda Item 27 
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1. Apologies for Absence 
 
 Apologies as noted above. 
2. Declarations of Interest 
 
 It was noted that no declarations of interest were put forward at this time. 
 
3. Minutes of meeting held on 6 February 2017 
  
 The minute from the previous meeting on 6 February 2017 were approved as an 

accurate record of discussions, with no amendments. 
 
 NHS Board Members approved the minute. 
 
4. Matters Arising and Review of Actions List 
 
 PNJ presented the Actions List to members, noting the recent meeting with 

Lorna Meahan in relation to Medical Staffing Issues.  JA advised that the 
Council’s position is that all schools in the region are offering the required 
science qualification courses relevant to medicine. 

 
GS enquired to whether the date had been set for the public meeting in 
Newton Stewart on Salaried Dental Services, JA advised that the dates for any 
further meetings had yet to be confirmed. 

 
PNJ highlighted that he had received a request from a member of the public to 
participate in a discussion at a future NHS Board meeting.  PNJ confirm that in 
accordance with the Board’s Standing Orders and Code of Corporate 
Governance, member of the public can attend all public meetings of the NHS 
Board; however, they are not permitted to participate in discussions or to present 
an argument for an item.  PNJ referred members to section 16.1 of the Board’s 
Code of Corporate Governance. 
 
It was noted that the report on Lochside Dental Service would not be presented 
to the NHS Board until after the local Government Elections on 5 May 2017. 

 
 JA referred members to the Freedom of Information year end report that came to 

the February 2017 Board meeting, where a number of requests received were 
noted as having been investigated through the Scottish Information 
Commissioner.  JA confirmed that the Board erred in the handling of one of the 
requests relating to Chronic Pain and confirmed that Scottish Government have 
been contacted in relation to the Board’s responses to this request.  A review is 
being undertaken by Scottish Government and an update on the outcome of the 
review will be brought back to Board when available. 

 
 NHS Board Members noted the Actions List. 

NOT  PROTECTIVELY  MARKED 
Page 2 of 14 



 
5. Improving Safety Reducing Harm in Primary Care Report 
 

ED presented the Improving Safety Reducing Harm in Primary Care Report, 
giving an overview of the keys points and asking Board Members to note the 
work currently being progressed in Primary Care as part of the Scottish Patient 
Safety Programme. 
 

 It was noted that the aim is to locally improve medication management across 
the interface between primary and secondary care and to reduce harm from high 
risk prescribing capturing the key points which are: 

 
• Review medication combinations, which may result in reduced overall 

prescribing; 
• Reduce secondary care admissions; 
• Embed quality improvement processes into every day Dental practice; 
• Integration of a high quality medical history into decision making with 

regard to treatment planning, with the aim to reach 95% compliance within 
the measurement bundle by the end of the pilot (March 2017); 

• The aim to reduce pressure ulcers within acute hospital settings and Care 
Homes by 50% by December 2017. 

 
 LD enquired to whether there was anything that could be done to engage with 

Care Homes to further aid their participation in the reduction of pressure ulcers 
within the Care Home setting.  ED advised that the project was in the early 
stages but progress with relationships had already been made with the Care 
Homes currently working with the Board to improve the health and care of 
residents. 

 
 GS asked whether ED was confident that, as a Board, all incidents are reported.  

ED advised that he felt the appropriate level of scrutiny was being adhered to, to 
provide the correct level of patient safety. 

 
 NHS Board members noted the progress in Primary Care as part of the Scottish 

Safety Programme. 
 
6. Patient Experience Report 
 
 ED presented the Patient Experience Report, asking NHS Board Members to 

note the report, which gave an update on the progress of the activities of the 
Patient Services Team and the introduction of the revised Complaints Handling 
Procedure. 
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It was noted that the newly appointed Spiritual Care Lead is currently mapping 
out the strategic needs and priorities for patients, families and staff across 
NHS Dumfries & Galloway, further noting their volunteering role in supporting 
Acute Services prior to their move to the new hospital. 
 
ED highlighted members to the Volunteering Steering Group, which has assisted 
a 6 month scoping exercise in the preparation of the Feasibility Study for the new 
hospital and to refresh the Volunteering Strategy.   
 
ED noted that the number of complaints received by the Board for this reporting 
period was 66 in comparison to 77 for the previous two months.   
 
It was further noted that the SPSO have advised that four new complaints have 
been raised in this reporting period, with three of these complaints progressing to 
an investigation.  
 
NHS Board Members were made aware that the Procurator Fiscal is conducting 
an investigation into one complaint that was received by the Board in this 
reporting period and currently awaiting the outcome of the Procurator Fiscal’s 
investigation. 

 
 PH expressed her concerns with the wording within paragraph 2.1 Bereavement 

Support, and the need to offer support on a person centred basis so as patients 
do not lose their identity in their end of life care, further to discussion ED agreed 
to meet with PH to discuss further. 

Action: ED / PH 
 

 AC highlighted Board members to the additional services available from the 
Special Palliative Care Team and the patient support given by GP’s, which was 
not captured within the report.  JA and PNJ both agreed that this level of 
discussion would be better addressed at the Person Centred Health and Care 
Committee. 

 
 RA highlighted the lack of consistency with both the Special Care Section and 

the recording of Complaints and Compliments in the report.  ED advised that 
Special Care is based on individual requirements and that the Board were trying 
to achieve a measured response to both Complaints and Compliments.  

 
 GS asked for a more open debate on Patient Experience and to the available 

options for partnership working to aid future Volunteer pilots and gain additional 
Volunteers. 

 
 GS further asked for additional information on the Procurator Fiscal complaint.  

AC advised that he would provide further detail on the complaint outwith the NHS 
Board Meeting. 

Action: AC 

NOT  PROTECTIVELY  MARKED 
Page 4 of 14 



NHS Board Members noted: 
• the report which provided an updated on the activities of the Patient 

Services team. 
• the planned introduction of the revised Complaints Handling Procedure 

from 1 April 2017. 
• the Board’s complaints performance for December 2016 and 

January 2017, including key feedback themes and details of the resulting 
learning and improvements. 
 

7. Healthcare Associated Infection Report 
 

ED presented the Healthcare Associated Infection Report, asking NHS Board 
Members to note the report, which gave an overview of the Board’s position with 
regard to the Staphylococcus aureus bacteraemia, Clostridium difficile infection 
and other Healthcare Associated Infections. 
 
It was noted that the Staphylococcus aureus bacteraemia (SAB) target has been 
exceeded, which means the local delivery plan target cannot be met for 2017/18 
despite historically low levels of infections. A compliance rate 97% has been 
achieved in relation to MRSA screening. 
 
Clostridium difficile infection (CDI) target is likely to be met as the Board has 
reported the lowest numbers of CDI case since mandatory reporting was 
established.   
 
ED highlighted the recent unannounced Healthcare Environment Inspectorate 
(HEI) visit on 1 - 2 March 2017, which was relatively positive.  The formal report 
is due to be published on 11 May 2017.  Board Members congratulated and 
complimented the Galloway Community Hospital Staff for all their hard work and 
achievements. 

 
 NHS Board members noted the report. 
 
8. Safety Action Notice 16/03: Nasogastric Tube Misplacement: Continuing 

Risk of Death and Severe Harm Report 
  
 ED presented the Safety Action Notice 16/03: Nasogastric Tube Misplacement: 

Continuing Risk of Death and Severe Harm Report, highlighting that the Safety 
Action Notice has been reviewed in full by Healthcare Governance Committee 
members, where the key requirements were identified and an action plan 
produced. 

 
 Further updates on the progress of the action plan will be taken through 

Healthcare Governance Committee until all actions have been closed. 
 
 NHS Board Members noted the Report. 
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9. Update on the Scottish Graduate Entry Medical School 
 

AC presented the Graduate Performance Report, asking NHS Board Members to 
note the development of the programme to potentially aid recruitment of medical 
staff in the local area. 
 
It was noted that the programme focussed on training individuals in a rural setting 
and in general practice, thus enhancing the opportunity for further development 
in rural input. 
 
AC advised that a draft curriculum has been developed for submission to the 
General Medical Council, with the school anticipated to open by 
September 2018. 
 
Accommodation could potentially comprise of one block of the current medical 
staff residence with further new accommodation under development with D&G 
Council for Stranraer.  
 

 PNJ asked KL if the funding for the model had been included within the yearly 
budget.  KL advised that although her finance team were progressing with the 
available resource she had not been sighted on detailed costings.  JA advised 
Board Members that there would be a number of low level financial risks 
associated with the project. 

 
 GS asked who would have ownership of the planned accommodation in the West 

of the region.  AC advised that the planned accommodation would be part of the 
regeneration of Stranraer, noting that the Local Authority had potential to convert 
vacant buildings into one or two person flats, although details are yet to be 
established. 

 
 NHS Board Members noted and supported the development of the Graduate 

Entry Medical School. 
 
10. Performance Report 
 

JW gave an update on the Quarterly Performance Report to Board Members, 
which provided information for the period 1 October 2016 to 31 December 2016 
covering a range of performance indicators. 
 
It was highlighted that due to a delay in confirming the figures a copy of the “at a 
glance” report had been circulated to Board Members this morning prior to the 
meeting starting.  The “at a glance” report gives pertinent detail around specific 
targets, but should be read in conjunction with the report. 

 
 It was noted that there had been a substantial annual increase in emergency 

admissions resulting in capacity issues over the winter months. 
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NHS Board Members were made aware of the challenges within Orthopaedics, 
primarily due to a shortage of medical middle grade staff and the further loss of a 
consultant, however, work is being undertaken to actively improve cover 
requirements. 

 
 JW noted the Ear Nose and Throat (ENT) a slight improvement had been seen in 

regard to performance with Outpatient Clinics, however, pressures were still 
evidence around the elective surgery targets. 

 
 It was noted that the Accident & Emergency had seen challenges with patient 

flow over the winter, with additional pressures on weekend discharges due to 
capacity issues in medical staffing rotas, however, further work to review capacity 
and demand is being undertaken to actively elevate pressures. 

 
 NHS Board Members were made aware that there had been a reduction in 

Treatment Time Guarantee (TTG) figures with regards to patients seen within the 
four and twelve weeks targets.  

 
It was noted that Adult Carer Support Plans will be implemented during April and 
May 2017, with Solicitors offering discounts to encourage family members to 
complete a Power of Attorney.  In addition, work is being progressed with 
providers to implement systems over the winter period to raise awareness 
amongst staff and seek continual feedback from Carers. 

 
 Delayed discharges to cottage hospitals have been challenging for the Acute 

Team over the winter period, which was as a result of the extremely high number 
of unscheduled admissions.  JW commended the Acute Team for their excellent 
work over the last quarter. 

 
 LD asked given challenges how confident are we, as a Board, that performance 

figures can be maintained over the migration period to the new hospital.  JW 
noted that discussions were underway with the Golden Jubilee Hospital to aid the 
flow during the migration period, further noting the work of the Acute Team to 
manage the demand and capacity over this period.  

 
 JA mentioned that he had met with Scottish Government at the beginning of 

March 2017 for the Board’s Mid Year Review Meeting, highlighting that Scottish 
Government commended Board performance in 2016/17 across the range of 
quality, access and financial targets.  

 
 NHS Board Members discussed and noted the report. 
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11. Integration Joint Board Report 
 

JW gave a verbal update from the Integration Joint Board meeting on 
30 March 2017 to NHS Board Members, raising awareness of the joint 
partnership concerns with regards to the review of the Alcohol and Drugs 
Partnership membership, remit and reporting arrangements during 2017. 
 
It was noted that the Financial Performance papers had noted the summary of 
the financial forecast performance of the budgets delegated to the Integration 
Joint Board (IJB) based upon the period ending 31st January 2017 (month 10).  
JW thanked KL and her directorate for all their hard work in the delivery of the 
two recent Finance Workshops. 
 
Following significant discussion at the meeting, the Integration Joint Board 
approved the Draft Carers Strategy. 
 
NHS Board Members were made aware that the Integration Joint Board had 
agreed at a previous meeting that the final decision making process on Lochside 
Dental Clinic lay with the NHS Health Board.  
 

 NHS Board Members noted the verbal update. 
 
12. Equality and Diversity Specific Duties Report 
 
 CS presented the Equality and Diversity Specific Duties Report, asking NHS 

Board Members to note and approve the key principles and NHS actions 
contained within the report. 

 
RA asked if an impact assessment was being completed on the report and 
asking if the Board could have sight of the document once completed.  CS 
confirmed that an impact assessment is being undertaken and will be circulated 
to Board Members when available. 

  
 PH asked if the figures within the report for unpaid carers were the most up to 

date figures.  LF advised that these figures were based on the information 
presented at the latest Healthcare Governance Committee meeting. 

 
 GS asked if all data collected for the report was secure.  CS advised that all data 

was collected by workforce directorate staff through the eESS system and 
management controls were in place in order to monitor those who have access to 
the reports. 
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 NHS Board Members: 
• Acknowledged the requirements for NHS Dumfries and Galloway to 

comply with a number of actions set out in the Equality Act 2010 
(Specific Duties) (Scotland) Regulations 2012 and outlined within the 
paper. 

• Reviewed and approved for the paper to be published by 30 April 2017. 
• Approved the key principles and NHS actions contained within this 

report. 
 
13. 2017/18 Local Delivery Plan Submission 
 
 JW presented the 2017/18 Local Delivery Plan (LDP) submission to NHS Board 

Members, highlighting that 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. There are 3 sections to the 2017/18 LDP, which are: 
 

• Improvement Priorities 
• LDP Standards and 
• Workforce Planning 

 
 PH asked what had been the timescale from commencing the LDP to completion 

date.  VF advised that colleagues had commenced work on the plan in January 
2017. 

 
 PH also asked how, as a Board, the LDP could be used to improve services and 

plan for transformational change.  VF advised that in terms on how best to use 
the plan, it coheres to best describe the overall vision, by meeting the key 
priorities and developing existing and new services. 

 
NHS Board Members were advised that the main challenge for the LDP was the 
timescale, and the need to gain a clear understanding of position at the end of 
the strategic cycle. 

 
NHS Board Members approved the submission of the Dumfries and Galloway 
Local Delivery Plan (LDP) for 2017/18. 

  
14. Capital and Infrastructure Update – 28th February 2017 
 

KL presented the Capital and Infrastructure Update paper to NHS Board 
Members at the end of month 11 (February 2017), noting the allocations of 
£109.651m received from the Scottish Government Health and Social Care 
Directorate (SGHSCD) and that expenditure of £82.2m has been incurred 
during this financial year. 
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NHS Board Members were made aware of sale of the Garrick Site and the 
anticipated risks around double running and transition costs as the new hospital 
is operationalised. 

 
 NHS Board Members noted: 

• the allocations received to date. 
• the capital expenditure incurred to date. 
• approved the amendments to the capital plan. 
 

15. Financial Performance Report – 11 Months to 28 February 2017 
 
 KL presented the Financial Performance update for the period up to 

28 February 2017, reporting a movement on the previous month of £290k, 
decreasing the overspend position to £317k (£607k overspend month 10). 

 
NHS Board Members were made aware of the statutory letter from Scottish 
Government on the direction and funding approach to the Integrated Joint Board 
(IJB), on budgets and services which are now delegated to the Integrated Joint 
Board. 
 
NHS Board Members were made aware of directorate pressures, against the end 
of year gap, highlighting that all Directors have met with the Director of Finance 
and Chief Executive to agree plans to achieve efficiency targets in full by the year 
end.  KL to share the financial paper on assessments for both the 
Integration Joint Board and NHS Savings, with NHS Board Members. 

Action: KL 
  
 KL noted the lack of change to the financial gap principals, highlighting the 

meeting arranged with Scottish Government to discuss partnership risks. 
 
PNJ asked the position of the NHS Board in the instance of any overspend by 
the Integration Joint Board.  KL advised in any instance of overspend the NHS 
Board would continue to seek further savings from the Directorates to close the 
current financial gap, if this was not possible, brokerage could be sought from 
Scottish Government.  Throughout the year members will continue to receive 
monthly updates on the financial position through varies committees. 
 
NHS Board Members noted the financial position presented for month 11 of the 
2016/17 financial year. 
 

16. Revenue Financial Plan 2017/18 to 2019/20 
 

KL presented the Revenue Financial Plan 2017/18 to 2019/20, asking NHS 
Board Members to approve the Plan for submission to the Scottish Government. 
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RA asked for the position of the New Medicine Fund.  KL advised that the New 
Medicines Fund had a medium risk based on projections with no change to 
investment expected.  
 
NHS Board Members approved the Board’s Revenue Financial Plan for 2017/18 
to 2019/20 for submission to Scottish Government. 

 
17. Capital Plan 2017/18 to 2021/22 
 

KL presented the Capital Plan 2017/18 to 2021/22, asking NHS Board Members 
to approve the Plan which will form part of the 2017/18 Local Delivery Plan (LDP) 
submission to the Scottish Government Health and Social Care Directorate 
(SGHSCD). 
 
It was noted that the 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. 
 

 PNJ noted the recent letter received from Finlay Carson MSP, with regards the 
Lease Agreement Issues resulting in Lack of GP Recruitment to Stranraer. 
Further to discussion PNJ agreed to share the letter with NHS Board Members. 

Action: PNJ 
 

KL highlighted NHS Board Members to the arranged meeting with Alan Morrison, 
Financial Accountant, Health, Finance and Infrastructure, Scottish Government 
with regards to gaining an understanding of financial implications prior to 
ministerial sign off. 
 

 NHS Board Members approved the approve the 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). 

 
18. Regional Planning Update  
 

The Chief Executive gave a verbal update on Regional Planning to Board 
Members, giving an update on the Health and Social Care Delivery Plan: 
National Programme Board.  
 
It was noted that although the five Chief Executives from the territorial and 
national health boards had been selected to undertake the roles of the national 
and regional implementation leads and to join the National Programme Board, no 
official letter of confirmation had been received.  Confirmation of the 
appointments will be circulated to Board Members when it becomes available. 
 

 NHS Board Members noted the verbal update. 
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19. Alcohol Brief Interventions in Dumfries and Galloway 
 

ACa presented the Alcohol Brief Interventions (ABI) in Dumfries and Galloway 
paper, asking NHS Board Members to note the current challenges with Alcohol 
Brief Intervention (ABI) delivery and the actions proposed to address the 
challenges and further agree that discussions should take place with Localities 
over ownership of ABI delivery, capturing the ABI Interventions in 3 priority 
settings which are: 
 

• Primary Care 
• Accident and Emergency (A&E) 
• Antenatal. 

 
NHS Board Members were made aware that a training issue had arisen, where 
Accident & Emergency staff have highlighted a need for new staff members to be 
trained in ABIs.  ACa confirmed that the Alcohol Liaison Nurse, based within 
Dumfries & Galloway Royal Infirmary has agreed to take this work forward and 
also agreed to incorporate refresher training for other staff members.  
 

  PH noted that Prison data had been omitted from the Report, asking whether the 
data identified aids individuals to re-assess and make a change in their drinking 
behaviours in order to reduce their drinking.  ACa advised that there was 
evidence in the research gathered that one out of nine individuals would reduce 
their drinking below the average level, noting Dumfries & Galloway’s percentage 
for ABIs carried out in Primary Care settings was the highest in Scotland.  

 
On the other end of the spectrum, ABIs within antenatal settings are extremely 
low in Dumfries & Galloway.  Discussions 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.   

 
 NHS Board Members: 

• noted the current challenges with Alcohol Brief Intervention (ABI) delivery 
• noted the actions proposed to address the challenges 
• agreed that further discussions should take place with Localities over 

ownership of ABI delivery. 
 
 
 
 
 
 
 

NOT  PROTECTIVELY  MARKED 
Page 12 of 14 



20. Scottish Local Government Elections 2017: Guidance for NHS, Special and 
other National Health Bodies 

 
 PNJ presented the Scottish Local Government Elections 2017: Guidance for 

NHS, Special and other National Health Bodies, asking NHS Board Members to 
note the guidance on the conduct of business during the Scottish Local 
Government Elections campaign. 

 
PNJ noted that Ronnie Nicholson stands down as the Local Authority 
representative on the NHS Board at the end of April 2017 and thanked him for 
his time and continued support during his time as a Non-Executive Board 
Member.  
 
NHS Board Members noted the guidance on the conduct of business during the 
Scottish Local Government Elections campaign. 
 

21. 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: 
 

• Scottish Public Sector, Delivering High Performing Boards, co producing and 
participating. 

• Scottish Government and Equalities Commissioner Diversity Research 
Project 

 
NHS Board Members were made aware that there would be promotional 
information circulated to staff with regards to Sustrans prior to move to new 
hospital.  
 

 NHS Board Members noted the report. 
 
22. Committee Minutes 
 
 PNJ 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 December  2016 
 RA presented the minute from the Audit & Risk Committee meeting on 

19 December 2016, which received an update on the Draft Internal Audit 
Report 2016-17. 
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 NHS Board Members noted the minute. 
 
• Performance Committee – 7 November 2016 
 KL presented the minute from the Performance Committee meeting on 

7 November 2016, which received an update on the Health and Social 
Care Partnership - Performance Management Quarterly Report - Q1: 3 
months to 30th June 2016. 

 
 NHS Board Members noted the minute. 
 
• Performance Committee – 30 January 2017 
 KL presented the minute from the Performance Committee meeting on 

30 January 2017, which received an update on Draft Capital Plan 2017/18 
to 2021/22. 

 
 NHS Board Members noted the minute. 
 
• Staff Governance Committee – 23 January 2017 

CS presented the minute from the Staff Governance Committee meeting 
on 23 January 2017, which received an update on the Staff Health, Safety 
and Wellbeing Report including Sickness Absence Update. 
 
LD noted that changes had been made to the version of the minute 
presented to Staff Governance Committee on 27 March 2017 and asked 
that a revised copy be circulated to Board Members for information. 

Action:  CS 
 
 NHS Board Members noted the minute. 

  
23. Any Other Competent Business. 
 
 NHS Board Members were made aware of a change to a decision made at the 

February 2017 NHS Board meeting around the naming of the existing hospital 
and Cresswell site.  A number of concerns have been raised around the use of 
the Cresswell name due to its links with maternity services.  It has been agreed 
at the Project Board not to use the Cresswell name in the existing site.  Options 
for a new name are being discussed through the Project Board and will be 
confirmed at a future Board meeting once a decision has been made. 

 
24. Date of Next Meeting 
 
 The next meeting of the NHS Board will be held on Monday 5 June 2017 at 

10am – 1pm in the Conference Room, Crichton Hall, Bankend Road, Dumfries, 
DG1 4TG. 
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Actions List from NHS Board – Public Meeting 
 

Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

04/04/16 22. Update on Medical Staffing Issues 
 
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. 
 

 
 

Jeff Ace 

 
 
An update on this item was given at the 
April 2017 Board meeting, confirming 
that discussions are being progressed.  
No further updates are required to come 
back to NHS Board at this time. 

 
 

03/04/2017 

05/12/2016 125. 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. 
 
 
 
 
 

 
 

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. 

 

Agenda Item 4 
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Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

05/12/2016 126. Equality & Diversity Update 
 
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. 
 

 
 

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. 

 
 

03/04/2017 

05/12/2016 134. 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. 
 

 
 
 

Eddie 
Docherty 

 
 
 
An update on this item will be brought 
back to Board following discussions at 
the Volunteers Group. 
 
No date has been confirmed for the 
initial discussions with the Volunteers 
Group. 

 

06/02/2017 151. 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). 
 
The Chief Executive advised that the meeting 
is still to be held and would circulate the 
meeting date to NHS Board Members once 
confirmed. 

 
 

Jeff Ace 

 
 
An update on this item will be given at 
the June 2017 NHS Board meeting. 

 
 

05/06/2017 
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Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

06/02/2017 157. Integrated Joint Board Report 
 
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. 
 
 

 
 

Phil Jones / 
Laura 

Geddes 

 
 
Alternative arrangements are being 
worked through and will be presented to 
Board in August 2017, following a 
review of existing committee 
membership and Non-Executive 
availability.  A paper will then be take to 
the IJB in September 2017 for formal 
acceptance. 

 

03/04/2017 6. Patient Experience Report 
 
PH expressed her concerns with the wording 
within paragraph 2.1 Bereavement Support, 
and the need to offer support on a person 
centred basis so as patients do not lose their 
identity in their end of life care, further to 
discussion ED agreed to meet with PH to 
discuss further. 
 
 

 
 

Eddie 
Docherty / 

Penny 
Halliday 

 
 
Further discussions on this item will be 
held outwith the NHS Board meetings, 
no further action to Board at this time. 

 
 

05/06/2017 

03/04/2017 6. Patient Experience Report 
 
GS further asked for additional information on 
the Procurator Fiscal complaint.  AC advised 
that he would provide further detail on the 
complaint outwith the NHS Board Meeting. 
 
 
 

 
 

Angus 
Cameron 

 
 
Further discussions on this item will be 
held outwith the NHS Board meetings, 
no further action to Board at this time. 

 
 

05/06/2017 
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Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

03/04/2017 15. Financial Performance Report – 11 Months 
to 28 February 2017 
 
NHS Board Members were made aware of 
directorate pressures, against the end of year 
gap, highlighting that all Directors have met 
with the Director of Finance and 
Chief Executive to agree plans to achieve 
efficiency targets in full by year end.  KL to 
share the financial paper on assessments for 
both the Integration Joint Board and NHS 
Savings, with NHS Board Members. 
 

 
 
 

Katy Lewis 

 
 
 
A copy of the financial paper was 
circulated to Board Members following 
the NHS Board meeting in April 2017. 

 
 
 

04/04/2017 

03/04/2017 17. Capital Plan 2017/18 to 2021/22 
 
PNJ noted the recent letter received from 
Finlay Carson MSP, with regards the Lease 
Agreement Issues resulting in Lack of GP 
Recruitment to Stranraer. Further to 
discussion PNJ agreed to share the letter with 
NHS Board Members. 
 

 
 

Phil Jones 

 
 
A copy of the letter was circulated to 
Board Members following the 
NHS Board meeting in April 2017. 

 
 

05/06/2017 

03/04/2017 22. Staff Governance Committee Minute – 
23 January 2017 
 
LD noted that changes had been made to the 
version of the minute presented to Staff 
Governance Committee on 27 March 2017 
and asked that a revised copy be circulated to 
Board Members for information. 
 

 
 
 

Caroline 
Sharp 

 
 
 
A copy of the revised Staff Governance 
minute was circulated to Board 
Members following the NHS Board 
meeting in April 2017. 

 
 
 

05/06/2017 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
5th June 2017 
 
 
Dental Salaried Service Review - Newton Stewart Dental Clinic 
 
Author: 
Linda Bunney 
Head of Primary Care Development 
 

Sponsoring Director: 
Angus Cameron 
Medical Director 
 
Katy Lewis 
Director of Finance 
 

Date:   18th May 2017  
 
RECOMMENDATION 
 
The Board is asked to: 
• Note the update on implementation of the return to a General Dental Practice 

based model of care within Newton Stewart 
 
 
CONTEXT 
 
Strategy / Policy: 
 
Independent dental contractors are the Scottish Governments preferred service 
delivery model for the provision of routine General Dental Services. 

 
Organisational Context / Why is this paper important / Key messages: 
 
In December 2016, the NHS Board confirmed its decision to return to a General 
Dental Practice based model of care in Newton Stewart with patients from Newton 
Stewart Dental Clinic being dispersed to the independent dental contractor sector. 
This paper provides an update on the implementation of this decision. 

 
 
GLOSSARY OF TERMS 
 
GDS - General Dental Services 
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MONITORING FORM 

Policy / Strategy Implications NHS Dumfries and Galloway is required to submit a 
3 year service and financial plan to the Scottish 
Government regarding the Salaried Dental Service. 
Independent dental contractors are the Scottish 
Governments preferred service delivery model for the 
provision of routine General Dental Services. 
 

Staffing Implications The review has had significant implications for staff and 
involved organisational change. Unison and British 
Dental Association have been involved in the review 
process and subsequent implementation. 
 

Financial Implications Salaried Dental Services must now operate within a set 
financial allocation and service redesign is required to 
continue operation within this allocation. This was 
particularly important as a review of the provision of 
services for those with additional dental support needs 
had identified that additional capacity within this 
programme (Special Care Dentistry) is required and 
resources for this need to be identified. Implementation 
of the review recommendations helped to identify the 
additional resources required. Ultimately 
implementation of the review recommendations would 
lead to a saving to NHS Scotland as a whole. 
 

Consultation Consultation r e g a r d i n g  t h e  
i m p l e m e n t a t i o n  c o n t i n u e s  w i t h  s taff, 
independent dental contractors and stakeholders in the 
clinic. The Scottish Health Council have been closely 
involved in the review and wi l l  cont inue to 
consider proposed communicat ions with 
pat ients regarding the implementat ion of  the 
recommendat ions. 
 

Consultation with Professional 
Committees 

The draft i n i t i a l  review report and its 
recommendations were presented to and endorsed by 
the following Board Committees: 

 
• Dental Advisory Committee Area Clinical Forum 
• Area Partnership Forum 
• Primary and Community Care Joint Management 

Board 
 

Risk Assessment Risks have been assessed and mitigations have 
been identified. 
 
 

Best Value • Commitment and leadership 
• Responsiveness and consultation 
• Sound governance at a strategic, financial 

and operational levels 
• Sound management of resources 
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• Use of review and option appraisal 
• Accountability 
• Joint working 
• Equal opportunities arrangements 

 
Compliance with Corporate 
Objectives 

4. To review the model of service delivery across 
Dumfries and Galloway with the aim of delivering 
services as locally as possible. 

 
5. 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. 

 
Impact Assessment 

 
Equality and Diversity Impact Assessment has been ongoing throughout the review process. 
This led to an additional assessment being undertaken regarding the accessibility and 
disabled facilities of independent dental contractor practices in those practices reporting 
capacity to accept NHS patients. During the Equality and Diversity Impact Assessment it  
was acknowledged that the Salaried Service Clinics were excellent in terms of accessibility 
and disabled facilities. In regards to Newton Stewart Dental Clinic, those participating in the 
Equality and Diversity Impact assessment felt that at the time of the initial review there was 
not yet the range of suitable alternative fully accessible independent contractor practices to 
allow complete dispersal. The review working group then considered this at some length and 
acknowledged that this was an area that did require some further focussed work with existing 
independent contractors in Newton Stewart prior to full withdrawal of salaried NHS dental 
services from this clinic site.  
 
Following work with local independent dental contractors significant improvements in 
accessibility were made which addressed the issue identified in the initial impact assessment. 
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1. BACKGROUND 
 

Board members will recall the paper considered at their meeting of 6th October 
2014 which provided for the recommendations of the Salaried Service Review.  
The paper presented to Board on 6thOctober 2014 noted that “in regards to 
Newton Stewart Dental Clinic, those participating in the Equality and Diversity 
Impact assessment felt that at the present time there is not yet the range of 
suitable alternative fully accessible independent contractor practices to allow 
complete dispersal.  The review working group then considered this at some 
length and acknowledged that this was an area that did require some further 
focussed work with existing independent contractors in Newton Stewart prior to 
full withdrawal of salaried NHS dental services from this clinic site.” 
 
At that meeting Board members approved the recommendation of the Salaried 
Service review in respect of Newton Stewart Dental Clinic which was that: 

 
“Further work with local independent dental contractors and Salaried Dental 
Service staff to be undertaken to ensure sustainable, accessible routine NHS 
dental services for patients in this area prior to the complete withdrawal of 
routine NHS dental services by the Salaried Dental Service”. 
 
The need to address the accessibility and capacity issues was further 
emphasised in a petition received by the Board in the summer of 2015 and also 
at Area Committee meetings in Newton Stewart. 
 
At it’s meeting on 7th December 2015, an update was provided to Dumfries & 
Galloway Health Board confirming that one of the contractor dentists in Newton 
Stewart had developed a proposal to expand their facilities. At that time, the 
Board approved the aim of returning to a General Dental Practice (GDP) based 
model of care in Newton Stewart subject to reassurance over capacity and 
disabled access. 
 
In December 2016, a paper was presented to the NHS Board which updated on 
progress regarding the work undertaken to ensure sustainable, accessible 
routine NHS dental services for patients in Newton Stewart and sought to 
confirm the Board’s decision, made in December 2015, of movement back to a 
GDP based model of care. At this meeting this decision was confirmed, pending 
the undertaking of public meeting with dental patients registered with the Newton 
Stewart clinic to complete the consultation requirements for the proposal. 
 
General Dental Services are currently provided in Newton Stewart by: 
 
 Mr Hunter & his Associate provide services from premises at 2 Princes 

Street, Newton Stewart to approximately 6,800 NHS registered patients; 
 Mr Alexander and his Associate at South West Smile Care, provide 

services from premises at 23 Albert Street, Newton Stewart to 
approximately 1,800 NHS registered patients. 

 
 

2. NEWTON STEWART - CAPACITY 
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The development work at Mr Hunter’s practice is now completed and an 
additional third surgery on the ground floor is now in place. This increases the 
potential capacity for an additional 1,500 NHS patients to be registered. A third 
dentist has been recruited to the practice. Mr Hunter continues to accept all 
categories of NHS patients. 

 
Mr Alexander continues to accept all categories of NHS patients.  

 
3. NEWTON STEWART– ACCESSIBILITY 
 

The development work at Mr Hunter’s practice has resulted in all 3 surgeries 
being located on the ground floor; accessible toilet facilities on the ground floor; 
permanent ramped access; and a disabled parking bay outside the practice 

 
South West Smile Care is located on the main street in Newton Stewart town 
centre and a secondary entrance allows access for disabled patients with a 
removable ramp to assist when required. There is a waiting area and dental 
surgery available for patients on this level. There is a patient WC that is suitable 
for patients with limited mobility. Discussions are ongoing regarding the potential 
for additional disabled parking near to the South West Smile surgery. 

 
4. IMPLEMENTATION UPDATE 

 
Following the Board meeting, the review implementation group considered how 
best to address any residual concerns of patients registered to receive dental 
care at Newton Stewart Dental Clinic. Following agreement with the Chief 
Executive it was agreed that a drop in session should be held at the clinic to 
allow any patient who had residual concerns to come along and speak to a 
Board Officer.  
 
Patients registered to Newton Stewart Dental Clinic were written to on 10 
January 2017 advising of the Board decision to return to a GDP based model of 
care. This included information on the practices that had capacity to register 
NHS patients and provided details of the accessibility of each of these practices. 
Patients were informed of the drop in session should they wish to speak directly 
to a Board Officer regarding their transfer.  
 
A drop in session at the clinic was held on the 23rd of January 2017, 4 patients  
attended this session and welcomed the opportunity to discuss the transfer 
process with a Board Officer.  
 
Letters were sent to patients to confirm transfer arrangements, including 
provision of new practice details and telephone number.  
 
A reminder letter was sent to patients including the pro-forma for completion 
again and this confirmed withdrawal of the service from Newton Stewart and 
offered further advice on how they could find out information on accessing NHS 
dental care. 
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NHS dental service provision from Newton Stewart Dental Clinic ceased on the 
31st of March 2017. 
 
3 Outcome of Implementation as at 16th May 2017 
 
Table 1 outlines the outcomes of the facilitated transfer process at the 16th of 
May 2017.  
 
Table 1  Outcome of the facilitated transfer process 
 

Outcome 

Number 
of 

Patients 

Percentage 
of Patients 

Board Facilitated Transfer to other 
Independent Dental Contractor 
Practices 420 

 
 

64% 
Patients reported as making their own 
arrangements 48 

 
7% 

Patient retained within Public Dental 
Service due to additional dental support 
needs 5 

 
 

1% 
Non responders 183 28% 
Total 656 100 

 
 
It is noted that 28% of registered patients have not participated in the Boards 
facilitated transfer process. It may be that many of these individuals have made 
their own arrangements for ongoing dental care and have not notified the Board 
of this. Analysis of the age breakdown of the non-responders was undertaken 
and is outlined in Table 2 
 
Table 2  Age range of non – responders to facilitated transfer 
 

Age Range Number of Patients 
0-19 35 

20-69 123 
70 + years 25 

Total 183 
 
Staff within the Public Dental Service will try to contact parents/carers of children 
under 18 years and those over the age of 70 via telephone to further support 
those patients in accessing dental care. 
 

       A review of dental registrations will also be carried out with Practitioner Services 
Division to help determine if those who have not engaged with the facilitated 
transfer have continued their registration for NHS dental treatment. This will 
inform if further additional follow up actions are required.  
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Due to the recording of dental registrations, it can take a period of time before an 
individual shows up as being registered for NHS dental treatment. Therefore the 
follow up process for this will take time.  
 

 
5. CONCLUSION 
 

Routine General Dental Services are now no longer provided from Newton 
Stewart Dental clinic. Follow up work will be undertaken to ensure as many 
people as possible who were registered with the dental clinic continue to 
access NHS dental care. 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
5th June 2017 
 
Improving Safety, Reducing Harm:  
Women, Children and Sexual Health Directorate 
 
Author: 
Maureen Stevenson 
Patient Safety and Improvement Manager 
 

Sponsoring Director: 
Eddie Docherty 
Executive Nurse Director 
 

Date:  15th May 2017  
 
RECOMMENDATION 
 
The Board is asked to: 

• Consider the proposed changes to the design of ‘Improving Safety Reducing 
Harm’ paper, agree a schedule of reporting and agree any changes they 
would like to see the design or information presented. 
 

• Note the report from Women, Children and Sexual Health Directorate. 
 
 
CONTEXT 
 
Strategy / Policy: 
 
This paper sets out a proposal to combine previously separate Improving Safety 
Reducing Harm themes into one paper. 
 
This fits with the National Quality Strategy and the 20:20 Workforce Vision and 
locally with the ambition to connect quality and safety within operational Directorates. 
The three ambitions articulated within our National Quality Strategy: Safe, Effective, 
Person Centred Care are integral to our local arrangements to integrate and connect 
all the components of quality and safety, which together support teams and services 
to continuously improve the quality, the safety, the effectiveness and the 
personalisation of care. 
 
Organisational Context / Why is this paper important / Key messages: 
 
We are proposing to bring together safety, improvement and risk into one report for a 
Directorate or a cross cutting theme.  The Patient Safety and Improvement Team are 
proposing to prepare a different style of report for Board and Healthcare Governance 
Committee. 
 
Appended to the paper is the Women, Children and Sexual Health report discussed 
at Healthcare Governance Committee on 15 May 2017 using the proposed template. 
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GLOSSARY OF TERMS 
 
HCGC - Health Governance Committee 
HIS - Healthcare Improvement Scotland 
MCQIC - Maternity and Children’s Quality Improvement Collaborative  
SPSP - Scottish Patient Safety Programme 
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MONITORING FORM 
 

Policy / Strategy  Healthcare Quality Strategy 
 
 

Staffing Implications Nil 
 
 

Financial Implications Nil 
 
 

Consultation / Consideration Nil 
 
 

Risk Assessment Not applicable  
 
 

Sustainability Within current resources  
 
 

Compliance with Corporate 
Objectives 
 

2 

Single Outcome Agreement 
(SOA) 
 

Not applicable  

Best Value Supports the principles of best value 
Vision and leadership 
Governance & Accountability 
 
 

Impact Assessment 
 
Not required 
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Situation 
 
The Patient Safety and Improvement Team are proposing to prepare a different style 
of report for Board and Healthcare Governance Committee (HCGC). 
 
We are proposing to bring together safety, improvement and risk into one report for a 
Directorate or a cross cutting theme – for example Deteriorating Patients or 
Medicines Safety. 
 
This mirrors the priorities set out in our work plan which was received by HCGC in 
January 2017 and the direction of travel at Healthcare Improvement Scotland (HIS). 
 
A report for Women, Children and Sexual Health Directorate is attached by way of 
an example, this includes detail on Maternity & Children’s Quality Improvement 
Collaborative (MCQIC) that Board were due to receive this month. 
 
Background 
 
HIS, having completed a review in 2016 to understand the needs of key stakeholders 
and to inform its 3 year work plan, has now indicated that they will be reorganising 
their work into portfolio’s. For Scottish Patient Safety Programme (SPSP) in Mental 
Health, Acute and Primary Care these will be incorporated into overarching portfolios 
whilst Maternity and Children’s Quality Improvement Collaborative and Medicines will 
remain as separate programs during 2016/17.  
 
The Patient Safety & Improvement team has now organised its work around the key 
themes of Deterioration, Medicines Safety and Infrastructure. 
 
Both the local Patient Safety & Improvement team and the iHub at HIS have been 
asked by stakeholders to provide more tailored and responsive support at a local 
level. The development of our Quality Improvement Hub will provide the central point 
of contact for individuals and teams embarking on improvement and will offer a 
range of education, coaching and technical support to improvers. 
 
Risk Management is a key component of improving safety and reducing harm and as 
such we want to ensure that Directorates and teams are supported to make the 
connections between areas of identified or emerging risk and their improvement 
priorities. 
 
Assessment 
 
There is scope for us to further develop improvement portfolios for Directorates and 
key themes that cut across Directorates. 
 
Board currently receives separate reports on:  

• SPSP  
• Significant Adverse Events  
• Patient Safety Walkrounds 
• Risk 
• Capability Building  
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• Infrastructure & Culture to support Patient Safety and Improvement  
 
Annually we provide Board with a Risk Annual Report and Patient Safety Annual 
Report and share the Patient Safety and Improvement team work plan.  
 
These might be viewed as separate pieces or strands of our work which we propose 
to report together to demonstrate the interconnections between the areas of 
risk/harm, our improvement programmes and the underpinning work to develop an 
organisational culture and workforce capable of delivering improvement in the quality 
and safety of care.  
 
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 
• Effective management of care at transitions between services 
• Effective Multidisciplinary Team working 

 
The Patient Safety & Improvement Team now delivers ‘Scottish Improvement Skills’, 
5 day programme locally and combines this with 1:1 and group coaching for 
participants. 
 
Key stages in this development include: 

• Working with local teams/directorates to determine local priorities 
• Management Team agreement to priorities identified 
• Working with Directorate teams to define project or programme aims, drivers’ 

measures and ideas to test.  
• Capability building within Directorates 
• Measuring & monitoring of work towards meeting local improvement aims 
• Development of  learning systems that ensure we balance an appreciation of 

things that go well as well as learning when things go wrong. In the first 
instance this will include ensuring that team and directorate mechanisms exist 
to share good practice, to understand safety and risk and to share lessons 
learned.   

 
Recommendation  
 
Board consider the proposed changes to the design of ‘Improving Safety Reducing 
Harm’ paper.  
 
Appendix 1 illustrates the reporting format proposed; incorporating feedback on 
MCQIC as timetabled for the May HCGC into a Women, Children and Sexual Health 
Directorate report. 
 
Agree a schedule of reporting (see below). This will include Directorate specific 
reports and annual reports. The Patient Safety and Risk Annual Reports will provide 
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an update and analysis on all programmes of activity and an indication of the 
workplan for the year ahead. 
 
Agree any changes they would like to see to the design or information presented.    
 

Reporting Schedule to Board 
 

Date Directorate/Theme 
April 2017 Primary Care Safety Programme 
June 2017 MCQIC  
August 2017 Patient Safety Annual Report  
October 2017 Risk Annual Report  
December 2017 Acute Directorate 
February 2018 Mental Health Directorate 
April 2018 Community, Health and Social Care 

Directorate 
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 Improving Safety Reducing Harm 

In Women, Children and Sexual Health Directorate  
    
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

  

 

 

News in Brief 

Women and Children’s Improvement Portfolio  

The (Draft) Children’s Services Plan (CSP) sets the vision and commitments to 
improving the lives of children, young people and their families in Dumfries & Galloway. It 
incorporates statutory obligations and is underpinned by a focus on protecting our most 
vulnerable, early intervention and prevention. Multiagency in nature the CSP identifies 6 
Priority areas: 
 
1. Children & young people are safe and free from harm 

2. Children & young people get support at the earliest appropriate time through 
prevention and early intervention 

3. Improve the wellbeing and life chances of our most vulnerable children & young 
people 

4. Work to reduce or remove barriers so that all children and young people have equity of 
opportunity 

5. Deliver the best possible health and wellbeing for children & young people 

6. We will raise attainment and be ambitious for all our children and young people 

Incorporated within this plan are specific programmes of work, a few examples are 
described below: 

• Implementing pre birth vulnerability pathway 
• Implementation of new Health Visitor pathway 
• Reducing waiting times for Child and Adolescent Mental Health Service 

(CAMHS) services 
• Increasing drop in slots for sexual health 
• School nurse pilot – changing roles. 

Early Years Collaborative 
 
The Early Years Collaborative has now joined with the Rising Attainment for All 
Collaborative to form the “Children and Young People Collaborative”.  The work plan is 
incorporated within the Draft Children’s Services Pla. 
 
There are currently 12 projects receiving active support which ranges from advice and 
guidance to facilitation and dedicated improvement support. 
 

Maternity and Childrens Quality Improvement Collaborative (MCQIC) 

Launched in 2013 and encompassing maternity, neonatal and paediatric care; 
the overall aim is to improve outcomes by providing a safe, high quality care 
experience for all women, babies, families and children. 

Maternity 

Current priorities include managing postpartum haemorrhage (PPH) and the new 
cartiotocography (CTG) bundle which is associated with still births.  The PPH 
work aims to reduce severe PPH by 30%, and the CTG bundle aims to reduce 
hypoxic–ischaemic encephalopathy by 30% as well as contributing to the aim of 
reducing stillbirths by 30%. 

Paediatrics 

The new National PEWS (Paediatric Early Warning System) is being rolled out 
across Scotland, NHS Dumfries and Galloway have been involved in its 
development and are looking forward to adopting it during the second quarter of  
2017.  The compliance with the existing PEWS bundle remains high.  This bundle 
helps to reduce serious safety events as well as assisting with early recognition 
of deterioration.  
Neonatal 

Dumfries and Galloway are focussing for 2017 on reducing hypothermia in 
babies.  The unit will continue the work on high quality use of invasive lines and 
Gentamicin prescribing.   

 

  

Appendix 1  

Walkrounds 

There have been two Patient Safety Walkrounds within Women, Children and 
Sexual Health in the past year: Ward 15 & Cresswell 

Issues discussed included managing staffing challenges due to vacancies, 
changes in supervisor model for midwifery and implementation of new IT system.  
No additional actions were agreed and both teams were proud to receive positive 
feedback.  
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May 
SIS Cohort 2 commences 
HIS MCQIC site visit 
June 
Agree Women, Children and Sexual Health Directorate Improvement Plan 
July 
Agree Directorate Risk and Improvement Capability Plan 

Diary of Events  

Managing Risk and Protecting Patient Safety 

Proactive Risk Management 
The Directorate have identified the top 3 risks as: 

• Medical Staffing 
• School Nurse staffing 
• Admission to A&E as place of safety 

 
Adverse Events  

• 322 Adverse Events were reported from April ’16 to March ‘17 
• 248 resulted in no harm; 60 resulted in harm with 22 of these resulting in 

significant harm or death. 
• Obstetrics incidents made up 35% of overall total number of incidents in the top 

10.  
 
Learning from Significant Adverse Events 

22 significant adverse events were reported, 3 were rejected as duplicate reports. 11 
were considered by Quality Patient Safety Leadership Group (QPSLG). 10 were 
conducted as perinatal reviews and 1 as a suicide review.   
 
Most of the Significant Adverse Events (SAE) were considered unavoidable however; 
areas for learning and improvement have been identified. A selection is described 
below: 
 
Strengthen links with Mental Health (MH) Services, involve MH link workers in Multi-
Disciplinary Team (MDT) meetings, review MH screening tool and review of perinatal 
mental health pathway and consider designated multidisciplinary clinic. 
 
Review and strengthen communication between Child and Adolescent Mental Health 
Service CAMHS and GP 
 
Strengthen supervision mechanisms to ensure all discharged cases are discussed with 
supervisor 
 
Review guidelines & practice pertaining to fetal growth restrictions. 
 
Strengthen resuscitation team access within Cresswell. 
 
Multiagency Significant Case Reviews (Child Protection) have been undertaken with 
lessons learned and actions taken incorporated within the Draft Children’s Services 
Plan. 

 
 

 

Updates  

Building Improvement Capability 

Programme Number of 
Participants  

Projects 

Scottish 
Improvement 
Skills – Cohort 
1 

2 Increase the number of referrals from nursery 
schools by 50% to the Incredible Years 
Parenting Program by March 2017. 
 
Improve prescribing of specialist formula 
milks for infants. 

Clinical 
Microsystems:  
– a 6 month 
programme 
designed to 
improve both 
leadership of 
improvement 
and front line 
improvement 
capability. The 
programme 
includes face to 
face learning, 
coaching and a 
workplace 
project with 
dedicated time.   

3 
(Sexual 
Health) 

Reduce WT by increasing numbers of 
appointments available 

2 
(Health 
Visitors) 

Develop early interventions for those with 
identified concerns from Ages and Stages 
Questionnaire. 

3  (AHP) Developing a referral pathway with a single 
point of referral for children and your people 
(CYP) with neuro-developmental concerns 
requiring referral to more than one Allied 
Health Professionals (AHP) 

2 
(Acorn 
House) 

Improving communication with parents 
before and after a child’s short break. 

2 (Neonates) Reduce hypothermia through the introduction 
of the “snuggle bundle” within neonatal unit. 

3 (Ward 15) Introduction of National Paediatric Early 
Warning System 
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SPSP National Conference  

The SPSP National Conference took place on 29th November 2016. The event focused 
on deterioration: prevention, recognition and response, themes which cross all safety 
programmes. 

National Networking events have been held for each of the MCQIC programmes during 
February and March 

  

Glossary  
 
CAMHS Child and Adolescent Mental Health Services  
CSP  Child Support and Protection 
CTG  Cartiotocography  
HIS  Healthcare Improvement Scotland 
MCQIC  Maternity and Children’s Quality Improvement     
  Collaborative 
MDT  Multi-disciplinary Team 
MH  Mental Health  
PPH  Postpartum Haemorrhage 
PVC  Peripheral Venous Catheter 
QPSLG  Quality Patient Safety Leadership Group 
SAE  Significant Adverse Events 
SPSP  Scottish Patient Safety Programme  
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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 implementation of the new Complaints Handling Procedure from 1 
April 2017. 

• note the Board’s complaints performance for February 2017 and March 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. 
 
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. 
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• The new NHS Complaints Handling Procedure (CHP) has successfully been 

implemented from 1 April 2017 as planned. 
• The number of complaints received by the Board remains reasonably 

consistent. 
• 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 
ongoing CHP implementation work. 

 
 
GLOSSARY OF TERMS 
CHP - Complaints Handling Procedure 
SPSO - Scottish Public Services Ombudsman  
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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 Manages and Nurse 
Managers who have a responsibility to take 
account of any associated risk. 
 

Sustainability Not required 
 

Compliance with Corporate 
Objectives 
 

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 
 

Single Outcome Agreement 
(SOA) 
 

Health inequalities 
 

Best Value 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 February 
and March 2017 and details planned improvement actions and recent achievements. 
 
2. Spiritual Care 
 
The Spiritual Care Lead continues to develop the spiritual care service across Dumfries 
and Galloway.  Having visited most community hospitals, the outstanding three for  to 
visit and meet staff are Newton Stewart, Kirkcudbright and Castle Douglas.  The 
Spiritual Care Lead is providing nursing staff with information around general spiritual 
care documentation and from National Education Scotland about bereavement. The 
acute sector and staff support will be the main focus for 2017/18 for the Spiritual Care 
Lead and referrals to support staff are now beginning to occur.  
 
The Spiritual Care information on both internet and intranet has been updated. A 
spiritual care information leaflet for in-patients has been refreshed is currently being 
proof-read.   
 
The Spiritual Care Lead continues to oversee a couple of ‘artists in residence’ regarding 
the positive progress of appropriate artwork and interiors for the new DGRI sensitive 
spaces.   
 
The recruitment of Spiritual Care volunteers, in the form of Community Chaplaincy 
Listeners, is ongoing for in-patients in the acute sector and for patients in GP practices.  
Five new people are currently undergoing Disclosure Scotland and enhanced PVG 
checks prior to spiritual care training with the Spiritual Care Lead.  The new volunteers 
will raise the total number of Spiritual Care volunteers to nine; ongoing recruitment 
continues to support the needs of patients across NHS Dumfries and Galloway.    
 
The Spiritual Care Lead has met with a local InterFaith representative and is due to 
meet with local Dumfries clergy from a variety of denominations to establish community 
links and inform them about the development of the Spiritual Care Service.   
 
The new National Delivery Plan for Health and Social Care Chaplaincy and Spiritual 
Care across Health and Social Care in Scotland is currently being finalised and will be 
implemented according to local context and resources.   
 
3. Volunteering 
 
The feasibility study for the model of volunteering in the new DGRI is progressing with 
the second Induction Training taking place early June, fourteen new volunteers will be 
participating.  Recruitment has been steady with twenty seven new enquiries since 
February 17 all mainly through word of mouth. 
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A Recruitment Day is being planned to raise the profile of volunteering and to recruit 
new ward volunteers and welcome guides in advance of the new hospital opening. 
 
Volunteer Co-ordinator is working closely with Human Resources to migrate the current 
volunteer data into the new NHS Volunteer Information System.   This will begin late 
May 17 with expected completion in July 17.   Consultation has commenced on the 
refreshing of our Volunteering Policy and Procedures with the Impact Assessment 
taking place in parallel. The Volunteering Steering Group will meet in June to begin 
preparation to submit the self assessment for Investing in Volunteers Award which is 
due for reaccreditation.  
 
4. Patient and Carer Information 
 
NHS Dumfries and Galloway are currently conducting a review of all patient and carer 
information leaflets with the aim to ensure that the information that is shared with 
patients continues to be consistent and accurate.    The initial information gathering 
stage has now been completed within Dumfries and Galloway Royal Infirmary.  The 
next phase is to review the information gathered so we can begin to take steps to revise 
and improve the leaflets we share and display in the future.   
 
We are also reviewing how leaflets are printed and stored with a view to better utilising 
technology and reducing the number of out of date or unused leaflets on display.    This 
will involve utilising the new Multi-Function Devices within our buildings so that patient 
information can increasingly be printed at the point of use.   
 
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.   
 
We are making progress in developing online materials to better promote the PEN and 
are exploring social media opportunities to assist with this.    
 
Dumfries and Galloway Council are currently running a consultation course, delivered 
by the Consultation Institute, which we have secured a place on.  Whilst still underway, 
the course has already delivered a number of tools which can be used by the PEN to 
ensure that the consultations we are promoting are of an appropriate quality and 
standard.  This will improve the experience of PEN members and will help to ensure our 
consultations are meaningful and robust. 
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6. Patient Feedback 
This following section provides a commentary and summary statistics on patient 
feedback throughout NHS Dumfries and Galloway for the period February 2017 – March 
2017.  
 
6.1 Care Opinion (formerly Patient Opinion) 
Care 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.   The organisation used to run two sites; Patient Opinion for stories about 
experiences in our hospitals and Care Opinion for stories about Primary Care and 
Social Care.   In response to the increased integration of health and social care services 
across Scotland, Patient Opinion and Care Opinion merged into a single site and 
service from 1 May 2017.  
 
NHS Dumfries and Galloway received eight Care Opinion stories during the period, 
three of which were positive.  Where a story is not positive we encourage the author to 
make contact with Patient Services in order that we provide further advice and support 
to resolve issues raised. 
 
All NHS Dumfries and Galloway stories are available to view at 
www.careopinion.org.uk. 
 
Patient Services are developing a communications plan to better promote Care Opinion 
to ensure that we are making best use of this positive resource.  A date is being sought 
with the Care Opinion team to support the roll out of Care Opinion into the community. It 
is anticipated that the feedback handlers for the complaints process will co-ordinate all 
feedback moving forwards. 
 
6.2 Compliments 
NHS Dumfries and Galloway received seven formal ‘compliments’ during the period in 
addition to those received by local teams and via Care Opinion.  This positive feedback 
was largely around the caring and professional attitude of staff and the excellent care 
and treatment received.  We also recorded four comments. 
 
We recognise that there is a large volume of positive feedback being provided at local 
level that we are not formally capturing and a plan is underway to begin improving that 
towards the end of this year.  
 
 
6.3 Complaints 
 
Update on the NHS Scotland Model Complaints Handling Procedure 
Patient Services continue to work through the implementation action plan for the new 
NHS 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. 
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NHS Dumfries and Galloway successfully implemented the CHP from 1 April 2017 and 
have written to the Scottish Government confirming compliance.  As part of the 
implementation plan, Patient Services have begun delivering complaints training across 
the region.  This training has been well received and sign up levels are good. 
 
Patient Services have also introducing 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.   
 
We are also adopting the new Key Performance Indicators set out by the Scottish Public 
Services Ombudsman in their Model Complaints Handing Procedure.  Future Board 
reports will therefore reflect those new indicators. 
 
More information on the changes to complaints handling in the NHS and wider public 
sector can be found at www.valuingcomplaints.org.uk.  A brief factsheet regarding the 
changes has been included in Appendix 1. 
 
Complaints Performance 
 
Table 1 provides a summary of the number of formal complaints received in February 
2017 - March 2017 and the combined overall totals. The figures provided demonstrate a 
‘snapshot’ from Datix and may change slightly as complaints are reviewed and updated. 
 
Table 1 Formal Complaints Data for February - March 2017 
 

 Feb Mar Total 

Complaints received 22 28 50 
Complaints acknowledged in 3 
working days 

15 68% 21 75% 36 72% 

Complaints completed in 20 working 
days  

12 55% 11 39% 23 47% 

Complaints not completed in 20 
working days 

10 45% 17 61% 27 53% 

Complaints still ongoing 4 18% 15 54% 19 36% 
Complaints withdrawn 0 0% 0 0% 0 0% 
Outcome of Complaints 
Upheld 6 27% 2 7% 8 17% 
Upheld in Part 1 5% 0 0% 1 2% 
Not Upheld 8 36% 11 39% 19 38% 
Complaints Transferred Out 0 0% 0 0% 0 0% 
Consent not received 1 5% 0 0% 1 2% 
Irresolvable - Expectation 0 0% 0 0% 0 0% 

*inc ongoing complaints 
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The number of complaints received by the Board for this reporting period was 50 in 
comparison to 66 the last reporting period. We are typically receiving between 30 and 
40 complaints per month.   
 
The Board achieved 72% compliance across this reporting period for the percentage of 
complaints acknowledged within the national target of 3 working days in comparison to 
76% compliance for the last period.  Compliance with acknowledgement timescales has 
shown a decline since December 2016.  This continued decline is due to staff resources 
and capacity around complaints handling.  This will be addressed, in part, through the 
recent recruitment to the Patient Experience Officer post in Acute and Diagnostic 
Services and the planned recruitment to an Administrative post in Patient Services.  Key 
administrative staff across the organisation have been identified and trained as 
‘Feedback Coordinators’ to help manage the administrative demands around feedback 
and complaints.  These activities along with the new procedure and improved processes 
should see compliance begin to recover in the coming months. 
 
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 47%. This demonstrates a slight improvement on compliance since  
the last period, however remains significantly lower than our target.    
 
Further interrogation of the data highlights 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.   As above, the 
improved procedure, admin structures and processes will help to address this 
compliance issue. 
 
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. 
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6.3.1 Complaints Data 
 
Figure 1: Number of complaints received and completed in 20 working days 2016-
17 

 
 
Figure 2: Complaint Response times – February 2017 - March 2017 
 

 
 
 
The total number of complaints received by the Board this year to date (1 April 2016 – 
31 March 2017) is 404 compared with 348 in the same period of the previous year (1 
April 2015 – 31 March 2016).  The percentage of complaints responded to in 20 working 
days over that period is 51% compared to 72% over the same period last year.   
 

NOT  PROTECTIVELY  MARKED 
Page 9 of 12 



The action plan referenced above will improve this compliance over the next financial 
year.   
 
6.3.2 Complaints by Directorate 
 
Table 2 Number of Complaints by Directorate and responded (%) in 20 working 
days 
 

 Feb Mar 

 Total Resp. % Total Resp. % 
Acute and Diagnostic 13 5 38% 16 2 13% 
PCCD 1 1 100% 1 0 0% 
Prison 3 3 100% 5 4 80% 
Women & Children 4 2 50% 2 1 50% 
Corporate 0 0 - 3 3 100% 
Mental Health 0 0 - 0 0 - 
Operational Services 1 1 100% 1 1 100% 
Totals: 22 12 55% 28 11 39% 

*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 
 

  Feb Mar Total 
Clinical Treatment 20 29 49 
Staff communication (oral) 9 3 12 
Staff attitude and behaviour 4 0 4 
Waiting time for date for appointment 11 1 12 
Staff communication (written) 1 0 1 
Other 4 7 11 

           *Total may vary from number of complaints 
  
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 3 details the Improvement actions taken as a result of complaints received in this 
reporting period. 
 
Figure 3: 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 that they are currently investigating four complaints from NHS 
Dumfries and Galloway and we await the outcome of their investigations.   
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In addition to these complaints the SPSO have made recommendations in relation to 
two complaints.  An action plan has been completed and sent to the SPSO in relation to 
one of those complaints and the Board is currently implementing an action plan in 
relation to the second complaint. 
 
7.  Reports to the Procurator Fiscal 
 
There have been no complaints reported to the Procurator Fiscal in this reporting 
period.  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 remains updated on progress through regular reporting. 
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New NHS Scotland Model Complaints Handling Procedure  
 

1. The NHS Scotland Model Complaints Handling Procedure was published on 3 
October 2016.   The revised procedure requires amendments to relevant 
Regulations and Directions made under the Patient Rights (Scotland) Act 2011 
(“the Act”).   
 

2. The Act aims to improve patients’ experiences of using health services and to 
support people to become more involved in their health and health care.  
 

3. NHS Boards and their service providers are required to adopt the new NHS 
Scotland Model Complaints Handling Procedure from 1 April 2017 when the new 
Regulations and Directions come in to force. 
 

4. The revised procedure introduces a distinct, five-day period in which responsible 
bodies may attempt to resolve complaints early and locally, without the need for an 
investigation.  This is called Stage One.  Stage One resolution and responses will 
typically be the responsibility of Senior Charge Nurses, Team Leaders and Managers. 

 
5. The 20 working day investigation stage is retained but now becomes Stage Two.  The 

‘Responsible Manager’ for Stage Two complaints will typically be a General Manager 
or Health and Social Care Locality Manager.   On receipt of the complaint, the 
Responsible Manager will appoint an appropriate ‘Investigating Officer’ to conduct a 
thorough investigation and to prepare a detailed report.  This will inform the 
Responsible Manager’s response to the complaint.  This will be the final response of 
the organisation. 

 
6. There is provision for a complaint to bypass early resolution and go straight to the 

investigation stage, if the responsible body considers it serious or complex enough. 
 
7. If complainants remain dissatisfied following a Stage Two response, they may 

progress their complaint to the Scottish Public Services Ombudsman. 
 

8. The 2017 Directions set out further requirements in relation to feedback including that 
the NHS body makes sure information is available in writing about arrangements for 
handling and responding to complaints. The NHS body must also ensure that each of 
its service providers has appropriate arrangements in place to meet the requirements.    

 
9. The Directions also outline performance reporting requirements, including the need for 

quarterly reports in relation to complaints, and annual reports in relation to feedback, 
comments and concerns. The NHS body must also ensure that the same information 
is recorded and reported in relation to its service providers.  

 
10. The NHS body must publish their annual reports and send copies to the Scottish 

Ministers, the PASS, Healthcare Improvement Scotland, SPSO, and, where 
appropriate, the Scottish Prison Service. There is also a requirement for the NHS body 
to submit its own and its service providers’ quarterly complaints reports annually to the 
Common Services Agency, to allow for the collation of national complaints statistics.  
 

More information on the changes to complaints handling in the NHS and wider public 
sector can be found at www.valuingcomplaints.org.uk 

http://www.valuingcomplaints.org.uk/
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Date:   17th May 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 Scottish National HAI point prevalence study results published on 23 May 

show the lowest HAI infection rates the board has ever reported. A rate of 1.9% 
for DGRI against a national average of 4.5% adult inpatients in acute hospitals. 
 

• In the year ended 31 March 2017 the local delivery plan target set for Clostridium 
difficile Infection (CDI) was met. NHS Dumfries and Galloway have the lowest 
rates of CDI since mandatory reporting commenced 
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• A report on the Galloway Community Hospital following the unannounced HAI 
inspection by the Healthcare Environment Inspectorate was published 23 May. 
They report good adherence to standard infection control precautions, including 
the management of linen, waste and sharps. The staff observed also performed 
hand hygiene and used personal protective equipment appropriately and they 
report includes very positive comments from patients regarding environmental 
cleanliness. 
 

 
 
GLOSSARY 
AOBD - Acute Occupied Bed Days 
CDI - Clostridium difficile Infection 
HAI - Healthcare Associated Infection 
HPS - Health Protection Scotland 
HEI - Healthcare Environment Inspectorate 
MSSA - Meticillin Sensitive Staphylococcus Aureus 
MRSA - Meticillin Resistant Staphylococcus Aureus 
SAB - Staphylococcus aureus bacteraemia 
TOBD - 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 
Committees 

Update paper only.  
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 with Corporate 
Objectives 

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. 

 
Single Outcome Agreement 
(SOA) 

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 

 
 
 
 
 
 
 
Key Healthcare Associated Infection Headlines  
 

• The Scottish National HAI point prevalence study results published on 
23 May show the lowest HAI infection rates the board has ever 
reported. A rate of 1.9% for DGRI against a national average of 4.5% 
adult inpatients in acute hospitals.  

• In the year ended 31 March 2017 the local delivery plan target set for 
Clostridium difficile Infection (CDI) was met. NHS Dumfries and 
Galloway have the lowest rates of CDI since mandatory reporting 
commenced 

• A report on the Galloway Community Hospital following the 
unannounced HAI inspection by the Healthcare Environment 
Inspectorate was published 23 May. They report good adherence to 
standard infection control precautions, including the management of 
linen, waste and sharps. The staff observed also performed hand 
hygiene and used personal protective equipment appropriately and 
they include very positive comments from patients regarding 
environmental cleanliness. 

 
1. Staphylococcus aureus (including MRSA) 

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 

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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No national target for HAI reduction has been set as yet by the HAI policy unit at 
Scottish Government Health and Social Care department. NHS Dumfries and 
Galloway will continue to work to the previous local delivery plan targets submitted. 
 
Figure 1- Local data 

 
Local target = 26 
 
Figure 2 

 

NOT  PROTECTIVELY  MARKED 
Page 5 of 14 



The first 3 quarters of 2016 demonstrated a downward trend in the SAB rate. 
However, the last quarter has seen a significant increase in the number of cases and 
means that the local delivery plan target was not met; this has been largely due to a 
number of SAB in people who use drugs. 
 
Two of the SAB included in this reporting, as per the mandatory requirements, are 
contaminated blood cultures. This indicates that the blood collection method was sub 
optimal and does not represent infection.  
 
Numbers are fewer than last year and indeed, the number of HAI SAB that we would 
categorise as preventable is extremely low. 
 
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. 
 
2. Clostridium difficile 

 
Figure 3- Local data 
 
We continue to see low numbers of case of CDI across Dumfries & Galloway 
however we are seeing a slight increase in cases occurring in Primary care.  

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 
 

 
 
3. 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.The report was published on 23 May and is available on 
http://www.healthcareimprovementscotland.org/our_work/inspecting_and_regulating
_care/hei_dumfries__galloway_report/galloway_community_may_17.aspx 
 
The HEI inspected against four standards. These were: 
 

• Standard 2: Education to support the prevention and control of infection 
• Standard 3: Communication between organisations and with the patient or 

their representative 
• Standard 6: Infection prevention and control policies, procedures and 

guidance, and 
• Standard 8: Decontamination 

 
What the hospital did well 
 

• The standard of environmental cleanliness. 
• Adherence to hand hygiene requirements. 
• Domestic staff described a positive working relationship and very good 

communication with nursing staff. 
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What the hospital could do better 
 

• Ensure all areas used for storage are able to be effectively cleaned. 
• Ensure all equipment requiring service, maintenance, repair or disposal has a 

decontamination certificate in place. 
 
4. Surgical Site Infection (SSI) reporting 
 
Currently NHS Dumfries & Galloway lead the way nationally in terms of surveillance 
of SSI. We have excellent systems in place and perform surveillance on 10 
categories of surgery. Only two of these are mandatory; Hip arthroplasty and 
Caesarean section. 
 
Unfortunately due to the introduction of a new IT system in maternity services, 
‘Badgernet’ there has been a lack of available data to allow the mandatory SSI 
surveillance data to be submitted. This may mean that infection rates are artificially 
high due to a reduced denominator. 
 
NHS Dumfries and Galloway will be included in national published reports with a 
caveat to this effect.  
 
The Infection Control Audit and Surveillance Officer has been working with Maternity 
services to support the process.  
 
Figure 5 
HPS Quarterly report Published April 2017 

 
 

At any point where the 1st standard deviation line is crossed there is an investigation 
to gain understanding of the reasons for this and implementation of remedial actions 
necessary. Actions taken previously have been reported to the Infection Control 
Committee.  
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Figure 6 
HPS Quarterly report Published April 2017 

 

 
It should be noted that the sharp rise illustrated in figure 5 above accounts for only 4 
infections. However, an action plan has been drawn up and actions taken to 
investigate possible reasons for this statistical anomaly.  
 
6. Patient Placement 
 
There are occasions where a patients’ previous infection or colonisation status would 
require them to be placed in a single room on admission to reduce the risk of cross 
transmission to other patients. However, infection status is not always identified on 
admission. This can lead to a patient being placed with others.  
 
The IPCT have worked with the ICT to develop the patient management system, 
CORTIX, to include a coloured icon which identifies patients who should be isolated 
and infection control advice sought. This is visible to staff at any point in the patients’ 
in patient journey. 
 
This has proved very helpful to ward staff and capacity managers and has supported 
best practice in terms of patient placement to minimise the risk of cross infection. 
 
Electronic systems have potential to greatly improve processes or conversely 
complicate them. This report contains examples of both and we remain alert to these 
possibilities as we continue to travel through a period of such significant change in 
NHS Dumfries & Galloway. 
 
7. Conclusion 
This report describes low rates of HAI and an external report of adherence to best 
practice in the application of standard infection control precautions and standards of 
hospital cleanliness. The links between these may appear obvious however it is the 
continual attention to both these areas that will be the key to success.  
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NHS Dumfries and Galloway Board report card 
 

Staphylococcus aureus bacteraemia monthly case numbers 
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

App 
2017 

MRSA  0 0 0 0 0 0 0 1 0 0 1 0 
MSSA 2 1 2 2 2 3 2 4 6 4 5 3 
Total SABS 2 1 2 2 2 3 2 5 6 4 6 3 
 
 
Clostridium difficile infection monthly case numbers 
  
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Ages 15-
64 

0 1 1 1 0 1 2 1 1 0 0 2 

Ages 65 
plus 

6 1 1 0 3 2 3 4 0 3 5 2 

Ages 15 
plus 

6 2 2 1 3 3 5 5 1 3 5 4 

 
Cleaning Compliance (%) 
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Board 
Total 

97.1 98.0 96.9 96.2 98.0 97.9 97.8 97.3 97.1 97.4 96.6 96.5 

   
 
Estates Monitoring Compliance (%)   
  
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Board 
Total 

99.6 99.9 99.5 99.3 99.7 99.7 99.9 99.6 99.8 99.6 99.9 99.8 
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NHS HOSPITAL REPORT CARD - DGRI 
 
Staphylococcus aureus bacteraemia monthly case numbers 
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

MRSA  0 0 0 0 0 0 0 1 0 0 1 0 
MSSA 2 1 2 2 2 3 2 3 6 4 5 3 
Total SABS 2 1 2 2 2 3 2 4 6 4 6 3 
 
 
Clostridium difficile infection monthly case numbers 
  
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Ages 15-
64 

0 0 1 0 0 1 0 0 1 0 0 0 

Ages 65 
plus 

3 0 0 0 3 2 2 2 0 2 3 0 

Ages 15 
plus 

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

    
Cleaning Compliance (%) 
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Board 
Total 

96.0 96.1 94.9 95.3 96.5 95.7 95.3 95.5 96.3 95.7 96.0 96.0 

 
Estates Monitoring Compliance (%)   
  
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Board 
Total 

98.9 98.9 98.8 99.6 99.5 99.3 99.6 99.5 99.8 99.5 99.2 98.8 
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NHS HOSPITAL REPORT CARD – Galloway Community Hospital 
 
Staphylococcus aureus bacteraemia monthly case numbers 
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

MRSA  0 0 0 0 0 0 0 0 0 0 0 0 
MSSA 0 0 0 0 0 0 0 1 0 0 0 0 
Total 
SABS 

0 0 0 0 0 0 0 1 0 0 0 0 

 
 
Clostridium difficile infection monthly case numbers 
  
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Ages 
15-64 

0 0 0 0 0 0 0 0 0 0 0 0 

Ages 65 
plus 

0 0 0 0 0 0 0 0 0 0 0 0 

Ages 15 
plus 

0 0 0 0 0 0 0 0 0 0 0 0 

 
    
Cleaning Compliance (%) 
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Board 
Total 94.7 95.5 94.1 94.5 93.4 97.2 96.2 96.0 96.4 98.2 96.2 96.2 

   
 
Estates Monitoring Compliance (%)   
  
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Board 
Total 98.5 99.6 98.3 98.2 98.8 98.7 99.1 99.5 99.2 99.1 99.7 99.2 
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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 
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

MRSA  0 0 0 0 0 0 0 0 0 0 0 0 
MSSA 0 0 0 0 0 0 0 0 0 0 0 0 
Total 
SABS 

0 0 0 0 0 0 0 0 0 0 0 0 

 
Clostridium difficile infection monthly case numbers 
  
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Ages 15-64 0 0 0 0 0 0 0 0 0 0 0 0 
Ages 65 
plus 

0 0 0 0 0 0 0 0 0 0 0 0 

Ages 15 
plus 

0 0 0 0 0 0 0 0 0 0 0 0 

 
NHS OUT OF HOSPITAL REPORT CARD 

 
Staphylococcus aureus bacteraemia monthly case numbers 
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

MRSA  0 0 0 0 0 0 0 0 0 0 0 0 
MSSA 0 0 0 0 0 0 0 0 0 0 0 0 
Total 
SABS 

0 0 0 0 0 0 0 0 0 0 0 0 

 
 
Clostridium difficile infection monthly case numbers 
  
 May 

2016 
Jun 
2016 

Jul 
2016 

Aug 
2016 

Sep 
2016 

Oct 
2016 

Nov 
2016 

Dec 
2016 

Jan 
2017 

Feb 
2017 

Mar 
2017 

Apr 
2017 

Ages 15-64 0 1 0 1 0 1 2 1 0 0 0 2 
Ages 65 
plus 

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

Ages 15 
plus 

3 2 1 1 0 1 3 3 0 1 2 4 
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5th June 2017 
 
Performance Report 
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Interim General Manager - Acute and 
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Sponsoring Director: 
Julie White 
Chief Operating Officer 

Date:   5th June 2017  
 
RECOMMENDATION 
 
The NHS Board is asked to discuss and note the contents of this report. 
 
 
CONTEXT 
 
Strategy / Policy: 
 
Waiting Times / Patient Access 
 
Organisational Context / Why is this paper important / Key messages: 
 
This report is an at a glance report of key operational targets. 
 
As agreed at the NHS Board meeting in December, the “At a glance” Performance 
report provides NHS Board members with the most recent performance data in 
respect of the key operational targets.  This is intended to supplement the quarterly 
performance reports submitted to NHS Board and Integration Joint Board. 
 
 
GLOSSARY OF TERMS 
 
HEAT - Health Improvement, Efficiency, Access and Treatment ‘  Quality and 

Patient Experience  
ED - Emergency Department 
MDT - Multi-disciplinary Team 
DNA - Did not attend  
TTG - 84 Day Treatment Time Guarantee 
AMU - Acute Medical Unit 
MRI - Magnetic resonance imaging 
OMFS - Oral and Maxillofacial Surgery 
DGRI - Dumfries and Galloway Royal Infirmary 
GCH - Galloway Community Hospital 
LUCAP - Local Unscheduled Care Action Plan 
 

Agenda Item 33 
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GLOSSARY OF TERMS     Cont/... 
 
AHP - Allied Health Professional 
MSK - Musculoskeletal 
HMB - Hospital Management Board 
WTE - 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 Currently undertaking DCAQ for all services, which will 
support planning to future proof services 

Compliance with Corporate 
Objectives 
 

Complies with 
• to deliver excellent care that is person-centred, 

safe, effective, efficient and reliable. 
• to reduce health inequalities across Dumfries 

and Galloway. 
 

Single Outcome Agreement 
(SOA) 
 

Not applicable 

Best Value 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 
 
 
 
CURRENT POSITION AGAINST ACC
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Document Features 
 
 

 

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. 

 

 
A1.Percentage of adults 

able to look after their 
health very well or quite 

well.
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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 

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

good health for longer 

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

good health for longer 

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 
  

  

 

3. People who use health and 
social care services have 

positive experiences of those 
services, and have their dignity 

respected 
  

  

 

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 
  

  

 

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 

  

  

 

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 
  

  

 

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 
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Clinical and Care Governance 

 

Overview 
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Qvvw_ijb_reportdata_PIID466 

A11 Premature mortality rate 
 
 

 

 
 

 
European age-standardised mortality rate per 100,000 for people aged under 75 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Points 
The premature mortality rate is standardised to account for the different proportions of age 
groups in different regions.  Dumfries & Galloway (376 deaths per 100,000 people aged 
under 75 in 2015) is typically better than Scotland (441 deaths per 100,000 people aged 
under 75) and the long term trend across Scotland is downwards. 

The Wider Context 
This measure is a high level population indicator which is affected by a large number of 
factors.  Research has shown that some of the drop in mortality rates can be attributed to the 
falling rates of smoking, cancer screening programmes, the widespread use of statin 
medication and falling levels of violent crime which tends to disproportionately affect younger 
people. 

Improvement Actions 
There are no specific improvement actions for this indicator but it is expected to be impacted 
upon by activities that focus on the underlying causes of poor health and inequalities.  Poor 
health is not simply due to diet, smoking or other life style choices, but also the result of 
other factors such as people's social circumstances, sense of control and cultural factors. 
 
Ensuring children have the best start in life, tackling poverty, reducing unemployment, 
promoting mental wellbeing, increasing educational attainment and improving poor physical 
and social environments will, therefore, all contribute to reducing premature mortality. 
 

This needs to be complemented by specific action on the "big killer" diseases, such as 
cardiovascular disease and cancer where some of the risk factors, such as smoking, are 
strongly linked to deprivation, as well as addressing drug and alcohol problems and links to 
violence that affect younger men in particular. 
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A15 Proportion of the last 6 months of life spent at home 
or in a community setting 
 

 

 
 

 

 
Proportion of the last 6 months of life spent at home or in a community setting 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Points 
Overall 88.9% of the last 6 months of life were spent at home or in a community setting for 
those people from Dumfries & Galloway who died in 2014/15.  This rate has remained 
relatively stable. 
 
The rate for Dumfries & Galloway is similar to the overall rate for Scotland in 2015/16.  The 
Scotland rate was 86.3%. 

 
The Wider Context 
This indicator would ideally represent the wishes and choices of individuals and their Carers 
however, for an individual, their preferred place of care can change as their condition and 
circumstances change over time.  The last six months of life are chosen as this is the period 
when most hospital admissions occur.  The National Record of Scotland reported that in 
2015 there were 1,901 adult deaths (people aged 20 or over) in Dumfries & Galloway. 

 
Improvement Actions 
Fewer than half of people in Dumfries & Galloway currently die at home or in a homely 
setting (see the Dumfries and Galloway Health and Social Care Adult Strategic Needs 
Assessment).  A review of palliative care and support in Dumfries & Galloway is currently 
underway.  The Scottish Government published the Palliative and End of Life Care Strategic 
Framework for Action in December 2015 which sets out the vision that “by 2021, everyone in 
Scotland who needs palliative care will have access to it”. 
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A18 Percentage of adults with intensive care needs 
receiving care at home 
 

 

 
 

 

 
Percentage of adults with intensive care needs receiving care at home 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Points 
In 2015/16 across Dumfries & Galloway 65% of adults who have intensive care needs 
received care at home.  This is greater than the overall proportion for Scotland, 62%. 
 
This rate has marginally declined in Dumfries & Galloway over the past 5 years from 71% in 
2011/12 whereas the overall rate for Scotland has remained relatively steady. 

 
The Wider Context 
This indicator should not be confused with Indicator C6.  This indicator assesses the 
proportion of all people who receive long term care and support (be that care at home or 
care from a residential home) that receive Care at Home. It is intended as a measure of how 
successful the partnership is at keeping people in their own homes. (Indicator C6 assesses 
the proportion of all Care at Home cases that are 'intensive'.) 

 
Improvement Actions 
A working group has been established to look at new models of care.  Modelling of how care 
is distributed at locality level will help inform future planning. 
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A19 Number of days spent in hospital when ready for 
discharge 
 

 

 
 

 

 
Number of days people aged 75 or older spent in hospital when they are ready to be 
discharged, per 1,000 population 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

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 
people) and care arrangements (14 people). 

The Wider Context 
Measuring delayed discharges is an indicator of how timely is the flow of people through the 
health and social care service. 

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, a weekly video conference meeting is held 
between the delayed discharge manager, senior social workers and patient flow coordinators 
at which each delay is reviewed.  There are four new flow co-ordinator posts, one for each 
locality, who support the discharge process from cottage hospitals to a homely setting.   

Daily Dynamic Discharge (DDD) is being rolled out across all hospital settings.  The Short 
Term Assessment Re-ablement Service (STARS) has started working with the discharge 
manager, patient flow coordinators and the senior social worker at DGRI.  They hold a daily 
flow meeting to identify people suitable for re-ablement and/or home assessment.  STARS 
have also started to link with locality teams to replicate this approach in cottage hospitals.  

Lack of staff or reduced staffing of certain professional groups on Bank Holidays presents 
challenges for timely discharge.  A short life working group is looking at managing public 
holiday working. 



13 

 

Qvvw_ijb_reportdata_PIID431 

B2(1) Cancer waiting times (part 1) 
 
 

 

 
 

 
Percentage of people newly diagnosed cancer 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 improved in the last quarter and is at 100% in December 2016. 
 
The most recent figures published nationally for this indicator are for the three months 
ending December 2016 where Dumfries & Galloway achieved a rate of 95.1%, above the 
Scottish national rate of 94.1%. 

The Wider Context 
Per month, there are approximately 50 people across Dumfries & Galloway newly diagnosed 
with cancer that goes on to be treated.  The small number of people means that marked 
fluctuations in performance can be caused by just one or two diagnoses.     
 
Cancer pathways for people living in Dumfries & Galloway often involve onward referral to 
other health boards.  Dumfries & Galloway’s performance can therefore 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 enabling 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. Daily escalation appears to be helpful in bringing down waiting times; MRI 
waiting times are coming down and pathway reviews continue to improve.   
 
A programme of work is underway to deliver recommendations on the preferred diagnosis 
and treatment pathways to tertiary centres (typically Edinburgh and Glasgow) on a tumour 
by tumour basis, which should improve people's overall experience of the services. 



14 

 

Qvvw_ijb_reportdata_PIID432 

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 88.9% at the end of September 
2016 to 95.8% in December 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 people with 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 December 
2016 where the Scottish national rate of 87.5% was well below that of Dumfries & Galloway. 

 
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.  MRI 
(magnetic resonance imaging) waiting times have improved and the organisation is in the 
process of recruiting further MRI staff. 
 
The multi disciplinary team coordinator is now in post and developing into the role. The role 
will support the collection of data to achieve Quality Performance Indicators, improve 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 fallen to 85.5% this quarter.  The longer term trend 
for this indicator is downward.  Dumfries & Galloway’s performance is currently below the 
national target of 100%. 

The Wider Context 
Official statistics recently released by ISD indicated that at the end of December 2016 the 
Scottish rate was 86.7%.  In Dumfries & Galloway 177 people who were treated between 
October to December 2016 had waited more than 12 weeks. 

Improvement Actions 
Dumfries & Galloway continues to strive to achieve the Treatment Time Guarantee (TTG).  
Weekend lists are being run to try and accommodate people where possible.  In 
ophthalmology, nurses have been 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.  The process of nurses taking on this role is anticipated to release consultant 
capacity.  It is anticipated to see improvement in this area over the next six months.   

In orthopaedics Allied Health Professional (AHP) triaging has been introduced.  This involves 
AHPs using evidence based pathways to triage all routine orthopaedic referrals from primary 
care to the most appropriate speciality.  This may be an AHP speciality such as 
physiotherapy or podiatry or the person may require a direct orthopaedic referral.   

The number of orthopaedic speciality referrals has reduced by an average of 23%, which 
has reduced the waiting list in this area.  The number of onward referrals to orthopaedics 
following the first appointment to AHPs has reduced by 60%, demonstrating that people are 
being seen more often by the right speciality, first time.  The pilot has involved closer 
working between AHPs and the orthopaedic consultants and has resulted in positive 
improvements in communication and joint decision making.  This pilot is continuing for 
another 6 months until September 2017 with the hope of securing substantive funding to 
continue this.  
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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 89.7% at the end of March 
2017 against a target of 90%. 
 
The rate for Dumfries & Galloway remained stable for financial year 2016/17. 
 
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 to 
the point a person receives treatment as opposed to just one part of this pathway.  
Improvements in performance against indicators B4 and B6 will positively impact on indicator 
B5. 

Improvement Actions 
An occupational therapist has completed training and has commenced steroid injections for 
hand conditions.  This will improve efficiency and reduce the waiting times of both 
orthopaedic and rheumatology clinics. This service commenced in April 2017 as planned. 
 
The management team is undertaking demand, capacity, activity and queuing (DCAQ) 
modelling to better identify and make best use of available capacity.  Each speciality is 
undertaking activity modelling and developing improvement plans in anticipation of the move 
to the new hospital.  These will be shared with Scottish Government in order to assure 
performance against elective access targets is maintained. 

 
The Golden Jubilee Hospital has agreed to provide prioritised access to Dumfries & 
Galloway to increase capacity, particularly for the period of transition to the new hospital. 
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B6 12 weeks first outpatient appointment 
 
 

 

 
 

 
Percentage of people 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 92.2% in March 2017. 
 
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 December 2016 
when the Scottish rate was 75.8%.  

 

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.  
There has been a sustained level of around 20% of people being redirected more 
appropriately.  It is anticipated that this approach will reduce waiting times and make a more 
seamless experience of care for people. 
 

Work to validate referrals to ophthalmology and orthopaedics to prevent duplicates has 
reduced unnecessary ophthalmology referrals by 200 in the last quarter.  When people are 
referred to multiple specialities, this can result in people seeing someone clinically 
inappropriate.  This can also increase the internal referral rates and inequity of service 
provision by queue jumping.  Discussions are ongoing about how to ensure that the quality 
and quantity of referrals to certain specialties are appropriate. 
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B9 IVF waiting times 
 
 

 

 
 

 
Percentage of eligible people who begin IVF treatment within 12 months 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Points 
100% of eligible people from Dumfries & Galloway received IVF treatment within 12 months, 
achieving this target. 

 

The Wider Context 
In Vitro Fertilisation (IVF) services for people from Dumfries & Galloway are provided by a 
specialist treatment centre in Glasgow.  On average, fewer than 20 people per year are 
referred for IVF from Dumfries & Galloway.  Figures recently published by ISD Scotland for 
the three months ending 30th September 2016 show that there was a total of 387 people 
from across Scotland screened for IVF.  100% of people referred were screened within 12 
months and furthermore, approximately two thirds of people referred were screened within 6 
months. 

 
Improvement Actions 
Ongoing dialogue is taking place with tertiary centres to improve performance where 
possible.  Dumfries & Galloway will continue to work to ensure that referrals to tertiary 
centres are as timely as possible. 
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B10 Child and Adolescent Mental Health Services 
(CAMHS) waiting times 
 

 

 
 

 

 
Percentage of those who commence treatment for specialist Child and Adolescent 
Mental Health Services (CAMHS) within 18 weeks of referral 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Points 
At the end of December 2016, across Dumfries & Galloway, 100.0% of people referred to 
CAMHS commenced treatment within 18 weeks of referral. 
 
This is above the target of 90% and greater than the overall rate for Scotland, 82.5%. 

 
The Wider Context 
This indicator is based on ‘journeys of care’.  A ‘journey of care’ is the time between each 
person’s initial referral to CAMHS, any pre-treatment steps required, and the end of 
treatment.  People are counted in this indicator when their journey of care is concluded. 
Across Dumfries & Galloway there are approximately 100 completed journeys of care every 
3 months. 

 
Improvement Actions 
Locally CAMHS continue to aim to achieve the target set by the Scottish Government of 
100%.  It is recognised that there are increasing pressures including a rise in the number of 
referrals.  Currently, the management of new referrals is informed by the Choice And 
Partnership Approach (CAPA) which is used by many CAMHS teams in the UK. 
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B11 Psychological therapies waiting times 
 
 

 

 
 

 
Percentage of eligible people who commence psychological therapies within 18 
weeks of being referred 

Key Points 
The percentage of eligible new people who commenced psychological therapies within 18 
weeks of being referred across Dumfries & Galloway was 69.1% against a target of 90% 
from September to December 2016. The most recent nationally published figures for 
Scotland was 77.5% for the same quarter.  Performance across health boards varied greatly, 
ranging from 43.5% to 98.2%. 

The Wider Context 
Approximately 240 new people are seen every month for psychological therapies across 
Dumfries & Galloway, and approximately 1000 return appointments are offered every month.  
Since July 2016 there have been long-term staff absences and vacancies that have reduced 
capacity in the psychological therapies teams.  

Improvement Actions 
The referral rate per 1,000 population for Dumfries & Galloway remains the highest in 
Scotland for working age adults and older adults.  Scottish Government money to improve 
access to psychological therapies has been used to fund a primary care liaison and 
computerised Cognitive Behavioural Therapy (cCBT).  These projects are now fully staffed 
and operational.  

These innovations will reduce waiting times to secondary care by providing interventions at 
an earlier stage.  It may take some time before these initiatives are reflected in performance 
indicators, but improved experience and a reduction in pressures on primary care are 
anticipated to be seen early in the project’s life span.  This is being monitored through quality 
improvement methodology. These projects have established links with the Third sector (e.g. 
Support in Mind) to provide computer access for those engaging with cCBT who do not have 
adequate computer facilities or who would like to interact with other people using the service.   

As in other partnerships, the third sector in Dumfries & Galloway has challenges with funding 
and/or staffing, which has increased demand from primary care to psychology.  Psychology 
has reported an under spend due to temporary reduction in hours for some staff or periods 
of extended leave.  Due to the nature of the specialist workforce, it is not possible to recruit 
to short-term contracts, because there is a lack of suitably qualified staff available in the 
area. 
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B14 Drug and alcohol treatment waiting times 
 
 

 

 
 

 
Percentage of people who wait no longer than 3 weeks from when a referral is 
received to when they receive appropriate treatment that supports their recovery 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Points 
Across Dumfries & Galloway during the 3 month ending December 2016, 99.0% of people 
referred for drug and alcohol treatment started treatment within 3 weeks. 
 
The rate for Dumfries & Galloway is above the national target of 90% and above the 
Scotland rate of 95%. 

The Wider Context 
This indicator is based on ‘episodes of care’. An episode of care is the time between each 
person’s initial referral to alcohol and drug treatment and the end of treatment.  People are 
counted in this indicator when their episode of care is concluded.   

Currently, across Dumfries & Galloway there are approximately 340 complete episodes of 
care every 3 months. 

Improvement Actions 
Continued monitoring of statutory and third sector drug and alcohol services waiting times 
during 2017/18 will ensure early detection of any challenges, and actions identified to 
address these.  High levels of staff sickness absence can be challenging in that it affects 
waiting times.  Statutory and third sector drug and alcohol services are putting processes in 
place to address this.  It is anticipated that the waiting times target will continue to be 
achieved through 2017/18. 
 
There will be a new IT system introduced in 2018 called Drug & Alcohol Information System 
(DAISy) which is anticipated to simplify and streamline data capture and collation. The 
Dumfries & Galloway Alcohol and Drug Partnership is contributing both to the development 
and testing of this new system. 
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B15 Alcohol Brief Interventions (ABIs) 
 
 

 

 
 

 
Number of Alcohol Brief Interventions (ABIs) delivered in three priority settings 
(Primary Care, Emergency Department (ED) and Antenatal Care) 

 
Key Points 
The total number of Alcohol Brief Interventions (ABIs) delivered between April 2016 and 
December 2016 was 499. This is 29% of the annual target of 1,743. 
 
Quarter four data is not yet available, however it is highly likely that the target will not be met 
for 2016-17. 

The Wider Context 
Funding for the Public Health Improvement Teams to ensure staff were trained in delivering 
ABIs ceased in March 2016. ABI delivery is challenging as it is not yet embedded in routine 
practice in the 3 priority settings (primary care, emergency department & antenatal care). 
 
Improvement Actions 
It has been agreed to include Smoking Matters advisers in the delivery of ABIs as part of the 
service, and funding for this has been secured. 

The delivery of ABIs is included in the Community Justice Plan, and the Alcohol and Drug 
Partnership is working with Criminal Justice Social Work to explore how they might deliver 
ABIs and how this data will be collected.  

HMPrison Dumfries will be providing figures for ABIs from April 2017. 

Increased activity levels and IT issues within the emergency department have made 
delivering ABIs a challenge. The alcohol liaison nurse based within DGRI has agreed to take 
this work forward, and also provide refresher training to other staff. 

The data scoping exercise with IT services, primary care, Criminal Justice Social Work and 
emergency departments to determine if ABIs are delivered has been suspended as there is 
currently a lack of staff resource available. 

Whether training for new doctors in hospitals could include the delivery of ABIs will be 
explored. 
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B16 Smoking cessation 
 
 

 

 
 

 
Proportion of successful 12-week quits amongst people from the 40% most deprived 
areas (Scottish Index of Multiple Deprivation - SIMD) 

 
Key Points 
The three month quit rate for people from Dumfries & Galloway was 25.0% during 2015/16.  
This is an increase on the 2014/15 rate of 21.1%.  The three month quite rate for people 
living in Dumfries & Galloway communities ranked as Scottish Index of Multiple Deprivation 
(SIMD) quintile 1 (most deprived) was 22.0%. 

The three month quit rate for Dumfries & Galloway in 2015/16 was higher than the overall 
rate for Scotland, which was 21.6%. 

The Wider Context 
During 2015/16 there were 1,694 quit attempts made by people from Dumfries & Galloway.  
424 of these attempts resulted in a successful quit at 3 months.  The number of quit attempts 
in Dumfries & Galloway has decreased in recent years (there were 3,349 quit attempts made 
in 2012/13) however, the proportion of successful quits at 3 months has been increasing and 
is consistently higher than the rate seen across Scotland. 

Improvement Actions 
A more ambitious target was introduced in April 2016 for Scotland.  In Dumfries & Galloway 
the target for 2016/17 is to achieve 230 successful quits at 3 months amongst people from 
the 40% most deprived communities (quintile 1 and quintile 2) according to the SIMD. 
 
NHS Dumfries & Galloway Board recently agreed a Tobacco Control Plan that will move 
forward a number of important actions that address the national and local priorities in relation 
to tobacco use.  These actions include putting an improvement plan in place to address 
smoking in pregnancy and taking a new approach with young people (particularly 16 to 24 
year olds) to address high levels of smoking in this group.  Other actions include supporting 
Dumfries & Galloway Council to take forward smoke free grounds and focusing on looked 
after and vulnerable children in homes where there is second hand smoke.  There will also 
be a review of the smoking cessation delivered through mental health services. 
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B19 Emergency department waiting times 
 
 

 

 
 

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

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Points 
The percentage of people attending the emergency department (ED) who were seen within 4 
hours was 92.1% between January and March 2017. Dumfries & Galloway’s performance 
against this indicator has decreased since September 2016 when the rate was 96.1%.   

The Wider Context 
This indicator is seen as a measure of how well health and social care services are working 
together to prevent and manage crisis. 

920 people (out of 11,600) waited longer than 4 hours, compared to 669 (out of 11,900) in 
the same period in 2016. Although the number of attendances at ED in both these periods 
was similar, the needs of the people attending the ED were very different.  There has been 
an increase of 28% in people categorised as Flow 3 (emergency admissions and GP 
referrals). 

Improvement Actions 
Locally work towards delivering this four hour target is driven by the Local Unscheduled Care 
Action Plan (LUCAP).  This work includes 'Making the community the right place' and 
‘Developing the primary care response’ work streams.  Examples include working closely 
with the Royal Voluntary Services to use their home from hospital service to maximise 
available Scottish Ambulance Transport.   
 
There is a focus on ‘flow’ in the acute hospitals.  An illustration of this work is a test of 
change in orthopaedics for 1 year.  This involves a GP providing support to older people 
admitted post-trauma focussing on the management of chronic conditions and discharge 
planning. Additionally an agreement was reached to increase the middle grade staffing 
complement for the emergency department, resulting in two new staff in post.  
 
A three month pilot of additional staff to support weekend discharge which ended in January, 
suggested that while there were benefits to this, the model would not be sustainable without 
adjustments to working patterns for key services; potential impacts are currently being 
assessed. 
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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 77% in 
March 2017 with over 2,880 people using this service. 
 
This rate has been slowly rising in Dumfries & Galloway since April 2015 and has exceeded 
the Council’s target of 73%. 

The Wider Context 
The term ’telecare’ includes a wide range of services from Care Call to sensors linked to a 
24 hour call centre.  As of March 2017 there were 3,489 people using telecare across the 
region.  This amounts to around 10,000 calls per month, of which less than 10% required a 
physical response. 

Improvement Actions 
The increased capacity to the team that the new Telecare Assessor Installers has brought, 
has enabled increased levels of promotion and raised awareness of the service to people 
who would find it helpful.  There continues to be challenges with identifying suitable 
responders in some areas of Dumfries & Galloway.  11% of people currently rely on a 
contracted responder service.    
 
The Responder Services Group are currently considering new responder models, based on 
scoping work and models in other areas.  A £100,000 allocation of funding from the National 
Technology Enabled Care (TEC) Programme is being used to develop and test new 
responder models across D&G.   
 
All social work assessments should be prioritising telecare as a key option within the 
assessment. 
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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 
This is a “data only” indicator. 
 
The number of adults receiving care at home through Self Directed Support (SDS) Option 1 
was 326 people in March 2017.  There appears to be a gradual increase in the number of 
people since September 2016.  As of March 2017, approximately 12% 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 
It is anticipated that changes to employers’ responsibilities towards employees’ pensions 
may discourage people from employing their own personal assistant and therefore from 
choosing SDS Option 1.    

To increase the choices available to people in receipt of care and support, work is underway 
to introduce SDS Option 2 in 2017.  SDS Option 2 is when a 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 is anticipated to impact on the proportion of people taking 
Options 1 and 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 
This is “Data only” indicator. 
 
In March 2017 there were 2,426 adults receiving care at home through Self Directed Support 
(SDS) Option 3 which is approximately 88% of all SDS Options. 

 
The Wider Context 
SDS Option 3 is where social work services organise and purchase care for people. 

 
Improvement Actions 
To increase the choices available to people in receipt of care and support, work is underway 
to introduce SDS Option 2 in 2017.  SDS Option 2 is when a 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 is anticipated to impact on the proportion of people taking 
Options 1 and 3 as people become more familiar and confident with Option 2. 
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C5 Carers receiving support (excluding Young Carers) 
 
 

 

 
 

 
Number of Carers receiving support (excluding Young Carers) 
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Key Points 
Development of this indicator is under discussion by the Carer’s Strategy Group. 

 
The Wider Context 
There are a number of organisations across Dumfries & Galloway who provide support to 
Carers.  A new Carers Strategy is currently out for consultation. 
 
 
Improvement Actions 
There are thought to be many more Carers than those who engage with Carer’s services; it 
is difficult to identify these people.  However, ongoing ‘Carer Aware’ training should lead to 
more people being identified. Over 500 sessions of Carer Aware training were delivered in 
2016/17. 

Identification of a Carer is a key priority and a requirement of the Carers (Scotland) Act 
2016, which will be implemented on 1st April 2018. 
 
‘Carer Positive’ is a National award recognising employers who offer best support to 
employees who may have a caring role.  Both NHS Dumfries & Galloway and Dumfries & 
Galloway Council have achieved the ‘Engaged’ status and the Council has also achieved the 
‘Established’ status, with the NHS currently working towards this level by the end of 2018. 
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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 care needs (10 hours or more) 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Points 
This is “Data only” indicator. 
 
Between January and March 2017 the proportion of people aged 65 and over who were 
provided with 10 hours or more of care at home provision was 46.2%. 

 

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 a person needing 10 or more hours of care per 
week.    
 
Across Dumfries & Galloway approximately 1 million hours of care at home are provided 
each year. 

 
Improvement Actions 
No improvement actions required at this time. 
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C7 Number of adults under 65 receiving personal care 
at home (via SDS 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 588 in March 2017. 
 
There has been a small but steady decline 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. People may be accessing other services 
such as day care or they may be optimising the use of their own assets to meet their 
personal outcomes.  Another influencing factor may be issues with the supply of care in local 
areas.  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.  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 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. 
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D1 Feeling safe when using health and social care 
services 
 

 

 
 

 

 
Progress towards reporting on the proportion of people who agree they felt safe when 
they last used health and social care services 

 
Key Points 
Development of this indicator is on schedule.  Work is about to start testing and piloting the 
new data collection system. 
 
The Wider Context 
This indicator is one of the new measures being developed locally in Dumfries & Galloway to 
support performance monitoring of health and social care integration.  This indicator has 
been adapted from the Health and Social Care Experience Survey, a national survey carried 
out every 2 years.  It is intended that locally, this question will be asked more frequently and 
of more people, to better monitor how changes in the way services are delivered impact on 
people.  

Dumfries & Galloway have collaborated with computing science students from the University 
of Glasgow to develop a survey tool to capture people’s responses to the survey questions.  
This tool will now be piloted. 

Improvement Actions 
Whilst this indicator is under development, work is ongoing across the partnership to embed 
the principle of enablement and to encourage people to be more confident to be able to stay 
as independent as possible.  The multi-disciplinary Short Term Assessment Re-ablement 
Service (STARS) works with people in their own homes to help them have the confidence 
and ability to undertake daily living activities and to take back control of their own lives. 
 
STARS is working in partnership with Dumfries College and local schools to support learning 
environments and the delivery of the accredited health and social care qualification in re-
ablement.  This is helping to embed re-ablement principles into all care provider learning, 1st 
year nursing, college learners, employed staff and S5/6 high school students, to promote 
self-management and re-ablement as an asset based first approach to independent living at 
home.  
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Finance and Resources 

 

Overview 
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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. 
 
Between January and March 2017 the rate of care at home provision was 602.4 hours per 
1,000 population aged 65+. 
 

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 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. 
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Quality 

 

Overview 
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B12 Rate of Clostridium Difficile infections 
 
 

 

 
 

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

 
 
Key Points 
The infection rate for Clostridium difficile (C. difficile) for the 12 months ending 31st March 
2017 was 0.26 cases per 1,000 occupied bed days.  This is unchanged from the previous 
quarter. 

The Wider Context 
The results for C. difficile infections over the past year represent the lowest figures achieved 
across Dumfries & Galloway since mandatory surveillance began.  Across Scotland there 
has been a reduction in cases of C. difficile.  This is a result of a multi-stranded approach to 
Hospital Acquired Infections (HAIs) including prevention measures such as promoting hand 
hygiene, optimising antibiotic use, improvements in compliance with standard infection 
control precautions and improvements in general hospital cleanliness. 

Improvement Actions 
Improvement actions more recently have centred on improving people’s experience.  
 
All people admitted to 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 
people who prescribe medication should they require antibiotics in the future. This is 
intended to alert the person prescribing medication 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 (MRSA/MSSA) 
bacteraemias (SAB) 
 

 

 
 

 

 
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) in the 12 months ending 
31st March 2017 was 0.32 cases per 1,000 acute occupied bed days.  This is an increase 
from the result for December 2016 when the rate was 0.27 cases per 1,000 occupied bed 
days. 
 
The infection rate for SAB in Dumfries & Galloway is above the target rate of 0.24 cases per 
1,000 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.  Locally, the rise in the SAB 
infection rate is largely due to infection occurring in people who use drugs.  It should also be 
noted that two of the SABs included in the results, as per mandatory requirement, are 
contaminated blood cultures.  This indicates that the blood collection method was sub 
optimal and does not represent a true infection. 

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 the quarter ending March 2017 across Dumfries & Galloway 45.2% of referrers to adult 
protection received feedback within 5 days of receipt of referral.  This is a lower percentage 
than the previous quarter, however provisional management information indicates that 
figures for April 2017 are substantially higher. 

 

The Wider Context 
Across Dumfries & Galloway there are typically 80 to100 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 by the Adult Services Executive Group and the Adult Support and 
Protection Committee.  

The development of a Multi-Agency Safeguarding Hub (MASH), integrating Adult Support 
and Protection services, has been an approach unique to Scotland and is considered to be 
good emerging practice.  The MASH approach is more efficient, has supported improved 
consistency of practice and enhanced joint decision making, through multi-agency input at 
the earliest stages.  Other Partnership areas have been visiting to learn from this approach. 

Now that the MASH has been operational across the entire region for 3 months, qualitative 
evidence will be collected to demonstrate the difference this new way of working is making to 
staff. 

The development of a similar process for a Children’s MASH is anticipated in the future.
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D3 Well co-ordinated health and social care services 
 

 

 
 

 

 
Progress towards reporting on the proportion of people who agree that their health 
and social care services seemed well co-ordinated 

 
Key Points 
Development of this indicator is on schedule.  Work is about to start testing and piloting the 
new data collection system. 
 
The Wider Context 
This indicator is one of the new measures being developed locally in Dumfries & Galloway to 
support performance monitoring of health and social care integration.  This indicator has 
been adapted from the Health and Social Care Experience Survey, a national survey carried 
out every 2 years.  It is intended that locally, this question will be asked more frequently and 
of more people, to better monitor how changes in the way services are delivered impact on 
people.  

Dumfries & Galloway have collaborated with computing science students from the University 
of Glasgow to develop a survey tool to capture people’s responses to the survey questions.  
This tool will now be piloted. 

 
Improvement Actions 
The development of the ‘One Team’ approach in each locality will enable more co-ordinated 
care and support.  Multi-professionals working better together will achieve improved 
outcomes for people.  The ethos of the approach is to support people in their own home, and 
enable intervention at the earliest possible opportunity to prevent someone reaching a point 
of crisis, thereby avoiding hospital admission and readmission. In the ‘One Team’ approach, 
services and support will be much more 'localised', ensuring people are more able to engage 
and be involved much easier. 
 
The model is underpinned by a longer term strategy of prevention and well being and will 
have a medium to long term aim in behavioural change for communities.   
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Stakeholder Experience 

 

Overview 
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B18 Sickness absence rate 
 

 

 
 

 

 
The rate of sickness absence amongst employees; Dumfries & Galloway 
 
 
 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Key Points 
The rate of sickness absence amongst NHS employees in March 2017 was 4.9% and for 
council social work services was 4.4% (excludes Care and Support Service figures). These 
rates are marginally lower than for the same period last year however, this remains higher 
than the national target of 4% (this is for NHS Staff). 
 
The Wider Context 
Across Dumfries & Galloway there are approximately 3,550 whole time equivalent (WTE) 
NHS employees and 285 WTE social work employees.  The smaller number of social work 
services employees means that there is likely to be greater variation over time in the 
sickness absence rate compared to the rate for NHS employees. 

Improvement Actions 
Within NHS, a short life working group comprising members of HR, OHS, Staff side 
representatives and Public Health have commenced the development of a 3 year strategic 
change programme.  By 2020 the goal is to have an engaged and motivated workforce that 
recognises and values both physical and mental health and wellbeing as a key workforce 
asset. Key areas with set priorities include leadership and culture, policies and processes, 
mental health and wellbeing, education and training and communications. 

In Adult Social Work there is a dedicated HR Maximising Attendance Team who actively 
monitors monthly absence, deliver Maximising Attendance training and support managers to 
appropriately apply policy and procedures.  The service has taken a pro-active approach to 
the monitoring of absence management, including scrutinising persistent behaviour and 
engaging Health and Social Care Locality managers so that they are able to support the 
required monitoring and follow up with social work managers. 

Sickness absence remains a standing agenda item for the Integrated Partnership Forum. 

Care and Support Service employees will be included within council social care data in the 
future. 
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D12 Community strength: community support 
 
 

 

 
 

 
Progress towards reporting on the proportion of people who agree that they could 
rely on family or friends in their own neighbourhood for help 

 
Key Points 
Development of this indicator is on schedule.  Work is about to start testing and piloting the 
new data collection system. 
 
The Wider Context 
This indicator is one of the new measures being developed locally in Dumfries & Galloway to 
support performance monitoring of health and social care integration.  This indicator has 
been adapted from a question asked in the Scottish Household Survey (SHS).  The SHS 
only publishes results at a health board level once every 4 years.  It is intended that this 
question will be asked more frequently and of more people, to better monitor the how the 
changes in the way services are delivered impact on people.   
 
Dumfries & Galloway have collaborated with computing science students from the University 
of Glasgow to develop a survey tool to capture people’s responses to the survey questions.  
This tool will now be piloted. 

Improvement Actions 
Health & Wellbeing resilience plans are being developed with communities of need and 
geography. These centre on the identification and maximisation of local assets, a 
partnership approach to working with communities and the development of local 
relationships in order to build capacity. 
 
Each locality has a Health Improvement Team who provide 1-1 and group based health and 
wellbeing support in addition to working with a range of partners to build individual and 
community resilience.  Locality teams and the Public Health Directorate are currently 
working to develop the 1-1 and group based support services to maximise their potential to 
support improved health and wellbeing of the local population building on the existing assets 
within each community.   
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D13 Health inequalities 
 
 

 

 
 

 
Progress towards reporting on health inequalities 
 

 
Key Points 
Development of this indicator is on schedule. 

The Wider Context 
National Outcome 5 - Health and Social Care services contribute to reducing health 
inequalities. 

There is currently no national agreed indicator to measure reductions in inequalities.  These 
local indicators are currently being developed by the Directorate of Public Health in 
partnership with managers and service leads and will seek to measure how the Health and 
Social Care Partnership is contributing to reducing inequalities and improving health and 
wellbeing outcomes. 

Improvement Actions 
The Inequalities Action Framework and toolkit has been developed and is endorsed and 
supported by the NHS Board Management Team, Health and Social Care Management 
Team and the Community Planning Executive Group.  Work is underway to ensure that 
implementation of the framework is embedded across all partners.   

There are numerous interventions and activities being undertaken across all localities which 
aim to improve health and wellbeing outcomes and reduce inequalities.  One of these 
interventions is ‘social prescribing’ which offers people alternative choices other than 
traditional medical treatment.  For example a person presenting to their GP with mild 
depression may be offered referral to an exercise programme rather than being prescribed 
antidepressants.  Each locality health and wellbeing team are developing social prescribing 
solutions that best serve their community. Locality health and wellbeing teams are also using 
programmes and interventions to increase individual and community resilience. 

All papers that are submitted to the IJB and associated committees are expected to have 
had an impact assessment undertaken to ensure that the potential impact on 
equality/diversity and inequalities has been considered. The outcomes of the assessment 
should be incorporated into the board’s decision making processes.  
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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 one of the new measures being developed locally in Dumfries & Galloway to 
support performance monitoring of health and social care integration.  This indicator has 
been adapted from the Health and Social Care Experience Survey, a national survey carried 
out every 2 years.  It is intended that locally, this question will be asked more frequently and 
of more people, to better monitor how changes in the way services are delivered impact on 
people.  

Dumfries & Galloway have collaborated with computing science students from the University 
of Glasgow to develop a survey tool to capture people’s responses to the survey questions.  
This tool will now be piloted. 

 
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.  Work is about to start testing and piloting the 
new data collection system. 
 
The Wider Context 
This indicator is one of the new measures being developed locally in Dumfries & Galloway to 
support performance monitoring of health and social care integration.  This indicator has 
been adapted from the Health and Social Care Experience Survey, a national survey carried 
out every 2 years.  It is intended that locally, this question will be asked more frequently and 
of more people, to better monitor how changes in the way services are delivered impact on 
people.  

Dumfries & Galloway have collaborated with computing science students from the University 
of Glasgow to develop a survey tool to capture people’s responses to the survey questions.  
This tool will now be piloted. 

 
Improvement Actions 
No improvement actions required at this time. 
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D16 Finding information on health and social care 
services 
 

 

 
 

 

 
Progress towards reporting on the proportion of people who are satisfied with the 
ease of finding information on health and social care services 

 
Key Points 
Development of this indicator is on schedule. Work is about to start testing and piloting the 
new data collection system. 
 
The Wider Context 
This indicator is one of the new measures being developed locally in Dumfries & Galloway to 
support performance monitoring of health and social care integration.  This indicator has 
been adapted from the Health and Social Care Experience Survey, a national survey carried 
out every 2 years.  It is intended that locally, this question will be asked more frequently and 
of more people, to better monitor how changes in the way services are delivered impact on 
people.  

Dumfries & Galloway have collaborated with computing science students from the University 
of Glasgow to develop a survey tool to capture people’s responses to the survey questions.  
This tool will now be piloted. 

Improvement Actions 
It is anticipated that the development of the ‘One Team’ approach in each locality will 
support providing accessible information on health and social care for people.   
 
The ethos of the approach is to support people in their own home, and enable intervention at 
the earliest possible opportunity to prevent someone reaching a point of crisis, thereby 
avoiding hospital admission and readmission. In the ‘One Team’ approach, services and 
support will be much more 'localised', ensuring people are more able to engage and be 
involved much easier. 
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D18 Community strength: connectedness 
 
 

 

 
 

 
Progress towards reporting on the proportion of people who feel connected to the 
neighbourhood they live in 

Key Points 
Development of this indicator is on schedule. Work is about to start testing and piloting the 
new data collection system. 

The Wider Context 
This indicator is one of the new measures being developed locally in Dumfries & Galloway to 
support performance monitoring of health and social care integration.  This indicator has 
been adapted from a question asked in the Scottish Household Survey (SHS).  The SHS 
only publishes results at a health board level once every 4 years.  It is intended that this 
question will be asked more frequently and of more people to better monitor the how the 
changes in the way services are delivered impact on people. 
Dumfries & Galloway have collaborated with computing science students from the University 
of Glasgow to develop a survey tool to capture people’s responses.  This tool will now be 
piloted. 
 
Improvement Actions 
Health & Wellbeing resilience plans are being developed with communities of need and 
geography. These centre on the identification and maximisation of local assets, a 
partnership approach to working with communities and the development of local 
relationships in order to build capacity. 

In Annandale & Eskdale the Community Link programme engages with people who often 
don’t feel able to engage with health and social care services.  The support from a 
Community Link Worker can help people to take back control of their lives and help people 
to reconnect with their local community.   

In Wigtownshire, Reiki and Tai Chi classes are being held in Waverley Medical Centre and 
Tai Chi in Thorneycroft. Both of these encourage community wellbeing and provide social 
opportunities. 

Two communities in Stewartry, are building health and wellbeing into their existing 
emergency/resilience plans.  These plans now include activities such as ‘Living Well’ 
screenings and early intervention occupational therapy clinics. 
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RECOMMENDATION 
 
The Board is asked to note and consider the final financial position for the year end 
and in particular : 
 

• Delivery of a breakeven position for 2016/17. 
• The ongoing financial risks and challenges. 
• The updated position on Efficiency Savings for 2017/18. 
• Requirement to submit a revised Local Delivery Plan (LDP) to Scottish 

Government by 31st July 2017. 
 

All figures presented are subject to external audit review during May and June, 
before final accounts are laid before Parliament in September. 
 
 
 
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 final summary position for the year as at March 2017, which 
confirms a small surplus of £77k, achieving a break-even position for 2016/17 as 
planned.   
 
Within this position, provision was made to ensure we recognised the financial 
impact for the impact of potential changes to payments to staff relating to 
enhancements during annual leave, as well as assessing the financial risks and 
impact of potential costs associated with delays around the delivery of the New 
Hospital. 
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Whilst the Integrated Joint Board (IJB) reports an overall break-even position, within 
this position is the underspend of £2.2m related to ringfenced funding which is being 
carried forward into 2017/18. 
 
Cash Releasing Efficiency Savings (CRES) have been identified in full for 2016/17 
through the release and identification of non-recurring solutions, but there remains a 
£5.23m recurring gap on efficiency plans that now forms part of the overall target for 
2017/18. 

 
GLOSSARY OF TERMS 
 
CRES - Cash Releasing Efficiency Savings 
CRL - Capital Resource Limit 
IJB - Integrated Joint Board 
LDP - Local Delivery Plan 
RRL - Revenue Resource Limit 
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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 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. 
 
To meet and where possible exceed Scottish 
Government goals and targets for NHS Scotland. 
 

Single Outcome Agreement 
(SOA) 
 

Not required 
 
 

Best Value 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: Final Year end Position 
 
1. NHS Dumfries and Galloway reports a break-even position for 2016/17, 

showing a small surplus of £77k for the year. 
 

 
2. The main variances as at the year end, behind the £77k surplus are as follows: 

 
• Pays £2.85m underspend. 
• Offset by an overspend on Non-pays of £3.02m and an over recovery on 

income of £244k. 
• The use of non-recurring funding and flexibility has been utilised in the 

year to achieve a balanced financial position in 2016/17. 
 
 

Efficiency Savings 
 

3. Whilst the Board has achieved a breakeven position, this required a significant 
level of non-recurrent corporate support and savings in delivering the outturn as 
planned.  
 

4. The requirement to deliver recurring cash efficiencies of £12.77m, was met in 
full in-year, leaving a recurrent gap that has been rolled into the 2017/18 
efficiency plan of £5.23m. This is being taken forward as part of the overall 
workstream into identifying the 2017/18 efficiency requirement. 

 
5. The level of efficiency savings in 2017/18 moving forwards to deliver financial 

balance is £22.4m.  A variety of schemes have been identified that reduced the 
current gap down to £6m, however £5.2m of schemes have been identified on 
a non-recurring basis, leading to a current recurring gap of £11.2m still to be 
identified. 

 
Key Actions and Recommendations 

 
6. 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. 
 

Financial Plan 2017/18 
 
7. The LDP submitted by Dumfries and Galloway Health Board (confirming the 

level of NHS delegated budgets to the IJB) demonstrated an ongoing financial 
gap of £6m. 
 

8. Since the submission of the LDP to the Scottish Government (SG), all 
Directorates have continued to re-assess the level of efficiency plans identified 
within their services to ensure that all schemes identified will be delivered. 
 

9. Ongoing work is looking at other measures that are required to be implemented 
within the financial year to ensure the remaining £6m gap is closed further. 
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10. Workshops and ongoing Budget Scrutiny Meetings have been organised to 
review current workstreams across all Directorates to identify further 
efficiencies that need to be made in order to deliver a break-even position. 

 
11. A letter received by the Scottish Government to the Chief Executive Officer has 

confirmed that ‘work now moves at pace in collaboration with Integration 
Authorities, to ensure the transformational change needed can be effectively 
delivered’. 
 

12. A revised LDP has been requested to be submitted to the Scottish Government 
by 31st July, detailing an update on the progress made by the Board in relation 
to the sustainability and value programme, based upon the Quarter 1 position. 
 

Financial Risks 
 

13. The Financial Plan for 2017/18 reflects all known financial risks and these have 
been highlighted as part of the LDP process and include the following: 

 
• Deliverability of CRES – both from a Recurrent and Non-recurrent 

position 
• Identification of further corporate flexibility required to close the £6m 

gap 
• Assessment of the requirement and impact of medical temporary 

staffing across all sites and services 
• Transition to the opening of the New Hospital 
• Review of Primary Care Prescribing practices and growth 
• Review of Secondary Care Prescribing Services 
• Growth on activity sent out of area to other providers 

 
 

Key Actions and Recommendations 
 

14. A workshop is planned in July to review the Quarter 1 position as a whole and 
provide an in-depth analysis of the key issues and their scale forecasted to the 
end of the financial year. 

 
15. Budget Scrutiny Meetings have been arranged with the Director of Finance and 

the Chief Operating Officer to review with the senior management teams of 
each directorate the ongoing development of efficiency plans and the degree to 
which recovery plans need to be implemented, understanding the potential 
impact to service delivery and achievement of national performance targets. 
 

16. Whilst plans continue to be developed across all services, there remains a 
significant level of work to be undertaken to close the £6m gap as reported to 
SG. 
 

17. A focus on specific schemes relating to Corporate Services will be undertaken 
at a Management Team meeting in June, to continue to identify further levels of 
efficiency and any changes necessary across Corporate Directorate areas to 
ensure further savings are identified and delivered. 
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18. To date, efficiencies identified across all corporate areas amount to 

approximately £500k, with at least a further £500k requiring to be delivered. 
 

19. Further work is required across all corporate areas to fully embrace the 
principals of shared services and regional working to ensure the maximum level 
of service efficiency and effectiveness is delivered in the coming months. 
 

20. 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. 
 

Conclusion 
 

21. A significant level of further work is required across all services, including the 
Corporate Directorates to develop recovery plans and further levels of savings 
in-year in order for the Quarter 1 position review to consider a reduction on the 
current gap of £6m, as reported to the SG. 
 

22. A more detailed report based upon the Quarter 1 position will be brought to the 
next Performance and Finance Committee of the IJB in July, once the Health 
Board has approved the plans to be submitted to the SG. 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
5th June 2017 
 
 
Asset Management Strategy 2017 update 
 
Author: 
Ian Bryden 
Head of Estates and Property 
 

Sponsoring Director: 
Jeff Ace 
Chief Executive Officer 

Date:   26th May 2017  
 
 
RECOMMENDATION 
 
The Board is asked to approve NHS Dumfries and Galloway’s 2017 Asset 
Management Strategy (AMS) and note that this has been forwarded to the Scottish 
Government’s Health and Social Care Directorate (SGHSCD) in draft form to 
achieve the specified return date of 2nd June 2017. 
 
 
CONTEXT 
 
Strategy / Policy 
CEL 35(2010) establishes the policy environment and key performance indicators for 
asset management 
 
NHS Dumfries and Galloway are required to prepare and submit an AMS to the 
SGHSCD bi-annually with a brief update provided in intervening year. 
 
The AMS has been developed in accordance with the Strategic Property and Asset 
Management Guidance for NHS Scotland.   The Board’s AMS 2017 document is 
attached. 
 
Key messages 
NHS Dumfries and Galloway have developed the attached AMS in order to ensure 
that:  
 

• There is a clear link between our clinical strategy, the Health and Social Care 
Integration Plan, the Clinical Service Change Programme and the Asset 
Management Strategy. 

 
• The Board’s assets are being used efficiently in line with the Scottish 

Government’s plans, priorities, identified clinical strategies and models of 
care. 

 
• An efficient asset management approach to risk management, service 

Agenda Item 36 
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continuity and statutory compliance issues is being adopted and the 
appropriate governance arrangements are in place. 

 
• The Board are providing, maintaining and developing a high quality asset 

base that supports and facilitates the provision of high quality healthcare and 
better outcomes. 

  
• Appropriate records of the operational performance of our assets are 

maintained and continual improvements against a range of Key Performance 
Indicators (KPIs) are monitored.  
 

• In future we will further support and develop the facilitation of joint asset 
management planning with other stakeholder organisations providing Health 
and Social care across Dumfries and Galloway. 
 

• A Board workshop will be scheduled to take members through the detail of the 
AMS. The timeline for submission has not allowed for this to take place in 
advance of submission to SGHSCD. 

 
 
GLOSSARY OF TERMS 
 
AMS - Asset Management Strategy 
EAMS - Estate Asset Management System 
HEAT - Health Efficiency Access and Treatment Target (E8 sets specific 

national targets in respect of energy performance and carbon 
reduction) 

IJB - Integrated Joint Board 
KPIs - Key Performance Indicators 
SAFR - State of the Assets Facilities Report 
SCART - Statutory Compliance Audit and Risk Tool 
SGHSCD - Scottish Government Health and Social Care Directorate 
LDP - Local Delivery Pan 
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MONITORING FORM 
 

Policy / Strategy  The Board’s Asset Management Strategy has been 
produced in response to CEL 35 (2010).  The AMS 
is a key supporting strategy, linked to the Board’s 
clinical strategy, the Board’s Clinical Service 
Change Programme and Health and Social Care 
Integration Plan that underpin the programme of 
service improvement and the delivery of the 
Board’s vision for the future. 
 

Staffing Implications Staff savings may be identified against individual 
projects within the AMS. 
 

Financial Implications Delivery of the AMS across NHS Dumfries and 
Galloway’s Estate will negate substantial backlog 
maintenance costs and reduce revenue costs.  
There are however issues around capital 
availability that will require to be explored. 
 

Consultation / Consideration The Board Management team and all General 
Managers have been consulted and have 
contributed and/or are in agreement with the 
document. 
 

Risk Assessment All major risk areas have been included within the 
AMS document. 
 

Sustainability Sustainability issues will be taken care of as part of 
individual projects 
 

Compliance with Corporate 
Objectives 
 

Implementation of the AMS will link directly with our 
Corporate aim “Efficiencies to support continuous 
quality improvement and sustainability”. T his 
strategy also contributes to our Corporate objective 
“To maximise the benefit of the financial allocation 
be delivering efficient services, to ensure that we 
sustain and improve services and support the 
future model of service”. 
 

Single Outcome Agreement 
(SOA) 

Not Required 

Best Value The principles set out within the AMS will 
demonstrate best value for the Board and prove 
sound management of assets and resources.  
 

Impact Assessment: 
 
Individual Business Cases for investment are routinely impact assessed as part of 
their development. 

NOT  PROTECTIVELY  MARKED 
Page 3 of 6 



1. SUMMARY 
 
The AMS is split into 4 distinct sections:- 
 

• Where are we now? 
• Where do we want to be? 
• How do we get there? 
• Implementation plans 

 
Where are we now? 
The 2017 Asset Management Strategy seeks to demonstrate the current status of 
the Board’s asset base through evidencing performance against Estate condition 
performance indicators and by celebrating the success of developments. 
 
The delivery of Health Services are in a period of major change as the Integrated 
Joint Board continues to develop and have influence over service planning 
decisions.  Work is progressing to ensure that this plan captures the challenges 
within localities to support the locality service plans and developments. 
 
The new DGRI project is on programme for handover to the Board in September 
2017.  The project will radically improve patient care by the introduction of new 
clinical pathways and the adoption of 100% single room accommodation.  The 
project will negate £46M of the Board’s current £68M backlog maintenance burden 
(68% reduction and will also lead to significant improvements in physical condition, 
functional suitability, space utilisation, statutory compliance (risk based backlog - 
£5.2M (71%) negated) and energy performance. 
 
The 6 facet appraisal section provides details of the current status of the existing 
Estate.  
 
The headline back log maintenance figure has increased from £61M to £68M as a 
result of inflationary pressure which has outstripped the level of investment.   £55M 
of the total is attributable to clinical areas with the remaining £13M attributable to 
non-clinical. 
 
The Board continues to perform well in terms of energy performance and carbon 
reduction.   The new DGRI should lead to a further reduction in energy cost / m2 

however the overall energy cost will rise as a consequence of the huge increase in 
floor area (approximately double existing DGRI building). 
 
The Board’s performance in terms of Health and Safety Compliance as measured by 
the SCART (statutory compliance audit risk tool) has shown a statistically significant 
improvement in 9 of the 10 main reporting areas. 
 
The Board’s investment strategy as articulated in the Local Delivery Plan (LDP) is 
summarised within Section 9 of the document and is driven by the availability of 
resources both locally and nationally. 
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Where do we want to be? 
 
This part of the Asset Management Strategy highlights the wide range of service 
planning which is now underway across the organisation and which will inform future 
investment strategy. 
 
The issues affecting the Primary Care independent contractor sector, bed modelling 
for community beds and the emerging difficult decisions which will be required to 
redesign health and social care provision are acknowledged. 
 
The Board’s Office modernisation strategy has seen modest improvements with the 
completion of the Women and Children’s Hub and the office arrangements being 
delivered as part of the new build.   Further progress in the move to an open-plan, 
flexible work-station approach is reliant on the retraction from Crichton Hall and 
Nithbank sites.  
 
The targets for asset improvement against the SAFR performance framework are 
restated and the Board’s generally favourable performance since the publication of 
the last Asset Management Plan is highlighted.  It should be noted that the asset 
performance will improve significantly on delivery of the investment in the new DGRI 
project. 
 
A target reduction of 80% reduction in backlog maintenance has been set.   This will 
be achievable if the asset investment and disposal strategy completes. 
 
How do we get there?  
 
This element of the asset management strategy sets out the Board’s investment and 
disposal strategy and the process and governance adopted for proposed solutions. 
 
The delivery of the Cresswell (Mountainhall Treatment Centre) project will allow the 
displaced services from the DGRI redevelopment project to migrate into fit for 
purpose ambulatory care accommodation.  
 
The Board has a number of significant developments to be progressed over the next 
few years which include the redevelopment of Cresswell Wing and its associated 
Energy Centre and the demolition of the existing DGRI.   Beyond this, there are 
currently no major capital schemes to inform the Board’s investment strategy.   This 
situation will change as the considerable service planning work currently being 
undertaken comes to fruition.   In acknowledgement of this the Investment plan 
makes allowance of £4M per annum to fund the “Clinical Change Programme.” 
 
The disposal plan highlights the number of sites and buildings which the Board has 
declared surplus and which now includes Crichton Hall and Nithbank. 
 
The completion of the DGRI project coupled with delivery of the disposal strategy will 
negate 80% of the current backlog risk.  The asset redevelopment led by the Clinical 
Change programme will make significant inroads into dealing with the remainder of 
the risk. 
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Implementation Plans 
 
This part of the Asset Management Strategy highlights the governance 
arrangements which the Board has in place through the Capital Investment Group 
and Performance Committee for delivery of the programme. 
 
The emerging regional approach to both Service and Capital Planning is recognised 
as having a potential impact on Board plans but remains an unknown, with regional 
LDP's due for completion by September 2017. 
 
The risks to programme delivery through the limited availability of capital and the 
challenging financial position are noted. 
 
Although significant progress has been made there continues to be organisational 
and operational details that require to be worked through.   The Health Board has 
retained responsibility and title for the assets and management of the infrastructure 
but more and more the decision-making in terms of service planning and delivery is 
being driven by the IJB.   Capital Planning and robust prioritisation processes to 
support the IJB effectively need to be developed, ensuring the balance between 
asset maintenance and service improvement requires to be fully developed.  Closer 
working arrangements with Council, Housing Association, and care home property 
colleagues will require to be developed in order that the IJB has a joined up strategy 
to deliver the locality plans. 
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Executive Summary 
 
Where are we now? 

The 2017 Asset Management Strategy seeks to demonstrate the current status of the 
Boards asset base through evidencing performance against Estate condition performance 
indicators and by celebrating the success of developments. 

The delivery of Health services are in a period of major change as the Integrated Joint Board 
continues to develop and have influence over service planning decisions. Work is 
progressing to ensure that this plan captures the challenges within localities to support the 
locality service plans and developments. 

The new DGRI project is on programme for handover to the Board in September 2017. The 
project will radically improve patient care by the introduction of new clinical pathways and the 
adoption of 100% single room accommodation. The project will negate £46M of the Boards 
current £68M backlog maintenance burden (68% reduction and will also lead to significant 
improvements in physical condition, functional suitability, space utilisation, statutory 
compliance (risk based backlog - £5.2M (71%) negated) and energy performance. 

The 6 facet appraisal section provides details of the current status of the existing estate  

The headline back log maintenance figure has increased from £61M to £68M as a result of 
inflationary pressure which has outstripped the level of investment. £55M of the total is 
attributable to clinical areas with the remaining £13M attributable to non-clinical. 

The Board continues to perform well in terms of energy performance and carbon reduction. 
The new DGRI should lead to a further reduction in energy cost / m2 however the overall 
energy cost will rise as a consequence of the huge increase in floor area (approximately 
double existing DGRI building) 

The Boards performance in terms of Health and Safety Compliance as measured by the 
SCART (statutory compliance audit risk tool) has shown a statistically significant 
improvement in 9 of the 10 main reporting areas. 

The Boards investment strategy as articulated in the Local Delivery Plan is summarised 
within section 9 of the document and is driven by the availability of resources both locally 
and nationally 
 
 
Where do we want to be? 
 
This part of the Asset Management Strategy highlights the wide range of service planning 
which is now underway across the organisation and which will inform future investment 
strategy. 
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The issues affecting the, primary care independent contractor sector, bed modelling for 
community beds and the emerging difficult decisions which will be required to redesign 
health and social care provision are acknowledged. 
 
The Boards Office modernisation strategy has seen modest improvements with the 
completion of the Women and Children’s hub and the office arrangements being delivered 
as part of the new build. Further progress in the move to an open-plan, flexible work-station 
approach is reliant on the retraction from Crichton Hall and Nithbank sites.  

The targets for asset improvement against the SAFR performance framework are restated 
and the Board’s generally favourable performance since the publication of the last asset 
management plan is highlighted. It should be noted that the asset performance will improve 
significantly on delivery of the investment in the new DGRI project. 
 
A target reduction of 80% reduction in backlog maintenance has been set. This will be 
achievable if the asset investment and disposal strategy completes. 
 
 
How do we get there?  
 
This element of the asset management strategy sets out the Boards investment and disposal 
strategy and the process and governance adopted for proposed solutions. 
The delivery of the Cresswell (Mountainhall Treatment Centre) project will allow the 
displaced services from the DGRI redevelopment project to migrate into fit for purpose 
ambulatory care accommodation.  
The Board has a number of significant developments to be progressed over the next few 
years which include the redevelopment of Cresswell Wing and its associated energy centre 
and the demolition of the existing DGRI. Beyond this there are currently no major capital 
schemes to inform the Boards investment strategy. This situation will change as the 
considerable service planning work currently being undertaken comes to fruition. In 
acknowledgement of this the Investment plan makes allowance of £4M per annum to fund 
the “Clinical Change Programme” 
The disposal plan highlights the number of sites and buildings which the Board has declared 
surplus and which now includes Crichton Hall and Nithbank. 

The completion of the DGRI project coupled with delivery of the disposal strategy will negate 
80% of the current backlog risk. The asset redevelopment led by the Clinical Change 
programme will make significant inroads into dealing with the remainder of the risk. 
 
 
Implementation Plans 
 
This part of the asset management strategy highlights the governance arrangements which 
the Board has in place through the Capital Investment Group and Performance Committee 
for delivery of the programme. 
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The emerging regional approach to both service and capital planning is recognised as 
having a potential impact on Board plans but remains an unknown, with regional LDP’s due 
for completion by September 2017. 
 
The risks to programme delivery through the limited availability of capital and potential 
governance issues affecting the relationship between the IJB and Health Board are noted. 
 

Although significant progress has been made there continues to be organisational and 
operational details that require to be worked through. The Health Board has retained 
responsibility and title for the assets and management of the infrastructure but more and 
more the decision making in terms of service planning and delivery is being driven by the 
IJB. Capital planning and robust prioritisation processes to support the IJB effectively, 
ensuring the balance between asset maintenance and service improvement requires to be 
fully developed. The governance surrounding these arrangements will require to be worked 
through.  Closer working arrangements with Council, housing association, and care home 
property colleagues will require to be developed in order that the IJB has a joined up 
strategy to deliver the locality plans. 
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Part 1. Where are we now? 
 
1. The Geography of the Estate 

 
Dumfries and Galloway is the most rural region in the South of Scotland. The region covers 
6,426 square kilometres and has a population of circa 150,000.  

 
Dumfries and Galloway has one local Authority, Dumfries and Galloway Council which 
covers an area co-terminus with the NHS Dumfries and Galloway boundary. This has the 
advantage that the Board has one IJB within its territorial area which allows a consistent 
Board wide approach to be developed and implemented for asset planning. 

 
Map of Scotland with details about Dumfries & Galloway

 
 

NHS Dumfries and Galloway utilise the OS GIS mapping system to plot property locations 
and as a planning tool for strategic asset decision making. With Health and Social Care 
Integration the Board and Council are now working in partnership utilising the joint GIS 
information to inform strategic asset decision making.  

 
The clinical service planning is underpinned by the GIS mapping to ensure that where 
possible the right services are provided in the right locations. The availability and condition of 
property is used to further inform the decision making process.  
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The maps provided in this section have been produced from the GIS mapping software and 
are utilised by the Board to inform health care planning and strategic asset decision making. 
The GIS information informs health care planners of gaps in service and of emerging 
requirements due to demographic change. It also forms part of a wider suite of information 
and evidence pulled together from a range of sources of data in the Strategic Needs 
Assessment for Adult Health & Social Care Integration for Dumfries & Galloway. As 
Integrated Health and Social Care, Locality and the Strategic Plans are further developed 
and reviewed, the geographical spread of facilities will be analysed to ensure that locations 
are appropriate for future service delivery going forward. 

  
Map of Dumfries & Galloway showing Scottish Urban Rural Classification 2013-14. 

 
 

NHS Dumfries and Galloway currently have a wide and varied owned Estate across the 
region amounting to circa 116,000M2 of accommodation. 

 
Acute and Maternity services are provided from the Dumfries and Galloway Royal Infirmary 
in Dumfries which is the main population centre for the region. Tertiary and some speciality 
services are provided out with the Board area at hospitals in Glasgow and Edinburgh. The 
existing DGRI building is being replaced with a new district general hospital which is due for 
completion in September 2017. 
 
Acute Mental Health Services are provided within the recently constructed Midpark Hospital 
in Dumfries. 
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There is a Community hospital in Stranraer (Galloway Community Hospital) which provides a 
limited range of acute and maternity services in the West of the region. 

 
There are eight cottage hospitals which provide step down and palliative services to smaller 
towns and settlements across the region. 

 
Map Showing Location of Hospitals in Dumfries & Galloway

 
 
The Boards main HQ and office function is located at Crichton Hall in Dumfries on the 
periphery of the DGRI site and this building has now been declared as surplus to 
requirements.  

 
Primary Care is provided within the community and includes dentists, GPs, pharmacists, 
health visitors and a range of other health professionals. There are currently 33 main GP 
practices with a further 13 branch facilities 
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Map Showing Location of GP Practices in Dumfries & Galloway 

 
 

The Board stores and utilises information in respect of the location of General Dental 
Practitioners and Optometrists’ on the GIS mapping system. 

 
The rural nature of the Board creates particular issues with respect to recruitment of all 
levels of professional staff which in itself raises further challenges in respect of balancing the 
viability of services and ensuring that they continue to be accessible to patients. 
 
The net book value of the Boards Assets was £289,162,000 (April 2017). The Board has one 
property asset that is the subject of a PFI agreement and a further NPD project that is now 
under construction. 
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Map showing location of care homes in Dumfries and Galloway 
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2. Key Developments 
 
Perhaps unsurprisingly the focus and effort of the Board’s resources has been on the new 
acute services hospital project. Other significant projects have been undertaken to support 
the project and include a new off-site foul water treatment works and a private cross town 
fibre network. 

 
The Women and children’s hub project was successfully completed and handed over in April 
2016 
 
 
New Acute Services Project for Dumfries 
 

 
 
Project Overview 
 
By far the biggest and most important project that the Board has undertaken in the last 40 
years is the replacement of the District General Hospital to serve the population of Dumfries 
and Galloway. 
 
The project will realise investment in excess of £212m (NPD funding) in the construction of 
the building which remains on target for practical completion in September 2017.  There is a 
further £62m normal capital investment for equipment, land and enabling works etc. 
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The project is being delivered as part of the Scottish Governments NPD programme.  
 
The construction commenced in March 2015 and to achieve the ambitious 29 month 
programme, reliance has been made on “off site” construction and fabrication techniques. 
This included composite wall panels, pre cast concrete floor slabs, main mechanical and 
electrical services and bathroom pods.  
 
The 344 bed hospital is designed to enable new models of clinical care by the introduction of 
single rooms that allow a greater level of care and treatment at the patient bedside while 
offering privacy and dignity. A combined theatre and 23 hour surgery area will provide 
opportunities for operational synergies as will bringing together surgical and medical critical 
care beds. A Combined Assessment Unit will allow patients to be seen diagnosed and a 
treatment plan established (including discharge if appropriate) without using mainstream 
hospital beds. 
 

 
Progress at April 2016 

 

The design includes the following: 

 A low rise design, to accommodate some 344 in-patient beds, with an internal 
floor space of approx 66,537 (GIFA) sqm; 

 formation of new access from an enlarged A75 / Garroch roundabout and 
realigned Glen Road; separate dedicated emergency entrance, and secondary 
goods and services access; 

 980 car parking spaces and 80 cycle parking spaces;  
 a helipad; 
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 staff residences;  
 a dedicated energy centre; 
 extensive landscaping,  
 new off-site foul water treatment works 
 dedicated duty/standby cross town private fibre network 

 
The hospital building contains the following key departments; A&E, Out of Hours GP, Out-
Patients Department, Orthopaedics, Combined Assessment Unit, Imaging, Palliative Care, 
Oncology, Short Stay Unit, Theatres and Endoscopy, Critical Care Unit, Women's and 
Children’s Services (containing Maternity, Birthing, Paediatrics etc), and eight generic wards. 

 
The design of the hospital building follows the individual department floor space 
requirements and the clinical adjacencies of these departments. This results in a 'radial' or 
'sundial' layout, containing three key zones or elements. 

 
The first element is the Treatment and Diagnostic Block, containing the main entrance, A&E, 
Out-Patients Dept, Theatres, Imaging, etc. This is broadly rectangular in footprint, 
punctuated with light wells, and orientated with principal elevation to the north-east site 
entrance. 

 
The second element is the In-Patient Accommodation Block, comprising the generic wards 
that radiate out from the core building around a central courtyard. Each arm is rectangular in 
form. 

 
The third element is the Women and Children's Block, which is appended to the principal 
elevation of the main block. 
 
 
Design Highlights 
 
Entrances 

 
The major entrances are clear, the approach is legible from the moment patients, and 
visitors arrive at the site. 
 
Blue light traffic routes are defined, direct and segregated from public traffic. In addition, FM 
and delivery vehicles arrive at the discreetly positioned service yard from a separate 
entrance to the site. This important segregation of flow improves the safety of the hospital 
community and improves patients’ and visitors’ experience of accessing the hospital. 

 
The two key pedestrian routes are from the site entrance to either the main hospital entrance 
or the emergency care centre entrance supported and reinforce a simple and intuitive way 
finding strategy. 
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The main entrance plaza and the entrance to the emergency care centre are the main arrival 
points for visitors and ensure they facilitate uncongested people movement and clear 
orientation for patients and visitors while acting as restful waiting and social spaces. 

 
Progress at March 2017 

 
 
Emergency Care Centre 

 
The development of an integrated ECC, achieved through the effective collocation of CAU 
and the emergency department, will deliver a state‐of‐the‐art environment for the delivery of 
emergency care that eases workflow and encourages interaction of staff across a combined 
department. 

 
Excellent levels of observation have been achieved into all majors and minors treatment 
bays and into the CAU beds that are arranged around nursing clusters. The combined ECC 
will provide the most modern facilities in Scotland and will be a key attribute in the Board’s 
drive to attract and retain the best staff. 

 
 

Segregation of Flows 
 

Effective segregation of patient, staff and FM flows not only enhances the patient and visitor 
experience and supports patient dignity, but also provides an efficient workplace for the 
effective delivery of care. This is reinforced by some significant reductions in travel 
distances, improving journey times between departments and optimising staff workflow. 
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Significant improvements have been achieved in some of the FM travel distances, which will 
enhance the efficient operation of the hospital and ease the pressure on staff. 
 
Ward Layout 
 
The layout of the generic ward aims to provide as much natural light and ventilation as 
possible whilst delivering care efficiently and effectively. 
 
The large light wells in the middle of the ward create a feeling of spaciousness and increase 
visibility for both staff and patients across the ward area. The walk-through passageways 
provide ready access to all rooms and reduce travel distance. 
 
The 8 single rooms at the far end of the ward facilitate a high level of observation due to the 
proximity of, and design of, of a multi disciplinary workstation. 
 
All single rooms have a panoramic window out to the surrounding countryside and large 
glass panels in the door and into the ward area. This provides both a high level of 
observation into the room and enables the patient to observe and feel part of the general 
ward activity. Staff bases will be decentralised with multidisciplinary, touchdown areas 
positioned throughout the ward enabling observation and interaction with patients. 
 
The Information Technology department is proactively involved in the project and we are 
currently exploring future technological advances to enhance communication and the 
delivery of care. The use of telemetry will improve the overall monitoring of patients, alert 
systems will be put in place for patients at risk of deterioration and/or falling and the 
recording and access to patient information will be readily available in the patient’s room. 
 
Benchmarking other hospitals with single rooms has shown that when a separate room for 
socialising is provided this is rarely used. However, there is evidence to support the fact that 
an open plan socialising area is used by patients. The generic ward has a socialising area 
with a large panoramic window in the middle of the ward that gives equal access for all 
patients. 
 
Isolation is cited as a potential negative outcome from the introduction of single rooms. The 
following key points will ensure that patients do not feel isolated: 

 Staff will actively promote the socialising area 
 Flexible visiting with the potential for overnight stay will ensure that patients have 

the optimum support from family and friends. 
 Large glazed areas into and out of the room enables the occupant to  interact 

with staff, other people and their environment 
 Touchdown areas will ensure that staff are positioned throughout the ward 
 Improved technology will improve enhance communication for patients 

 
A socialisation space will be provided to promote interaction between patients and extended 
visiting will promote better opportunities to interact with family and friends (thereby reducing 
the feelings of isolation). 
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En-suite Single In-patient Rooms 
 
When considering the room size for inpatient rooms the Board have taken into account the 
current review of Scottish Health Planning Note (SHPN) guidance as set out in SHPN 04/01 
(October 2010). They have ensured that the clinical room sizes adopted are as a minimum in 
line with the recommended SHPN sizing and that all rooms will provide an appropriate 
environment for the single inpatient rooms as well as the five discrete activity zones you 
would expect to see. 
 
As a result of significant research nationally, new guidance contained in CEL 27 (2010) 
regarding the minimal acceptable levels of single inpatient rooms has been issued, requiring 
that there should be a presumption of 100% inpatient single room provision in future hospital 
development  
 

 Core bed space  
 Bed head services 
 Sanitary facilities 
 Clinical support 
 Family support 

 

 
Completed Bed Room 
 
100% single room provision will greatly enhance privacy, dignity and confidentiality for 
patients.  The majority of care will be delivered within the patient’s own room and 
discussions with Health Professionals will take place in private.   
 
Single room provision lessens the risk of cross infection from airborne viruses.  Patients with 
unrecognised infection or carriers of infection are separable from other patients on 
admission.  
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All single rooms will be generic and able to manage any specialist function.  Exceptions will 
be Critical Care, Paediatrics etc. Generic single rooms enable flexibility to meet peaks in 
activity. 
 
Private toilet facilities are more effective in containing C Diff and Norovirus.  In addition, the 
generic ward layout means that sections of the ward can be segregated during an outbreak 
rather than the whole ward. 
 
Movement of patients within the ward will be greatly reduced, as the need to make a 4-
bedded room gender specific is removed. 
 
Single rooms facilitate flexible visiting, thereby enabling relatives to play a supportive role in 
the patient’s care. The size of the single room will enable relatives to stay overnight with the 
patient where appropriate. In addition, communication between relatives and the 
multidisciplinary team will improved, with close relatives able to, for example, be with the 
patient during ward rounds. 
 
Noise will greatly reduce from the patient’s perspective and they will not be disturbed during 
the night whilst staff attends to other patients.   Evidence confirms that a good night’s sleep 
aids recovery and improves wellbeing. 
 
In summary, by increasing the number of single rooms, patients will have increased privacy 
and dignity and a reduced risk of acquiring an infection during their stay in hospital.   There 
will also be an added advantage of increased flexibility of use in beds to reflect changes in 
gender mix and peaks in demand. 

 
 
Staff Welfare 

 
The private staff dining room is in a convenient and accessible location at ground floor 
entirely separate from patients’ and visitors’ facilities. The staff dining area benefits from 
views into the campus woodland and the wider landscape, and direct access onto a private 
dining terrace, which in turn provides access for staff into the campus gardens. 

 
Staff will feel safe, both in their place of work and throughout the campus as a whole. Good 
traffic flow separation from the point of entry and throughout the building to provide safe, well 
lit and secure staff routes is a feature of the design. 

 
 
Access, Parking and Helipad 
 
The A75 Garroch roundabout has been improved to accommodate a new spur to serve the 
hospital and the U347n Glen Road. The improvements increased the diameter of the 
roundabout and updated the geometry of the existing three main spurs.  
The existing route of the Glen Road has been realigned to a more southerly position, 
connecting to the new southern spur of the roundabout. 
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The site will be served by three vehicular accesses. The main access to the site would be 
via the A75 Garroch roundabout, leading by internal road network to main entrance drop-off 
and bus stop/s. A secondary and separate access is included proposed for blue light traffic. 
A further secondary access is also included for service and delivery vehicles, via the U350n 
Garroch Business Park public road, which would be managed to prevent regular use by non-
authorised traffic. 980 car parking spaces will be provided to serve the development. 

 
A helipad is within close proximity of the Emergency Care department. 

 
 
Staff Residences 

 
A residences development includes single bedrooms clustered around lounge/socialisation 
spaces for use by individual visiting clinical (predominantly medical) staff. 
 
 
Progress Highlights 
 
It has been a busy year with construction activities progressing at pace.   The year started 
with significant works being undertaken across all areas of the build including ward blocks, 
the women and children’s unit and the technical facility. 
   
A topping out ceremony was held in September 2016.  
 
By the end of the year the building envelope was largely complete and fit-out activities well 
underway. At peak activity there were over 1,000 operatives on site with approximately 150 
office based staff in support. 
 
The generators, boilers and combined heat and power plant were installed in the energy 
centre and are currently providing heat and power to the building as part of the early 
commissioning process 
 
The Contractor is working their way progressively through the building bringing the facilities 
to an almost completed state. This commenced with General Ward Block 1. The ground floor 
includes staff change and palliative care with single en-suite rooms. The upper floors are 
made up of two 28 bedded wards each with single room en-suite accommodation. 
 
The end of 2016 saw significant procurement activity in respect of major Board supplied 
equipment for Imaging, Pharmacy and Theatres with the issue and evaluation of tender 
submissions. The Programme allows for a period of Beneficial Access for sub-contractors to 
install this equipment prior to Practical Completion (scheduled 11th September 2017). 
 
The site was visited by the First Minister in January 2017. 
 
Planning for commissioning and migration also gained momentum during the year with 
activity taking place across some 16 work-streams. Engagement with external agencies 
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such as Dumfries & Galloway Council, Police and Scottish Ambulance Service also moved 
forward during the year. 
 
 
 
Wider Economic Benefits 
 
The construction of a new hospital in Dumfries was also designed to promote and enable the 
economic regeneration of the region. The project agreement includes a number of targets 
that Project Co is required to achieve. The targets relate either directly to employment 
opportunities through advertising and recruitment for staff locally, or establishing 
apprenticeships or supporting younger persons through engagement with schools and 
colleges. The programme was also designed to increase and improve the capability of local 
businesses and SME to respond to development opportunities. The targets set out in the 
agreement have largely been delivered with the exception of some further engagement 
scheduled with schools and colleges. 

 
 

New Women and Children’s Community Hub Project 
 

The new Women and Children’s hub project was successfully completed in May 2016. This 
project brought together a number of services which had been housed in disparate locations 
and accommodation which in many cases was no longer fit for purpose. A former inpatient 
ward on the Crichton Royal Hospital site was completely transformed by the refurbishment 
into a bright and functional mixed use space. 
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The building includes the following: 
 

 The refurbished building provides 2200 m2 of both Clinical and Office space 
 Office accommodation for 197 staff   
 Clinical accommodation (17 consulting/ therapy rooms) 
 Car park and access roads  
 Extensive landscaping 
 20 Cycle spaces 

 
The refurbishment works included 
 

 New Heating and sanitary systems 
 Building rewire 
 IT infrastructure upgrade (Wifi, Fibre upgrade) 
 Window Replacement 
 Roof Insulation 
 Extensive remodelling and redecoration 

 
 
Women’s and Children’s HUB Building 
 

 The building contains the following key services:  
 Child and Adult Mental Health Service (CAMHS),  
 Occupational Therapy, Physiotherapy, Speech and Language Therapy,  
 Community Midwifery,  
 Community Children’s Nursing,  
 Health Visitors,  
 Child Protection and Management/administration accommodation.   

 
The new design had to fit within the footprint of an existing building and key adjacencies 
have been achieved. Reception and clinical areas are situated in the centre of the building 
with administration /management on the outer wings. This will allow separation of patient 
and clinical staff from administration and visiting services (Police Social Work etc). 
 
The administration and management areas will use hot desks where possible. Break out and 
quiet rooms have been incorporated adjacent to the large open plan office areas.  
 
Clinical and therapy areas have been designed to allow room sharing between all the 
various clinical services. This will be achieved by using an electronic room booking system.  
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View of the refurbished “willows” building 
 
Entrance and Access 
 
The main entrance is clear and easily identifiable from the moment patients/visitors arrive on 
site. There is an entrance canopy and easy steps and a ramp up to the entrance plat, the 
entrance doors are automatic. Pick up and drop off points are situated at the main patient 
entrance adjacent to the entrance ramp. On entering the building patients and visitors 
immediately enter the large open plan reception and waiting area. The entrance/reception 
area is designed to be pleasant and calming and is divided into discrete areas that include 
play areas for smaller children. There is a separate room in the waiting area for any people 
requiring segregation or privacy. The waiting areas are passively supervised from the 
reception and are covered by CCTV cameras. The waiting area has adequate toilets for 
patients and visitors along with vending machines for snacks and drinks. 
 
 The existing bus route passes along the road to the front of the building and a bus stop with 
connecting path to the main entrance has been constructed. Pedestrians can walk to the 
facility by using existing pathways on the Crichton campus.  
 
FM and delivery vehicles arrive at the rear of the building using a separate entrance and 
access road. This segregates the flow of materials, waste etc away from patient and visitor 
entrance. This segregation improves safety and improves the patient and visitor experience 
of accessing the facility. Staff and visiting services (Police, social work etc) enter the facility 
from 3 other entrances located around the building. 
 
 
Building Layout 
 
The building layout has built around ease and flexibility/interconnectivity of patient journeys. 
The existing circulation corridor has been re-used and though double banked is well 
provided with roof lights. Where possible the doors of the rooms are glazed to bring views 
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out and borrowed light into the corridor. The building layout is dictated by the existing 
configuration but within these constraints the layout is simple and ensures the patient 
journey is as short and logical as reasonable. 
 
All offices have been designed with carpet and acoustic ceiling tiles to ensure good sound 
attenuation. The desk solutions in the larger rooms are specified to include acoustic screens 
between workstations. 
 
The design of the clinical and therapy rooms is on the basis of a small family of rooms that 
fulfil all the particular requirements but are to an extent standard and ensure flexibility and so 
efficiency by not being uniquely tailored to any particular service. The clinical 
accommodation consists of 17 treatment and therapy rooms of various sizes. Some of the 
rooms are set up for clinical activity and others are designed with a more relaxing 
environment for talking therapy.  
 
 
Staff Welfare 
 
There is a staff only entrance at the front opening directly into the staff rest and comfort 
accommodation, close to the bike racks. The staff comfort area provides seating, hot water 
for making drinks, microwave ovens and fridges for food storage. 
 
Staff who remain on site over mealtimes can use the dining area and servery in the adjacent 
Crichton Hall building. Staff showers and changing have been provided and lockers for those 
that need to change into uniform. 

 
 
Cresswell Refurbishment Project (Mountainhall treatment centre) 
 
In December 2017 it is proposed that the majority of clinical services currently located within 
Dumfries and Galloway Royal Infirmary will be decanted to the newly built acute hospital. 
This will leave residual clinical services still operating out of the old DGRI.  
 
The service decant will release the existing Cresswell building for refurbishment to provide 
accommodation for all the residual clinical services  plus some services currently located at 
Nithbank Hospital and Crichton Hall. These will include Audiology, Renal Dialysis, 
Ophthalmology, Physiotherapy, Occupational Therapy, Speech and language therapy, 
Dietetics, Community Rehab, Podiatry and Diabetes  
 
The Cresswell refurbishment project is currently awaiting Scottish Government approval 
(OBC Addendum) with construction commencing spring 2018. The construction work is 
estimated to take around 18 months followed by a 3 month commissioning period.   
The board and its appointed cost advisors, in conjunction with the Principal Supply chain 
partner (PSCP) has prepared the capital costs based on an appraisal of the capital 
requirements of this project. The project will cost circa £15M to complete 
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Minor Developments 
 
Newton Stewart Health Centre 
 
The development of Newton Stewart Health Centre to accommodate the merger of Merrick 
and Wigtownshire practice 
 
 
Local COIN – Private Fibre Link to New Hospital 
 
A local COIN (Community of Interest Network) has been established, initially to join together 
the existing NHS hospital complex with the proposed new build complex.  

 
This takes the form of a circular fibre-optic cable run across the town of Dumfries. This 
strategic piece of work was progressed in a formal relationship between both Council and 
NHS with a view to minimising cost and to offer significant bandwidth opportunities using a 
manageable cost model. This is a significant and complex piece of ICT infrastructure which 
has been successfully completed to facilitate commissioning of the new DGRI building. The 
infrastructure provided future cost effective IT bandwidth access to 25 to 30 Council/NHS 
buildings across the town. The organisations will share data centres with one at the new 
hospital and the other in the Councils IT centre on the Crichton site. 
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3.  Property appraisal 
 
Physical condition 

 
The chart below shows that 63%, a substantial part of the estate is in satisfactory physical 
condition. The 36% within the not satisfactory category can be attributed in the main to the 
DGRI building which will ultimately be addressed with the disposal of DGRI. In the interim 
period a proportion of this will be addressed when DGRI undergoes a limited refurbishment 
to enable it to accommodate departments utilising specific areas being within the building as 
a decant solution whilst the Mountainhall Treatment centre is being developed. The 1% of 
the Estate falling within the unacceptable bracket can be attributed to the parts of the estate 
that no longer support healthcare. These areas have been declared surplus and form part of 
the Boards disposal strategy.  
 
As the Board works towards achieving its Asset management strategy, continual 
improvement in all key performance indicators will be sought. This will however be 
dependent of the availability of and the Boards competing demands and the availability of 
Capital going forward. 
 

 
Results from the appraisal of Physical Condition – Percentage of Square Metres with Overall Block 
Condition EAMS March 2017 
 

 
Physical Condition – Percentage of Square Metres with Overall Block Condition trend analysis 2015-201 
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4.  Statutory Compliance 
 
The Board continues to manage risk associated with Statutory Compliance through the 
appliance of good working practice and the adoption of appropriate control measures where 
necessary. In addition whilst working towards achieving the Boards Asset Management 
Strategy, available revenue and capital monies will be utilised where appropriate to ensure 
that identified risks are mitigated.  

 
The table below shows that the Board currently has circa £7.25M of risk profiled backlog 
costs associated against backlog statutory compliance issues. A significant amount of this 
(£5.2M) relates to the existing DGRI and will be substantially negated following the 
movement of services to the new DGRI. It should be noted that some services will remain in 
the old DGRI building until the Cresswell wing refurbishment is undertaken. 

 

 
Results from the appraisal of Statutory Compliance – Risk profiled backlog costs EAMS March 2017 

 
Statutory Compliance – Risk profiled backlog costs trend analysis 2014-2016 
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This risk adjusted backlog expenditure burden indicated that 71% has been assessed as 
high and significant in terms of risk.  The majority of these high risks are associated with 
DGRI, Nithbank and Crichton Hall.  The Boards disposal strategy and the provision of the 
new Acute Services Facility in Dumfries will address the majority of these high risk issues. 

 
The Board remains committed to targeted and prioritised expenditure which will reduce the 
Statutory Risk Profile across the estate. Given the limited remaining life expectancy 
associated with DGRI the existing risks will continue to be managed with remedial 
intervention carried out where required. 

 
The Board realises that failure to address statutory risk could result in:  
 

 Potential for legal enforcements 
 Significant reputational  / organisational risk 
 Financial risk through fines and compensation payments 
 Significant Harm 

 
Compliance with Health and Safety (SCART) 
 
The Statutory Compliance, Audit and Risk Tool (SCART) has been developed by Health 
Facilities Scotland (HFS) for use across NHS Boards.  

There has for many years nationally been a mixed response across Boards as to how the 
SCART question sets have been answered.  A programme of phased development of 
SCART led by HFS is well underway. This has resulted in the launch of  SCART 2 which 
aims to ensure that nationally a consistent approach to measuring statutory compliance is 
adopted. The SCART2 system provides an invaluable tool in determining the level of 
compliance and risks associated with statutory matters. SCART is used to assist in the 
monitoring and management of Statutory Compliance matters, the day to day operational 
management of Statutory Compliance is carried out by competent staff working in 
accordance with the relevant Guidance, SHTM’s etc. The Board employs Independent 
Authorising Engineers who provide audits on systems and working practices. 

SCART 2 is an invaluable tool in ensuring that the Board satisfies itself that risks are being 
managed and appropriate action plans are in place. 
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SCART 2  
  
The initial phase of question set updating and development has concentrated on 10 key 
topics and the Board has been able to demonstrate significant improvement across the 
majority of these topics:  

 
 
 
The increased number of questions in the HSE aligned question sets (a feature of SCART2) 
was considerable and initially resulted in a compliance reduction in many of the ten topic 
areas. This was predictable given the increased level of detail required by the questions but 
nonetheless represents a significant challenge to the Board to improve performance in terms 
of statutory compliance.  
 
The Board actively works towards achieving Statutory Compliance and strives to 
demonstrate continual improvement in SCART performance. 
 
The Board has representation at the National SCART steering group where the SCART 
system is continually subjected to further scrutiny and refinement. This forum provides the 
opportunity for engagement from all Boards with a view to achieving and maintaining a 
consistent and meaningful Board wide SCART return.   
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Functional Suitability 
 

The survey of Functional Suitability highlights that a significant part of the Boards Estate 
currently falls within the category of unsatisfactory (42%). The majority (41%) of this 
percentage can be attributed to the DGRI building and this figure will significantly improve 
with the imminent occupation of the new hospital. The remaining 1% relates to 
accommodation that no longer supports healthcare and has been declared surplus and will 
ultimately be disposed of.   
 
 

 
Results from the appraisal of functional suitability EAMS March 2017 

 

 
Functional Suitability trend analysis 2015 - 2017 
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Space Utilisation 
 
The survey of space utilisation found that 9% of the Estate was empty. The properties 
contributing to this figure have been declared surplus and will be managed through the 
Board’s disposals strategy.  

 
With the development of and imminent occupation of the new Dumfries and Galloway Royal 
Infirmary, a number of issues identified in relation to compliance with space standards and 
space utilisation attributed to the existing DGRI will be addressed. 
 
As can be seen in the Development section of this document the specification of the new 
hospital took cognisance of departmental synergies, adjacencies and new models of care.  It 
is therefore anticipated that through the occupation of the new Hospital the Board will benefit 
from improvements to this facet going forward. 

 
In addition in order to better support the new models of care proposed in the new Hospital 
and allow it to work effectively, the eight community hospitals will be developed / re modelled 
to accommodate the delivery of outpatient services closer to patients homes and the 
provision of the appropriate level of support for step down rehabilitation of patients coming 
from the acute environment. 

 

 
Results from the appraisal of Space Utilisation EAMS March 2017 
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March 2017 
 

 
Space Utilisation trend analysis 2015-2017 

 
 
Quality 

 
The quality facet ties closely with the information gathered across the other facets. The 
Board is fortunate in that it has several new builds and refurbishments solutions providing an 
excellent quality working environment from which to deliver healthcare from. It can be seen 
from the pie chart below that a significant proportion 53% in the new and acceptable bracket 
shows that a significant part of the estate is in good order. Again the large proportion of the 
area that is found to be in less than acceptable condition lies within the existing DGRI and 
will be addressed through the occupation of the new Dumfries and Galloway Royal Infirmary. 
The 2% within the unacceptable bracket can be attributed to property that no longer supports 
the delivery of healthcare, which has been declared surplus and forms part of the Boards 
Disposal strategy.  

 

 
Results from the appraisal of Quality EAMS March 2017 
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Quality trend analysis 2015-2017 
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5. Sustainability and Environmental Management 

Introduction and Overview 

NHS Dumfries and Galloway attach significant importance to environmental issues and are 
committed to improving our environmental performance over all aspects of our public 
service.  
 
As part of this approach the new acute hospital in Dumfries will provide a facility that is 
extremely energy efficient and low carbon. The design and construction of the new hospital 
was assessed using the Building Research Establishment Environmental Assessment Model 
(BREEAM) which ensures the performance of the building. The new hospital opens in 
December 2017. 
 
In 2009 the Board produced a Carbon Management Plan which assesses our carbon 
footprint and identifies projects which can reduce our carbon emissions. 
  
The Carbon Management Plan has now become part of a group of Policies, plans and 
management systems described below. 
 
 

 
 
 
The Board’s Sustainable Development Action Plan is led by the Energy, Environment and 
Sustainable Development Programme Manager. Progress has been made across all the six 
themes and in meeting legislative and mandatory requirements.  
 
The remit of the Sustainable development Action Plan is to improve the sustainability of NHS 
Dumfries and Galloway’s activities primarily in the context of estates/property and asset 
management. However, NHS Dumfries and Galloway is still mindful of the need to embrace 
holistically the wider sustainability agenda in order to fully contribute towards the 
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achievement of the Scottish Government’s overall Purpose and 5 Strategic Objectives: 
Wealthier and Fairer; Smarter; Healthier; Safer and Stronger; Greener. 
 
Sustainable development, being integral to the Scottish Government's overall purpose, is the 
overarching issue and approach which all public sector bodies are required to adopt. Thus, 
this action plan provides a focus for all other Scottish Government Health Directorates 
policies and supporting guidance within the estates/property and asset management remit. 
 
NHS Dumfries and Galloway’s Sustainable Development Action Plan will form the 
framework for delivery of this policy and ultimately assist NHSScotland in contributing to the 
achievement of the Scottish Government’s sustainable development objectives. 
 
The Good Corporate Citizenship Assessment Model (GCCAM), and the resources it 
contains, will assist NHS Dumfries and Galloway in this process and in the coordination and 
measurement of our own efforts towards these objectives.  
 
It is therefore important that NHS Dumfries and Galloway pursue the sustainability principles 
and behaviours by addressing the six key strands of activity identified by the Sustainable 
Development Commission Scotland as necessary to deliver the Government’s objectives. 
Namely it delivers against 
 

 Travel 
 Procurement 
 Facilities management 
 Workforce 
 Community engagement 
 Buildings 

 

Organisation 

All staff have a responsibility to reduce CO2 emissions, but to ensure satisfactory 
implementation of this plan; specific staff will have specific responsibilities.  
 
The Board Sustainability Champion has the responsibility of ensuring this Plan is 
implemented and acts as the lead person for this exercise. As the Director responsible for 
the Board’s buildings and estate, this post will champion the Plan. The Head of Estates will 
deputise in their absence.  
 
The Environmental, Energy and Sustainable Development Programme Development 
Manager has the responsibility of implementing the detail of the Plan, the day to day 
operations for the development and delivery. Monitoring and reporting will be provided by 
this post and training and development of staff will also be undertaken.  
Members of the Sustainable Development Management Team have the responsibility of 
delivering individual projects within their remit. Reporting routes are illustrated below 
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Senior Managers also have a responsibility to promote the basic principles of carbon 
management to their staff. They will be able to do this via staff meetings, departmental 
training days and on an individual basis.  
 
The biggest single impact that could be made to reduce CO2 emissions will arise from 
actions taken by NHS Dumfries and Galloway staff. Their efforts in switching equipment off, 
reporting overheating, segregating waste and reducing travel will provide significant 
reductions for very little if any financial cost. This cannot be emphasised enough.  
 
Actions that individuals should be carrying out will be supported by a management structure 
and network of groups supporting them. The structure below details the proposed carbon 
management structure that will be used throughout the life of the Sustainable Development 
Action Plan.  

 

Performance of Previous Actions 

The board recognises the need to improve and reduce the use of energy and the reliance on 
fossil fuels. A comprehensive Carbon Management Plan (CMP) has now been produced. 
The Carbon Management Plan is the first stage in complying with HDML 21 and 
implementing Corporate GREENCODE.  
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 Annual carbon emissions from energy use in buildings are shown on the graph below.  

 

 

Over £4.5 million has been spent on carbon and energy reduction projects since 2007 by 
NHS Dumfries and Galloway. This has reduced CO2 emissions by 22% since 2007 and 
reduced energy consumption by 8.5%. 

However from 2015-16 onwards the Carbon management Plan target will be integrated with 
the HEAT target and use kgCO2/m2 to allow for the major changes in the size of estate and 
also to simplify performance monitoring. The joint CMP and HEAT targets are shown in the 
table below. 

NHS Dumfries and Galloway Energy and Greenhouse Gas Reduction Targets 
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HEAT Target Performance 
 
A new phase commenced this year with E8 HEAT targets. The main changes with this 
phase are the following: 
 

 The whole estate is included and not just hospitals. 
 The metrics considered are per square metre and take into account the size of the 

estate. 
 Boards are not expected to achieve targets every year but have a plan to achieve 

their overall target by 2020-21. 
 
 
Energy Performance 
 

 
 
Baseline  455.5 kWh/m2 (average of the previous 3 years) 
Actual 2015-16 448 kWh/m2  
  1.6% reduction from baseline 
 
The basic target of 8.3% reduction will be achievable with the energy efficiencies designed 
into the new hospital. A performance close to the stretch target of a 17.7% reduction will be 
achieved if the availability of the CHP and ground source heat pump is at a reasonable level 
(about 85%). 
 
Note. 
This is a reduction from an average of 520kWh/m2 prior to 2010 despite the estate having 
increased by 10% 
 
Unfortunately these performances do not relate directly to monetary savings. The new 
hospital will be more efficient per square metre however the overall cost will be 5% higher. 
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CO2 Performance 
 

 
 
Baseline  116.9 kg CO2/m2 (average of the previous 3 years 
Actual 2015-16 111.4 kg CO2/m2  

4.7% reduction from baseline 
 
The basic target of 16.8% reduction will be achieved with the energy efficiency and carbon 
reduction designed into the new hospital. A performance close to the stretch target of a 
27.6% reduction will be achieved if the availability of the CHP and ground source heat pump 
is at a reasonable level (about 85%). 
 
NHS Dumfries and Galloway has a target that 11.3% of heating consumption will be from 
renewable energy sources by 2020-21. This target was achieved in 2015-16. The operation 
of the ground source heat pump in the new hospital will more than exceed this target.  
 
Note. 
This is a reduction from an average of 140 kg CO2/m2 prior to 2010 to 111.4 kg CO2/m2. This 
is a reduction of 20%. 
 
 
The Carbon Management Plan Target of a reduction of 40% from a 2007/08 baseline has 
been matched by the Stretch HEAT target. 
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Energy and utility use are shown in the table below: 

2009 - 10 
Fossil Fuel (Gas, Oil and Biomass) 141,623 GJ £1,017,928 
Electricity Use 53,917 GJ £1,281,077 
Water consumption 208,302 m3 £152,810 

2010 - 11 
Fossil Fuel (Gas, Oil and Biomass) 120,827GJ £1,159,697 
Electricity Use 51,143 GJ £1,026,216 
Water consumption 241,560 m3 £156,325 

2011 - 12 
Fossil Fuel (Gas, Oil and Biomass) 137,664 GJ £1,443,541 
Electricity Use 51,570 GJ £1,222,621 
Water consumption 224,587m3 £263,925 

2012 – 13 
Fossil Fuel (Gas, Oil and Biomass) 157,041 GJ £1,744,900 
Electricity Use 50,168 GJ £1,532,911 
Water consumption 214,330 m3 £251,328 

2013 - 14 
Fossil Fuel (Gas, Oil and Biomass) 134,783 GJ £1,854,992 
Electricity Use 44,136 GJ £1,394,544 
Water consumption 222,257 m3 £236,922 

2014 - 15 
Fossil Fuel (Gas, Oil and Biomass) 151,458 GJ £1,541,985 
Electricity Use  39,823 GJ £1,409,713 
Water consumption  260,636 m3 £311,881 

2015 – 16 
Fossil Fuel (Gas, Oil and Biomass) 144,745 GJ £1,183,8691 
Electricity Use 40,264 GJ £1,443,125 
Water consumption  236,873 m3 £431,3962 
 
1 Lower total cost for fossil fuels due to a reduction in unit price 
2 This includes a £178K payment to catch up on an underpayment regarding  
   trade effluent in the previous four years 
 
Remittance received from the Renewable Heating Incentive totalled £125K for the year 
2015-16. This has increased to over £260K in 2016 - 17. 
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Looking to the Future 

The overall targets we aim to meet through the approaches described previously are:  
 

1. HEAT E8-1: Reduce CO2 emissions.  
2. HEAT E8-2: Continue to reduce energy consumption. 
3. Good Corporate Citizenship Toolkit: continued improvement in self assessment 

scores for each of the six themes.  
4. Compliance with Corporate GREENCODE.  
5. Reduction in domestic waste to landfill – 100% landfill avoidance.  
6. Excellent BREEAM Healthcare rating in new buildings, and a Very Good rating in 

refurbishments.  
7. Reduction in water consumption in our buildings.  
8. Reduction in CO2 emissions from road vehicles used for administrative purposes  

 
 
HEAT Targets 
 
The new Dumfries acute Hospital will come into operation in December 2017. This hospital 
will be energy efficient and reduce carbon emissions by utilising combined heat and power 
and a ground source heat pump.  
 
The main target within the CMP is to reduce CO2 emissions from energy use in buildings by 
40% by 31 December 2020. There are a number of large projects within the CMP which will 
deliver long term reductions in the organisations carbon footprint, provide tangible 
environmental benefits and reduce costs. These projects include: 
 

 Conversion to LTHW for Crichton hall, Hospice, Dumfries dental centre on district 
heating system (525 tonnes reduction) 

 Cresswell boiler house installation (200 tonnes reduction) 
 
An options appraisal is currently being undertaken to identify how best to operate the 
remaining buildings on the Crichton campus and how best to heat and power them. This will 
take into consideration the two projects above as well as the potential disposal of Crichton 
Hall (987 tonnes CO2, £200K savings). 
 

 Closure of Nithbank site (730 tonnes reduction) 
 Strategic Energy Efficiency Programme (StEEP) projects identified by Health 

Facilities Scotland. 
 
These projects will also bring associated energy savings. 
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Some of the larger projects already completed are detailed below. 

The installation of Biomass boilers and the renewal of the existing gas boilers in community 
hospitals have produced notable energy savings as can be seen below. 

 

Notable successes within the biomass boiler projects were Thornhill with a 45% reduction in 
energy consumption and Castle Douglas and Lochmaben where a reduction of 26% was 
achieved. 

A project to decentralise the heating from a central boiler house was completed in March 
2012. As can be seen below this resulted in a 50% reduction in energy consumption.  

 

In addition to this there was a saving of around 80% in water consumption and a reduction of 
75% in maintenance costs. 

The installation of a combined heat and power unit at Galloway community hospital, voltage 
optimisers on the Crichton site and various lighting projects have resulted in a reduction in 
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the overall electricity consumption of the Board by around 900,000kWh. This is a saving of 
£75,000 p.a. and 487 tonnes of CO2. 
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6. Risk Profiled Backlog Maintenance 
 
Backlog Costs 

 
Investment required to bring the Estate up to an acceptable condition is known as “backlog 
costs”.  The guidance defines backlog costs as the costs required to bring an element up to 
an acceptable condition (NHS Scotland Estates and Asset Management Property Appraisal 
Manual A or B).  The guidance also states that the backlog costs should be expressed as a 
works cost only.  Additional costs that are dependent upon the solution chosen (VAT, fees, 
Decant and Temporary Services) are excluded from the backlog costs however will be 
included within project costs being brought forward for consideration.  

 
As backlog maintenance figures are produced it is vitally important to understand the risks 
associated with these costs.  It is important to understand the risk around continued 
deterioration and/or failure of estate assets.  As the Property Asset Management Strategy 
moves forward it will be important for the Board to take investment decisions based upon the 
clinical areas within the Estate and those with the most significant risk profile.  
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2017 7 19 25 4 55.0 2 3 6 2 13 68 

2016 6 17 22 3 48.3 2 3 7 3 16 64 

2015 5.76 16.40 21.4 2.9 46 2.3 3.3 6.9 2.5 15 61.00 

2014* 5.09 14.88 19.1 2.6 41.8 2.0 2.6 6.0 2.3 12.8 54.60 

2013 £5m £15m £19m £1m £40m £2m £5m £4m £0m £11m £51m 

2012 7.1 16.5 16.0 4.0 43.7 1.32 5.22 8.00 -0.15 14.4 58.07 

2011 7 17 17 4 45 0.0  3.71 4.66 6.53 15 60.1  

Table 1 Backlog Maintenance figures 2011-2017 
 
The above table illustrates an £8 Million increase in Backlog Maintenance costs from 2011, a 
significant proportion of the £8M can be attributed to the impact of inflation. 
 
Section 15 provides the Boards targets for improving its backlog maintenance expenditure 
focusing on the reduction of the high and significant Clinical risk areas. It is important to 
realise that the £68M is based on existing buildings and their current usage. The Boards 
investment strategy takes cognisance of clinical need, any investment in pure backlog 
maintenance will not take into consideration improvements to the functionality or 
modernisation of the Boards buildings to facilitate fit for purpose accommodation to support 
the delivery of modern healthcare service delivery. 
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The Board recognises that a significant proportion of the work identified as High and 
Significant risk will be difficult to rectify and undertake because of the potentially severe 
disruption to operational service delivery. 
 
The Board in 2017/2018 will embark on a programme of refreshed condition surveys for its 
buildings. Once this work is complete the information will be uploaded onto the Boards 
EAMS system and used to inform future investment strategy.   
 
The Board currently has declared 6 properties surplus to its requirements and will progress 
to remove the backlog maintenance associated with these properties from the EAMS 
system. 
 
The Board appreciates that a fixed AMS with no room for any flexibility can lead to difficulties 
due to the various uncertainties around issues such as clinical change, organisational 
change and future funding. This has the potential to affect the reduction of backlog 
maintenance risk. 

 
There is an understanding that the AMS will be a fluid document that will change annually 
depending on the factors influencing decision making at any given time. 
 
.    
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7. Independent Contractor (Estate Performance) 
 
General Medical Services 

 
Primary care is considered to be the bedrock of NHS care provision, offering people 
comprehensive first-point-of-access advice, diagnosis and treatment, together with ongoing 
care coordination and support. 

 
The Scottish Government’s 20:20 vision for healthcare in Scotland proposes that we will 
move to the provision of more and more care in people’s homes or their communities, and 
hospital care will only be delivered when clinical need drives admission, and even then, the 
default position will be that hospital care will be delivered as day case treatment.  The 
implication of this vision is that primary and community care services will be called upon to 
provide ever more services. 

 
Failure to make general practice more attractive in Dumfries & Galloway is likely to result in 
a decrease in service delivery by practices (such as cottage hospital input), and result in 
very significant pressure on the Board to redesign and replace local services. 

 
General Practice in Dumfries & Galloway is severely threatened by a growing recruitment 
crisis. Service delivery is now being impacted and existing practices are questioning their 
continued viability.  There is a growing demand for GP’s to leave the traditional practice 
model and seek to move to a directly employed salaried model. This is further compounded 
in those practices which are signed up to revenue funded PPP premises models. In these 
models the partners in the practice are liable for the continued lease obligation whether or 
not the service model is perceived to remain viable. This serves to further hinder the 
recruitment process and fuels further decline.  

 
The Board needs to explore all the potential options which may include the amalgamation of 
practices and the consideration of current ownership arrangements of specific premises. 

 
The Board has overseen the amalgamation of two practices and facilitated the move to 
salaried services in a further two. 

 
These pressures are now impacting on the revenue funded PPP model where numbers of 
GP’s are falling below the threshold required to maintain the lease arrangement. Although 
the GP’s are personally liable to the developer for the lease there is mounting pressure on 
the Board to intervene. A number of solutions are under consideration which may see the 
Board entering into an occupancy agreement to utilise vacant space within the premises  

 
Scottish Government has indicated that it wishes to work in a collaborative manner with GP 
negotiators to develop a Scottish GMS contract. To aid this, the Government have signalled 
that there will be a period of minimal change in the GP contract until 2017, by when it is 
hoped that a new contract will have been agreed. The signs are that the new contract will 
aim to reduce the bureaucracy that is associated with aspects of the current contract, will 
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support the preservation of General Practice in rural areas, and will make General Practice 
more attractive to new graduates.   
 
Current Position 
 
There are 33 GP practices operating from 33 main surgeries with a further 13 branch 
surgeries across Dumfries & Galloway. The majority of practice premises are still GP owned, 
some are third party owned (leased by GP practices), and some, including the most recent 
developments, have been developed and are owned by Dumfries & Galloway Health Board. 

 
 
Future Strategy 

 
Planning work is underway to establish the optimum service design which maximises patient 
access and efficiency. This work is not however confined to GP practices and is closely tied 
to the wider service redesign in respect of cottage hospital and providing care in the home. 
 
Kirkcudbright 
 
The Kirkcudbright premises have, for a number of years, been identified as not fit for 
purpose. There is an opportunity to take forward premises upgrade as part of the wider 
service redesign in the Stewartry locality 

 
Glenluce 

 
The practice premises at Glenluce are integral with one of the current GPs home and this is 
not a sustainable position. Early dialogue has commenced with the practice and a solution 
sought as part of the Wigtownshire locality service redesign. 
 
Moffat 

 
There are two practices in the small town of Moffat who have expressed an interest in 
coming together to provide a sustainable service, including supporting community care and 
the local cottage hospital.  Neither of the current premises are fit for purpose and nor do they 
offer the potential for the combined service. The smaller practice has now transferred to a 
salaried GP solution and plans are being worked up to transfer the service into vacant space 
within the Moffat Cottage Hospital. In the longer term the amalgamation of the practices into 
suitable joint accommodation will be progressed. 

 
 
General Dental Services 

 
NHS general dental services are provided, in the main, by independent contractor practices.  
There are 38 practices across the region with 3 salaried general dental practitioners 
providing general dental services from 3 locations (previously 6 practitioners providing from 
5 locations). The Board has recently undertaken a review of the provision of general dental 
services by the salaried service and has recently transferred the patients from 2 clinics to the 
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independent contractor sector.  Implementation of the decision of the Board to transfer two 
of the remaining clinics to the independent contractor sector is now underway; this would 
mean two clinics being leased to independent dental contractors.  Space freed up at 
Dumfries Dental Centre and Lochmaben Dental Clinic will be reviewed by the Board. 
Historically independent contractor practices have provided their premises and this model is 
supported by the dental rent reimbursement scheme in place nationally.  There is no 
evidence, at this time, to suggest this is not a sustainable model for the future.   
 
Over the last 8 years approximately 8 new practices have been established in the region and 
the Board will continue to work with practitioners to ensure fit for purpose premises are 
provided. 
 
 
General Pharmaceutical Services 
 
There are 35 Community Pharmacies providing NHS pharmaceutical services across the 
region. Premises are either owned or leased by the pharmacy contractor with no direct 
financial support in respect of premises. 
 
A premises audit was carried out by NHS Dumfries & Galloway in 2011 to establish how 
many pharmacies had taken reasonable steps to ensure disabled people can access their 
premises and make use of their services. In addition, information on the availability of a 
consultation room was collected, since many of the new pharmacy services require to be 
carried out in a confidential manner. The information from this survey was updated in 2012, 
2014 and then again in February 2015. The results show that, where reasonably possible, 
most pharmacies have adapted their premises to ensure accessibility. The location of the 
community pharmacies is limited by the current control of entry arrangements. 
 
 
General Ophthalmic Services 
 
NHS general ophthalmic services are provided from 19 premises across the region. All 
premises are either owned or leased by the contractors or associated body corporate with no 
direct financial reimbursement in respect of premises.  Practice inspections are in place to 
ensure new practices fulfil the requirements for the delivery of NHS services and triennial 
visits ensure the continuity. 
 
The location of ophthalmic provision is driven by market forces. 
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8. Performance of Other Assets 
  
Medical equipment is essential for the delivery of healthcare. A report by Audit Scotland 
titled ‘Equipped to Care: Managing medical equipment in the NHS in Scotland’ was 
published in March 2001 and remains relevant to the management of medical equipment.  
The report highlighted the following: 
 

 That medical equipment is essential to patient care 
 That the correct equipment needs to be available in the right place at the right time 
 That properly trained staff must be available to use the equipment 
 The need for NHS organisations to have adequate systems in place to manage their 

medical equipment 
 The importance of these issues with the establishment of a formal duty of clinical 

governance 
 That given the strategic importance of medical equipment overall responsibility needs 

to be taken at Board level 
 
A subsequent report was published in February 2004 entitled ‘Better equipped to care?’  
This reviewed progress across Scotland since the first report. Its main findings were: 

 
 Strategic management of medical equipment needs to be given a higher priority 
 More needs to be done to manage medical equipment risks 
 Information to support the management of medical equipment needs to improve 

 
The Asset Management Policy for NHSScotland; CEL 35 (2010), establishes the policy 
environment and key performance indicators for asset management. It makes mandatory the 
use of the national asset management system to collect data and the requirement to submit 
annually updated asset management strategies to the Scottish Government. The policy 
establishes a robust framework against which the planning, delivery, management and 
disposal of property and other assets are undertaken and assessed. The policy seeks to 
establish asset management excellence in NHSScotland. With specific reference to 
equipment CEL 35 (2010) requires: 

 
 Boards to manage their medical equipment effectively, with supporting strategies 

governance and reporting arrangements 
 Boards to have clear knowledge of their medical equipment (condition, lifecycle 

replacement programme, value, and cost of ownership) 
 
 
Current Management Arrangements 

 
Overall approval of the Capital Plan is reserved for the Board, with the Boards local Capital 
Investment Group (CIG).allocating funds for equipment within delegated limits. Amongst 
other things the role of this group is to give final prioritisation and approval for all expenditure 
against the rolling replacement programmes and advise on overall prioritisation for capital 
plan and to ensure equity across all services. Management of equipment is devolved to 
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Directorate level; Acute and Diagnostics, Facilities and Clinical Support Services, Primary 
and Community Care Directorate; Women and Children Directorate and Mental Health 
Directorate as well as Corporate services.  

 

 

Replacement 
Value (£)       

 (excl VAT) 
% Acute 

Equipment 
% Primary 

Care 
Equipment 

Renal Dialysis Equipment  £ 429,576  100% 0% 
Cardiac Defibrillators  £ 336,170  65% 35% 
Flexible Endoscopes £ 1,431,407  100% 0% 
Infusion Devices £ 1,231,275  77% 13% 

All other high value medical equipment (individually > £5k) £ 9,076,351  94% 6% 

Low value medical equipment (individually <£5k, or 
grouped items not included in 1.6 above) £ 4,289,792  79% 21% 

TOTAL REPLACEMENT VALUE:  £ 16,794,571      
Table showing value of medical equipment and split between primary and acute care 

 
The majority of the Boards equipment expenditure is on medical equipment within the Acute 
and Diagnostic Directorate, managed locally by three clinical areas: Radiology, Medical 
Physics and Laboratories and is delivered through the Equipment Management Group 
(EMG). 

 
The General Manager for Facilities and Clinical support is the Board’s designated 
“Equipment Coordinator” 

 
The work undertaken within each devolved procurement area is summarised below. 

 
 

Medical Physics 
 
The Medical Physics Department services are provided to Medical, Dental, Nursing and 
Allied Health Professionals located in NHS Dumfries hospitals, Health centres and clinics 
throughout Dumfries and Galloway and are managed following the recommendations by the 
MHRA document “Managing Medical Devices DB2006(05)”.  

 
Equipment is managed predominantly by the Medical Physics Department from initial 
request to purchase to disposal. To support this MHRA recommend the use of an asset and 
maintenance database. The system currently used is a commercial system called OPTIM. 
The current database has more than 12,000 assets with a value in excess of £13million (this 
includes items less than £5k which are not formally recorded on the Boards asset register). 
 
The information stored on this database includes equipment category supplier; model 
number; serial number; purchase price; purchase date; service history; maintenance 
schedules; maintenance costs and user department. The information gathered from this 
system can be used as a tool to determine performance; assess whole life costs; identify 
when equipment should be replaced and action MDA alerts. 

 



Page 52  

 

 
The Medical Physics department provides a range of services including: 
 

Equipment management for both Diagnostic and Therapeutic medical equipment which 
covers: 

 Evaluation 
 Procurement 
 Commissioning/Decommissioning 
 Acceptance testing 
 Maintenance 
 Repair 
 Calibration and 
 Safety testing  
 

Technical advice support and training is provided to staff in a variety of disciplines 
including: 

 
 Medical Staff 
 Nursing Staff and 
 Allied Health Professions Staff. 

 
 
Laboratories 
 
The laboratories in NHS Dumfries and Galloway are configured by Blood Science and Cell 
Science. Blood science covers haematology, blood transfusion and clinical biochemistry 
these services are available at the site in Dumfries at Dumfries and Galloway Royal Infirmary 
and at a satellite laboratory based in Stranraer at the Galloway Community Hospital.  Cell 
science covers Microbiology and Histopathology including mortuary services. These services 
are available at the site in Dumfries at Dumfries and Galloway Royal Infirmary (DGRI) with a 
mortuary facility. Services are also provided at a satellite laboratory based in Stranraer at the 
Galloway Community Hospital (GCH). 

 
In blood sciences there are currently two Managed Service Contracts (MSCs) in place.  One 
is for Biochemistry and was signed off 31st August 2013 for 5 years which is under review to 
extend for a further two years.  The other is for Haematology that was signed off 1st April 
2015 and again covers 5+2 years (these can be individual single year extensions).  Both 
these contracts will take us beyond the move to the new hospital build facility.   

 
Point of Care testing in both primary and secondary care is now becoming a focus and a 
nationally recommended way forward for laboratory testing and at present is managed and 
controlled within the blood sciences department of biochemistry. 

 
All equipment proposed and procured must be managed in conjunction with the NHS 
Dumfries and Galloway point of care testing policy.  This requirement and ever increasing 
pressure to support in compliance with UKAS accreditation standards including equipment 
and staffing levels is currently under review in the department. 
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Radiology  
 

The Clinical Radiology Service provides the imaging service for a population of 148,000. The 
service is provided at the DGRI in central Dumfries and by the GCH in Stranraer.  

 
There is a wide range of modalities provided at the DGRI including MRI, CT and 
Angiography. The GCH proved CT, US and general radiography. Both hospitals perform 
approx 91,000 examination per year. 

 
There is no Radiotherapy or Nuclear Medicine Service provided within Dumfries and 
Galloway. 
 

 
Procurement of Medical Equipment 
 
The capital equipment budget is managed and allocated by the Capital Investment Group. 
All directorates maintain a list of requests for new or replacement equipment that has been 
identified by departments.  All requests are held on a list to be allocated when funding is 
available. 
 
The replacement of equipment is considered and prioritised using the following criteria: 
 

 Spare parts not available 
 Equipment is beyond economical repair i.e. Cost of repair is more than replacement, 

due to whole life repair costs 
 Equipment replaced under rolling programme 
 Equipment has become unreliable 
 Equipment at end of life 
 Equipment no longer supported. 
 Clinical obsolescence 

 
The process for procuring medical equipment is laid out in the Board’s Standing Financial 
Instructions.  CIG monitors the procurement of the equipment and ensures all processes are 
carried out effectively.  National contracts are utilised where these exist.  If no national 
contract exists then appropriate tendering procedures are used dependant on the value of 
the equipment.  A contingency budget is retained in the event that a piece of equipment 
requires to be replaced immediately. 

 
Once the decision has been made to replace/ scrap equipment, it is disposed of adhering to 
Waste Electrical and Electronic Equipment (WEEE) regulations. More and more medical 
equipment has the ability to store patient data. These items are destroyed prior to disposal. 
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Safety Action Notices 
 
NHS Dumfries and Galloway have a distribution system for the dissemination of all safety 
warnings received. This work is undertaken by Corporate Services. 
 
 
Equipment Incidents 

 
All reportable incidents in NHS Dumfries and Galloway are recorded using Datix. Any 
recorded incident involving medical equipment is sent to the Medical Physics manager to 
investigate.  
 

 
Examples of Equipment Management 

 
An equipment library has been established within the Medical Physics department to monitor 
and control the use of frequently used equipment. Predominantly the service manages the 
use of infusion pumps. The introduction of the staffed library service has been cost effective 
and has improved the efficiency and quality of the service. Nursing staff have a single point 
of contact for infusion pumps rather than contacting other wards for available units. 

 
 
Number of Infusion Devices 
 
Number of all infusion devices in D&G 939 
Number – (hospitals only) 773 
Number - community only 166 
Number of all volumetric pumps 572 
Number of all syringe pumps 367 
 
Age range of all infusion pumps  
 
-  aged <=2 years 311 
- aged >2  <=5 years 66 
- aged >5  <=10 years 229 
- aged > 10 years 333 
 
Number no longer supported by supplier 
 

 
0 

 
 

As part of the new DGRI project an RFID (Radio Frequency Identification) tagging system 
will be introduced which will allow the tracking of equipment within the hospital. This will be a 
useful management tool to effectively monitor and manage groups of equipment in the 
future. 
 
For the Board to be able to deliver an efficient equipment service which support the strategic 
direction of the organisation we require to build on the good foundations that the Board have 
in the Capital Investment Group and Equipment Management Group.   
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Management and Inventories 
 
A comprehensive asset and maintenance register is required to enable us to know what 
equipment we are looking after and provide its service history.  In NHS Dumfries and 
Galloway this information is managed by a number of different departments as well as all 
assets over £5k being recorded in the finance department asset register for reporting 
purposes. 
 

 
Equipment Management Group 

 
The work of the Equipment Management Group within Acute and Diagnostics is expected to 
strengthen the Boards equipment processes over the next few years.  

 
 To carry operational responsibility for medical equipment policy development and 

implementation 
 Agree policies on standardisation of equipment between units and sites where 

appropriate 
 Ensure Equipment Asset Register and Maintenance register are appropriately 

maintained by providing the necessary information 
 Oversee the needs assessment process and initial prioritisation for medical 

equipment 
 Prioritise the funding allocated by NHS Dumfries and Galloway for procurement of 

Capital equipment and recommend the same for approval by the Capital Investment 
Group 

 To agree the equipment specification and agree the final business case 
 Take into account the impact of the procurement on the wider services within NHS 

Dumfries and Galloway 
 To review a rolling programme of equipment replacement and to advise on the 

consequences 
 To oversee the procurement of medical equipment, including any change of service 

provision whether it is location, equipment or service provided 
 To review incidents including medical device alters involving equipment failure or 

misuse and recommend, alter, change practice or equipment to reduce the risk of 
repetition 

 To ensure that appropriate training and ongoing competency is organised for staff 
working with equipment; 

 Ensure appropriate policies and procedures are in place for all aspects of equipment 
procurement, risk, use, maintenance, repair, decontamination, disposal and 
replacement and that staff are aware of all these policies. 
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Medical Physics, Laboratories and Radiology 
 

It is anticipated that new technologies may facilitate and drive many changes for 
Laboratories over the next three to five years.  This combined with the move to a new build 
facility will influence changes to equipment management and activity. Managed Service 
Contracts incorporating all blood science and cell science equipment will be a major future 
consideration. 

 
Both the new blood sciences laboratory and cell sciences laboratory are designed to ensure 
all major equipment is located within a single laboratory which will aid cross-working.  Any 
manual processes have been considered and have been located in the most effective 
location to ensure best lean practice in terms of sample flow from receipt to result. 

  
All major capital procurements within Radiology are on hold until 2017 when the CT, MRI, 
ANGIO and general rooms will all be replaced as part of the new build. In the interim the 
intention is to continue to replace all equipment that can easily be moved to the new site in 
line with the normal equipment replacement cycle. 

 
All radiology equipment at the GCH continue to be replaced when appropriate. The current 
CT scanner is approaching 10years old and will require to be replaced in the next few years.  
 
 
Equipment Implementation Strategy 

The Acute Services Redevelopment Project provides the most significant equipping 
challenge that the Board has ever faced.  

 
A budget has been approved within the Full Business Case of £33.8m to cover all types of 
equipment.  
 
At Practical Completion the Board will have access to a Building Information Model which 
will contain an electronic database of all equipment items in each room of the building. This 
offers the opportunity to launch a new approach to managing the Boards equipment. The 
RFID tagging system will be available and with the continued use of the equipment library 
the equipment will be managed more effectively.   
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Information Management & Technology (IM&T)  
 
Current Status and Investment Needs Associated with IM&T Assets  
 
(This position including investments made to enable the new District General Hospital 
opening Dec 2017) 
 
NHS Dumfries & Galloway’s adoption of the National eHealth strategy & IM&T assets offer 
the opportunity to improve the quality of healthcare delivery through the introduction and use 
of modern technology to both healthcare professionals and patients.  
 
NHS Dumfries & Galloway’s main IM&T assets consist of:  
 

 Data networks switches, used to network IM&T devices and peripherals.  
 Physical and Virtualised Servers, used for the storage and access to digital 

information across the network.  
 VMWare Core Enterprise Server Technology, SAN Arrays, Blade Chassis, Web 

Provisioning   
 VDI Virtual Desktop provisioning 
 2300 Desktop computers and peripherals 
 500 Mobile computers and peripherals  
 600 Tablet computers and peripherals 
 Software, A mixed bundle of perpetual and subscription licensing, split into 2 distinct 

areas (desktop and server) 
 Telephony/Communications 

 
The following table provides details of the replacement value of each of these asset types: 
 

 
 
The status of each of these assets is summarised below:  
 
Networking technology is reviewed every seven - ten years and replaced/refreshed where 
necessary. [Next refresh estimated 2023] 
 

Description Replacement Value (£k)
Data Network Switches 2,330£                                   
Physical and Virtualised Servers 500£                                      
VMWare Core Enterprise Technology 3,000£                                   
VDI 1,200£                                   
Desktops 920£                                      
Mobile Computers 350£                                      
Tablets 180£                                      
Software 1,653£                                   
Telephony 600£                                      

Total= 10,733£                                 
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Server technology is replaced every seven years but is often added to incrementally to 
improve performance. PACS as a national contract will be replaced every five years under 
contract. [Next refresh estimated 2018] 
 
Core Enterprise technology is reviewed every seven years (maybe less) due to its critically. 
[Next refresh estimated 2023]  
 
The aim is to replace all PCs within five years although this may be longer once VDI solution 
is in place which offers prolonged life of the asset. Investment in VDI may allow equipment to 
be used for seven years plus given the processing is executed on the servers. [Next refresh 
estimated 2020] 
 
In terms of software, perpetual licensing (Microsoft/VMware) is being phased out and as 
software is moving towards being licensed on a subscription basis, meaning NHS Dumfries 
& Galloway will not own any licences in the future. This will have ongoing revenue impacts. 
The biggest issue in 2017-18 will be the retiral of MS office 2007 which may have circa 
£1.4m cost to replace unless we choose a subscription model, under an Office 365 product 
offering. [Next refresh estimated 2017] This is being considered on an NHS Scotland basis. 
 
NHS Dumfries & Galloway have in the past had an ongoing capital investment process to bid 
for in year capital spend.  As capital budgets are reduced and revenue budgets become 
tighter flexibility to undertake the refresh of equipment becomes more challenging. 
 
In 2016/17 NHS Dumfries & Galloway invested £209k (capital) (£642k in 2015-16) in 
replacing and upgrading existing IM&T infrastructure. 
 
Software has been excluded from this review due to the move from being assets and 
towards subscription based software licensing models. This will have an impact on recurring 
funding for software licensing particularly in relation to “office” cloud solutions (Office 365).  
The key priorities for the organisation and the planned investment from 2017/18, based on 
the new Hospital Programme in summary is as follows: 

 
Investment of circa £5m has been allocated for the above from the Overall Equipment 
budget.  This eHealth Delivery Plan has been developed in conjunction with key service 
leads, eHealth delivery groups and is consistent with the Dumfries & Galloway local eHealth 
strategy. 

Telephone System including Telephonists
Telephone Line installation and migration
GP OOH Telephone Migraton
Network LAN
Fibre Ring
Wi-Fi
Firewall and Security
SWAN Connection
Internet Connections
Data Centre Migration
Computing Equipment - All New PCs and Label Printers
VDI
Print Management Solution



Page 59  

 

Out Patient Self Check-In Unit 

The plan is also consistent with the emerging themes and deliverables of the National 
eHealth Strategy. 
 
 
IM&T Delivery Plan 
 
The main highlights of the Delivery Plan are as follows: 
 

 The continuation of the drive for an Electronic Patient Record (EPR) using our 
ORION PORTAL is entering its maturity phase with the focus on full data input and 
EForms. Also enabling this solution off line is key going forward to aid transfer of 
patient care from Acute to Community settings 

 CIG approved the introduction of a Hospital Electronic Prescribing Medicines 
Administration system (HEPMA) at its meeting in February 2016 and this is now 
deployed across our Acute settings. Galloway Community Hospital will be completed 
during 2017-18 

 Order Comms, Critical Care, Cardiology Management, Theatres Management 
systems have all undergone new or upgrades in the 2016-17 period as part of the 
capital investment programme 

 The emergency department system and TOPAS our main hospital PMS is due to be 
replaced with the National TRAKcare system during 2019/20. A business case is still 
required to support this 

 
 

Challenges Faced in the Management of IM&T Assets  

The current high level challenges are: 
 
An aging asset base & increasing investment required in the IT Estate. Mitigated by:  



Page 60  

 

 Rationalise systems where possible  
 System Lifecycle Review extended and VDI 
 Need to secure ongoing replacement funding which is not part of any existing 

budgets. 
 

Reliability issues with some equipment. Mitigated by:  
 Fail over and resilient programme of work to support business as usual.  
 Invest in reliable proven technology and software  

 
Increased pressure on E.Health project delivery and business as usual services. Mitigated 
by: 

 Annual Delivery Plan approved by Chartered Market Technician 
 Management process to assess and prioritise “left field developments”  
 Regular review of Delivery and Operational plans and re-assess priorities as required 

through E Health Board 
 
Transport Planning 
 
NHS Dumfries & Galloway Transport Services run a fleet of commercial vehicles to support 
the clinical services across the region through the delivery and uplift of supplies, (surgical 
stores, linen, laboratory specimens etc) to cottage hospitals, health centres and GP 
premises.  The Board also run a fleet of pool cars to support travel both within and out with 
the region. 
 
Current Transport Fleet 
 
The Board has had a Joint Transport Manager with Dumfries & Galloway Council for a 
number of years.  This has allowed the Board to explore opportunities for joint working, 
adopt common systems and improve efficiency. 

 
NHS Dumfries & Galloway will continue to build on a relationship with DGC in the future.  As 
NHS Dumfries & Galloway and DGC share co-terminus boundaries and have operational 
sites in many towns across the region, an exercise has been performed to optimise route 
planning and scheduling which allows vehicles and resources to be shared.  This has not 
proved as effective as anticipated due to the differing service demands (requirement to pick 
up laboratory samples within defined times for example) 
 
The transport fleet is diesel fuelled with the exception of 3 electric vehicles which are in 
service.  
 
 Pool car 

fleet 
Small 
van Large Van HGV Other TOTAL 

 
Number of 
Vehicles 

83 8 9 1 3 104 
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9. Competing Investment Needs  

 
This section 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). 
 
The Board has a statutory financial target to deliver a breakeven position against its Capital 
Resource Limit (CRL). 
 
The proposed source and application of capital over the next 5 years is described below.   
 
 
Anticipated Funding Sources 
 
Formula Allocation  
 
The 2017/18 formula allocation of £3.475m was notified to the board on the 24th February 
and it has been assumed this will stay the same for all 5 years of the Capital Plan.  
 
A total of £17.375m in formula allocation is therefore anticipated over the 5 year period. 
 
Receipts 
 
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. 
 
The variability in the delivery of these requires to be managed through Board and national 
Capital Plans. 
 
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.  
 
At this time, no provision has been included for the retraction of Nithbank, CRH and existing 
DGRI sites. 
 
NPD Enabling Funding  
 
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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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  
 
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  
 
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.  
 
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  
 
At this stage, no internal revenue to capital virement has been assumed in the draft 5 year 
plan.  
 
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 
 
£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.  
 
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. 
 
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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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.  
 
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.  
 
A budget of £13.7m is available for the replacement programme over the 5 year period.  
 
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  
 
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.  
 
A budget of £2.5m has been currently set for the development programme over the 5 year 
period. 
 
Acute Services Redevelopment Project Overall  
 
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.  
 
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  
 
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. 
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ASRP - Transportation/Road Works/Signage  
 
A small sum of £0.2m is being held for additional signage requirements for the hospital as 
per the approved FBC budget. 
 
ASRP - Cresswell  
 
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 May 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.  
 
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  
 
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. 
 
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 
 
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  
 
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  
 
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. 
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Anticipated Receipts  
 
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. 
 
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  
 
There are a number of residual risks within the 5 year plan.  
 
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.  
 
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.  
 
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.  
 
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. 
 
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. 
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ANTICIPATED ALLOCATIONS 
 

  

  2017-18 2018-19 2019-
20 

2020-
21 2021-22  Total 

  £000s £000s £000s £000s £000s 
 

£000s 
Formula allocation  3,475 3,475 3,475 3,475 3,475 

 
17,375 

Asset sale proceeds reapplied (20) 0 (75) (68) 0 
 

(163) 
Hub/NPD Enabling funding - Acute 
Services 55,604 10,636 9,966 5,722 1,691 

 
83,619 

Return of 2016/17 virement 1,566 0 0 0 0 
 

1,566 
Project specific funding - Clinical 
Change Programme 0 4,000 4,000 4,000 4,000 

 
16,000 

TOTAL CAPITAL RESOURCE 
LIMIT ( CRL) 60,625 18,111 17,366 13,129 9,166 

 

118,397 

        ANTICIPATED EXPENDITURE 
 

  

  2017-18 2018-19 2019-
20 

2020-
21 

2021-
22  Total 

  £000s £000s £000s £000s £000s 
 

£000s 
Replacement Programme 2,892 2,047 2,893 2,975 2,975 

 

13,782 
Development Programme 500 500 500 500 500 

 

2,500 
ASRP - Transportation/Road 
Works/Signage 201 0 0 0 0 

 

201 
ASRP - Equipment 26,900 1,600 1,600 1,722 0 

 

31,822 
ASRP - Cresswell 1,649 9,964 6,535 0 0 

 

18,147 
ASRP - Existing site costs 0 0 1,913 4,000 1,691 

 

7,604 
ASRP - Asset 28,503 0 0 0 0 

 

28,503 
Clinical Change Programme 0 4,000 4,000 4,000 4,000 

 

16,000 
TOTAL GROSS CAPITAL 
EXPENDITURE 60,645 18,111 17,441 13,197 9,166 

 

118,559 
Asset sale proceeds reapplied (20) 0 (75) (68) 0 

 

(163) 
TOTAL NET CAPITAL 
EXPENDITURE 60,625 18,111 17,366 13,129 9,166 

 

118,396 
 
Five year draft capital plan summary 

 
In terms of backlog maintenance reduction the rolling programme application line in the table 
above will be utilised to reduce backlog maintenance. The Board will report on the detail of 
this programme on a property by property and risk basis annually as per the tables included 
within the where are we now section of the Property Plan. 
 
The Board are aware of the fact that a fixed AMS with no room for any flexibility can lead to 
difficulties due to the various uncertainties around issues such as clinical change, 
organisational change and future funding. 
 
It is therefore clear that the AMS will be a fluid document that will change annually 
depending on the factors influencing decision making at any given time. 

 



Page 67  

 

It is clear that there are many issues driving the need for change and investment and there is 
much more work to be done in order to deliver the Boards ambitious Key Performance 
Indicator targets for the AMS and this will include: 
 

 Delivery of the new Acute Services Facility for Dumfries 
 Disposal of all properties declared surplus negating significant backlog sums and 

generating capital receipts 
 Completion of the Master Planning work for the Crichton quarter including retraction 

from Nithbank and Crichton sites 
 Completion of the Women and Children’s Community Hub Project 
 Development of a GP premises strategy utilising the 6 facet survey information 

recently captured and about to be input to EAMS  
 Delivery of the new Cresswell Ambulatory Care Centre including Energy Centre 
 Delivery of a solution for the Board’s Head quarters office function 
 Remodelling of Community Hospitals 
 Demolition of existing DGRI on completion of Cresswell refurbishment. 
 Delivery of the sustainability and Carbon Reduction Projects 
 Partnership working across the Health and Social Care integration agenda  
 Delivery of a programme of backlog maintenance reduction targeting the high and 

significant clinical backlog as a priority 
 Delivery of possible solutions for Kirkcudbright and Langholm services redesign 

(horizon scan) 
 Delivery of possible solutions for Stranraer and Annan services redesign (horizon 

scan) 
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Part 2. Where do we want to be? 
 
10. Alignment with National Policy 
 
The Scottish Government has a key purpose target to increase healthy life expectancy. 
Increasing healthy life expectancy will mean that people live longer in good health, 
increasing their capacity for productive activity and reducing the burden of ill health and long 
term conditions on people, their families, communities and public services. 
 
The national context for the development of health and social services to address these 
areas is set out in the following key policy initiatives: 
 

 Better Health, Better Care: A discussion document (Aug 2007) and Better Health, 
Better Care: Action plan (Dec 2007) 

 
Better Health, Better Care (2007) highlights three main components of the policy are 
health improvement, tackling health inequality and improving the quality of 
healthcare. The Better Health, Better Care Action Plan sets out the Scottish 
Government’s plans to extend anticipatory care approaches. There is a particular 
emphasis on commitments to public participation, improving patient experiences, 
patient rights and enhanced local democracy and a more mutual approach to 
healthcare, with better, local and faster access to health care. The report emphasises 
the need to ensure that older people get the services and support they need to live 
as independently as they can, whether they are living at home, with carers or in a 
care home  

  
 NHS Scotland Quality Strategy (May 2010) 

 
The Quality Strategy builds on the principles set out in Better Health, Better Care in 
2007. The aim of the Quality Strategy is to deliver the highest quality healthcare 
services to people in Scotland. The strategy aims to improve the effectiveness, 
efficiency and productivity of the health sector in Scotland by delivering healthcare 
that is:  
 

o Person-centred 
o Safe 
o Effective 

 
 Commission on the Future Delivery of Public Services (the Christie Commission 

Report, 2011)  
  

The Commission on the Future Delivery of Public Services was established by the 
Scottish Government to develop recommendations about how public services must 
change to meet the medium and long term financial challenges and the expectations 
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of the people of Scotland. The report focuses on four principles that should shape 
reform:  
 

o empowering people and communities to have a greater say in the services 
they need; integrating design, delivery and funding for public services across 
all sectors, to improve outcomes; investing in preventative approaches which 
tackle rising demand and reduce inequalities; and improving efficiency across 
the whole system of public services – public, third and private sectors – by 
reducing duplication and sharing services wherever possible.  

 
 Reshaping Care for Older People: A Programme for Change 2011-2021  

 
In March 2010, Reshaping Care for Older People: A Programme for Change 2011-
2021 set out the Scottish Government’s vision and immediate actions for reshaping 
the care and support of older people in Scotland. The programme provides a 
framework, built on consensus across all sectors and interests, to address the 
challenges of supporting and caring for Scotland’s growing older population into the 
next decade and beyond. It aims to improve the quality and outcomes of current 
models of care, whilst developing services in a sustainable way that address current 
demographic and funding pressures.  
 
Underpinning the programme was the creation of a change fund that provided a 
bridging finance to enable health and social care partners to test new ways of 
working and implement local plans for making better use of the combined resources 
for older people’s services by shifting towards early intervention, anticipatory care 
and preventative spend. The Reshaping care for Older People programme also 
supports the delivery of other strategies for particular groups or issues including 
Dementia, Cares and the Self Directed Support Strategy.  
       

 Self-Directed Support: A National Strategy for Scotland (2010) and Social Care 
Directed Support Scotland Act (2013)  
 
Self-Directed Support: A National Strategy for Scotland (2010) is a 10 year strategy 
for SDS in Scotland which aims to set out and drive a cultural shift around the 
delivery of care and support in Scotland, with self-directed support becoming the 
mainstream approach. Implementation of the strategy involves adopting the co-
production approach, whereby support is designed and delivered in equal partnership 
between people and professionals. The approach is consistent with current policy 
priorities to engage people using services, personalisation and enablement and an 
assets approach to health. 
 
Self-Directed Support (SDS) Act 2013 gives people the opportunity to manage their 
own support funding and aims to give people choice and control about their support 
and reflects the common goals of current health and social care policy to deliver 
better outcomes for individuals and communities, with a shift to outcomes focused 
assessment and review. 
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 The 20:20 Vision for Health and Healthcare in Scotland 2011 
 

The Scottish Government has provided a new and accelerated focus on a number of 
priority areas for action in the form of a ‘Route Map’ to the 20:20 Vision for Health 
and Social Care in Scotland.   
 
The vision is that by 20/20 everyone is able to live longer healthier lives at home, or 
in a homely setting.   
 
The aim is to have a health care system where we have integrated health and social 
care, a focus on prevention, anticipation and self care management. When hospital 
treatment is required, and cannot be provided in a community setting, day case 
treatment will be the norm. Whatever the setting, care will be provided to the highest 
standards of quality and safety, with the person at the centre of all the decisions. 
There will be a focus on ensuring that people get back to their home or community 
environment as soon as appropriate, with minimal risk of re admission. 
 

 Health and Social Care Delivery Plan 
 

 Integration of Adult health and Social Care in Scotland (2012/13) Public Bodies (Joint 
Working) Scotland Act 2014 
 
The Act provides the framework for integrating health and social care in order to 
provide a seamless experience for those using the services, including the integration 
of health and social care budgets. The main aims are: 
 

o To support improvement in terms of the quality and consistency of health and 
social care services in Scotland 

o To enable local partners to, more effectively and consistently, plan for and 
provide seamless, joined up quality health and social care services; and  

o To ensure that resources are used effectively and efficiently to deliver 
services that meet the increasing number of people with longer term and 
often complex needs.  
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11. Service Planning 
 

The Boards main service plans continue to develop and evolve to meet the changing 
demands being placed on the Health and Social Care system. 
 
These plans are designed to align with Scottish Government Policy directives and the 
challenges associated with changing demographics within a largely rural area. 

 
The Integrated Joint Board through its strategic plan has published a Strategic Needs 
Assessment Executive Summary (2016-19) which has identified the following areas that the 
Asset Management Strategy requires to support 
 

 Geography and population 
 The influence of Rurality 
 How the population changes 
 Inequalities 
 Housing 
 Unpaid Carers 
 Long Term Conditions &multiple complex needs 
 At risk populations 
 Primary(community) health care 
 Secondary (hospital) health care 
 Social Work Services 
 Physical & Sensory disability 
 Mental health and wellbeing 
 Health behaviours 

 
The formation of the IJB has opened up a new dimension and competing priorities in asset 
planning which the Health Board had no previous role in. The strategic needs assessment 
clearly demonstrates the shift in emphasis and the need to consider social factors such as 
inequalities and housing. 

 
The policy ambition for integrating health and social care services is to: 
 “improve the quality and consistency of services for patients, carers, service users and their 
families; to provide seamless, joined up quality health and social care services in order to 
care for people in their homes or a homely setting where it is safe to do so; and to ensure 
resources are used effectively and efficiently to deliver services that meet the increasing 
number of people with longer term and often complex needs, many of whom are older” 
(Public Bodies Joint Working (Scotland) Bill Policy Memorandum, 28 May 2013, page 1).  
 
The policy memorandum to the Bill states that:  
“services should be planned and delivered seamlessly from the perspective of the patient, 
service user or carer, and that systems for managing services should actively support such 
seamlessness” (Public Bodies Joint Working (Scotland) Bill Policy Memorandum, 28 May 
2013, page 2).  
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General Planning Criteria 
 

There are a number of broad criteria which provide a constant thread running through the 
planning process and which are used to ensure that a consistent approach is adopted. 
These criteria will be further used to test any planning assumptions made. 
 

 Maximise existing NHS facilities and expand on co-location opportunities which will 
introduce new skill mix and new ways of working to support health & social care 
integration. 

 Promote agile working and hot desking to reduce office accommodation 
requirements. 

 Explore opportunities and maximise the use of facilities within the Locality including 
Local Authority / Third Sector and Independent Sector. 

 Working closely with our communities promoting resilience and maximising use of 
community assets (which included estate and facilities within their areas eg. 
Community Centres, Halls). 
 

The Board will in the course of the current year (December 2017) relocate its acute services 
provision to the new Dumfries and Galloway Royal Infirmary Building which has been 
purpose built on the outskirts of Dumfries. The bed modelling for the new DGRI business 
case assumed 85% occupancy of our Cottage Hospitals.  Cottage hospital occupancy 
currently sits around 95%.  There is therefore a defined need to continue with in-patient 
provision in a cottage hospital setting in order to support the patient flow across the system. 
 

The Cottage Hospitals are currently supported by medical input provided by local G.P’s.  
However, this is becoming increasingly difficult to sustain given the recruitment challenges in 
General Practice, the growing demand on beds and increasing complexity of patients.  
Respite and end of life care are also key factors. 
 
GP premises and accommodation should not be viewed in isolation but as part of the wider 
system requirements.  In particular, they should be integral to development of an Integrated 
Primary Care system which could incorporate: 
 

 GP Practice accommodation  
 Enhanced Primary Care Team (ANP’s, Mental Health Nurse, Older People Nurse, 

Pharmacy, AHP’s, Public Health, Social Work, Third Sector, SAS) 
 Agreed in-patient provision 
 Chronic out-reach services eg satellite renal service 

 
 
Acute Services 
 
The main effort of acute service planning rightly continues to be focussed on the successful 
completion, commissioning and transition to the new Dumfries and Galloway Royal Infirmary 
building.  
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This is a huge piece of work for a Board of the size of Dumfries and Galloway and significant 
resource is currently working on the project to ensure that services are seamlessly migrated 
to the new building. 
 
Work has however commenced into examining the range and type of services provided at 
the Galloway Community Hospital. There are challenges in respect of the sustainability of 
some of the service provision due in the main to acute recruitment issues which will require 
to be addressed. 
 
 
Mental Health Services 
 
Community Mental Health Services access all GP practices across the region to deliver the 
service to patients. Wifi access in all GP practices would promote our intentions to develop 
mobile working solutions for our staff, creating efficient use of time for our clinical staff. 
 
The model of service is community based, with one in patient unit all other services are 
based and delivered throughout the region. 
 
Midpark Hospital is the Board’s only inpatient unit and provides 85 beds in a purpose built 
unit based in Dumfries. Work is currently underway to consider the role and function of 
Dalveen unit and associated 6 flats which form part of the inpatient compliment. A number of 
possibilities are being option appraised within the unit, which will ultimately require changes 
to the building fabric. As part of this work the installation of sophisticated care technology is 
being considered for the flats. This has the potential to open care opportunities for 
individuals with complex risks who are currently placed out with the Board territorial area 
 
Community Learning Disability Services are based in Crichton Hall with a further smaller 
base in Stranraer in the West of the region. The accommodation within Crichton Hall does 
not provide a good office solution and additionally the out-patient clinics are not easily 
accessible for patients. 
Given that Crichton hall has been declared surplus relocation to more suitable 
accommodation is a planning necessity 
 
Specialist Drug and Alcohol Services are based in Lochfield Road health centre, Dumfries 
and Masonfield, Stranraer. The Dumfries accommodation is fit for purpose and appropriate.  
Consideration of additional office space in the Innistaigh building at Stranraer will ease 
problems with lack of space and support improvement in service efficiency. 
 
Community Mental Health Nursing Teams 
 
The teams all work in a multidisciplinary model within the community. Team meetings are 
mainly hosted within each of the CMHNT bases, requiring appropriate meeting room space. 
It is important that administrative staff, professional teams and the out-patient rooms are 
kept within the same vicinity to maximise the use of the space and maximise service 
efficiency. 
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Wigtownshire 
 
The Innistaigh building has been recently renovated however space is already at a premium 
due to the increasing size of community teams. This is a direct consequence of the 
expansion to provide greater service provision closer to the patient’s home. Additional space 
will be required. 
 
Stewartry 
 
There is a useful base at Gardenhill PCC, although office space is tight. There is a pressure 
to have additional clinical rooms for assessment and review clinics and this will be worked 
through with other service users to maximise the use of rooms (minimise space provided) 
and challenge current practises. 
 
Dumfries 
 
The Nithsdale team is based in Crichton Hall, however there is a plan to develop an Upper 
Nithsdale Community Service. The out-patient department is shared with other teams across 
the Mental Health Directorate. The future need to relocate from Crichton Hall will allow the 
number and use of clinic rooms to be challenged and managed carefully. 
 
Annandale and Eskdale 
 
The team is based at Howgill Centre in Annan. This space is tight and additional space is 
deemed necessary. This will be considered as part of the major planning exercise currently 
being implemented within the locality. 
 
Psychology 
 
The service is based in Crichton Hall, Dumfries, with use of the shared directorate Out 
Patient clinic space. Additional Out-Patient space is provided in medical centres throughout 
the region and is very limited. As a consequence there is reduced access to clinic space in 
some localities.  (GP’s offer some space but only to see their patients and that is usually only 
for self-help workers)  
 
It is considered really important for future planning that the psychology admin base and Out- 
Patient clinics in Dumfries are housed in the same building to maximise resource efficiency. 
 
Psychiatry 
 
The psychiatry service is based in Midpark House which is within the grounds of Midpark 
Hospital. Additional office space is also available in each of the community team bases for 
visiting professionals. 
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CATS 
 
The CATS team is based in Crichton Hall, Dumfries and Innistaigh, Stranraer. The clinical 
adjacency of the Crichton CATS base close to the Dumfries Community Mental Health 
Team, the Midpark hospital and currently close to A+E and the Out Of Hours service is 
beneficial.  This is being looked at as part of the new build project as the liaison services 
need an appropriate base in the new A+E/Combined assessment Unit. 
 
 
Mental Health Strategy 2017-2027 
 
The Board is committed to the guiding ambition for mental health outlined in its 2017-2027 
strategy, which if realised has the capacity change and save lives - that we must prevent 
and treat mental health problems with the same commitment, passion and drive as we 
do with physical health problems. 
 
The Board is working to improve: 
 

 Prevention and early intervention 
 Access to treatment, and joined up accessible services 
 The physical wellbeing of people with mental health problems 
 Rights, information use, and planning 

 
In doing so the Board is working towards the national aim to create a Scotland where all 
stigma and discrimination related to mental health is challenged, and the collective 
understanding of how to prevent and treat mental health problems is increased. 
 

 
Progress within Mental Health Services 
 
Additional works have been completed at Midpark Hospital that increases safety and 
provides additional service resilience (higher perimeter fence, additional lift). 
 
Significant works have been completed in the Organic Unit (Glencairn) which supports 
specialist Dementia care and is now being recognised nationally as a particularly high quality 
environment. 
 
 
Service Challenges within Mental Health Services  
 
There are a number of challenges which affect or have the potential to affect service 
delivery: 
 

 Wifi access is poor across GP practices and limits the attempts of promoting mobile 
working solutions 

 Out Patient space is limited across all practices, and often appointments are 
negotiated around available space, rather than the patient/clinicians preferable times 
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 Some OP consultation rooms are not sound proofed, with noise filtering into, and out 
of the appointment 

 The development of  Community Services within the Upper Nithsdale Locality will 
require access to office and out-patient space 

 Increase office space is required within the Darataigh building or new 
accommodation will be required within Stranraer 

 Increasing access to community services is a key principle in the Clinical Strategy, 
and mirrored in the Mental Health Policy and Strategy. Moving toward more flexible 7 
day services (currently most community services work office hours) will require 
access to GP premises for community services 

 There is little doubt the demand for additional Dementia services will require growth 
within the community teams, requiring additional office and Out-Patient space moving 
forward. The need to provide a dementia friendly environment in all buildings and 
projects is now a mandatory consideration. As stated earlier, there is a drive for 
increasing community based services. Demand for community based dementia 
services will significantly increase as the needs of our older population change 

 Development of the Primary Mental Health Liaison service will also require additional 
GP practice space 

 The sale of Crichton Hall will require a number of the teams to be relocated. The 
need to keep clinical and administrative teams together is essential. Out Patient 
rooms will preferably be in close proximity to team office space 
 
 

Women and Children’s Services 
 
The Best Start report state that NHS Boards should redesign maternity services with a focus 
on local care, built around the concept of multidisciplinary community hubs, with the majority 
of women being offered routine care and services through these hubs. Each NHS Board 
should undertake a local assessment of the viability, scope and potential impact of hubs 
identifying local needs balanced with maximising benefit from resources. A review of the 
functioning of these hubs should be conducted, following an agreed national framework, 
after a defined period of operation. 
 
In  order for the Women and Children’s directorate to meet the recommendations identified 
within the Best Start report.  In conjunction with service users, the directorare is undertaking  
an assessment of the viability, and scope, of freestanding midwifery units against an agreed 
national framework to ensure consistency. This work is being undertaken with a view to 
balancing access needs with the need to ensure resources are used to their maximum 
impact. 
 
Many professional groups currently have access to desk space or hot desk space in Health 
centres and GP practices across the region. 
 
This accommodation is generally not fit for purpose as rooms very small and some staff 
struggle to find a space to sit down and work on PC’s.   
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In particular within the Wigtown locality accommodation in addition to having accommodation 
within the Galloway Community Hospital in Stranraer, Directorate staff are currently based in 
the Waverley Medical Centre or Locality Offices and use space in Park Children’s Centre 
and some Dumfries and Galloway Council Buildings. 
 
Following the success of the The Willows development as a Hub for Directorate staff in 
Dumfries it is proposed that a similar unit be established in Stranraer to integrate Women, 
Children’s and Sexual Health Services staff with staff from partner agencies if possible into a 
single location in order to continue to enhance their role as a key part of the wider integrated 
healthcare systems in Dumfries and Galloway. 
 
Benefits: 

 Service effectiveness 
 Service accessibility 
 Responsive to future changes in demand 
 Quality and effectiveness of accommodation 
 Makes best use of available resource 
 Enhance ability to attract and retain staff in west of region. 
 Improved team working. 
 Increase capacity for existing services and allow development of new ways of 

working, to improve patients’ access and experience of services within the 
Directorate. 

 
Early discussions have taken place with regard to potential for the development of a Women, 
Children’s and Sexual Health Services Hub in Stranraer. A visit has been made to the 
Darataigh building and the layout would certainly provide appropriate accommodation for 
clinics, staff and tests of change with regard to new ways of working, particularly in relation 
to recommendations from maternity services review, meeting the needs of children with 
complex needs and the review of community children’s nursing services. 
 
A  Hub would also assist the Directorate to meet the recommendations within the Best Start 
report following a review of maternity and neonatal services. 
 
Dumfries and Galloway’s Children’s Services Plan 2017-2020.  The plan sets out the Boards 
vision and commitment to improving the lives of children, young people and their families in 
Dumfries and Galloway.  It sets out key achievements, new developments and identifies the 
direction of travel over the next three years and meets the Boards requirement under the 
Children and Young People (Scotland) Act 2014.   
 
Getting it Right for Every Child (GIRFEC) is the overarching framework through which the 
Boards priorities will be delivered.  Prevention and early intervention are the underpinning 
key principles.  The plan outlines the way services will be delivered Board wide to promote 
the wellbeing of all children as well as safeguarding those in need of care and protection.  
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The Board takes its role seriously as Corporate Parents and the plan outlines the way we will 
improve the life chances of looked after children. 
 
The Board is committed to deliver its vision within the context of the Local Outcome 
Improvement Plan (LOIP) recognising that this will require strong leadership and 
collaboration across the partnership.  The Board  continues to place children and young 
people at the centre of its planning and interventions.  
 
In a time of reducing resources the plan represents a challenging programme of change and 
improvement that demonstrates the Boards relentless focus on protecting and supporting its 
most vulnerable young people and its aim to reduce inequality in its overarching ambition for 
all children and young people in Dumfries and Galloway.  
  
Vision of the Chief Officers for children and young people in Dumfries and Galloway: 

“All children are safe and achieve their full potential.  We will listen to 
children, young people and their families and work together to make 
sure they get the right help at the right time.” 

 
 
Locality Services 

 
The Health Board territorial area is split into 4 localities which broadly align with the historic 
district councils which the public, locally, still relate to. The localities services which are 
managed on a geographical basis are Annandale and Eskdale, Nithsdale, the Stewartry and 
Wigtownshire. The locality managers are in the process of defining a new model of care to 
address various challenges and maximise the opportunities of an integrated system.   The 
new model of care will take account of the following key areas: 
 

 In-patient provision 
 Enhanced community support 
 Primary care developments (GP premises / sustaining General Practice) 
 Information and  Technology  
 Flexible / agile working 

 
 
In-patient Provision 
 
There are a number of cottage hospitals spread across the board territorial area. A brief 
service planning update is provided for each hospital. 
 
Moffat Hospital 
  
Planning has commenced to explore how Moffat Hospital might be used in a different way 
and this will involve a capital bid to reconfigure the hospital. There are a number of potential 
options which will require to be fully considered and appraised. This is being considered 
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along with the particular issues and challenges facing GP services within the town. It is 
planned to conduct a formal consultation process in Moffat in 2017 to holistically look at 
achieving a more integrated and closer working relationship in the delivery of local health 
and social care services. 
 
Lochmaben Hospital  
 
As part of the DGRI redevelopment project a new rehab service will be developed within 
Lochmaben Hospital to support the clinical pathways at the time of opening. The project will 
cost approximately £250 k to deliver. 
 
Annan Hospital 

 
Planning has commenced to consider how we can better utilise the 4 buildings on the Annan 
hospital site - the Sonas building, the Howgill centre, Treastaigh and Annan Hospital. The 
review will look at opportunities to co-locate staff, increase the bed capacity of 
Annan hospital and potential future options for Charles street clinic. During 2017 the review 
will take place and a funding proposal will be developed before the end of the year. 

  
Thomas Hope Hospital 

 
The Esk Valley report sets out a vision of services that could be developed in Langholm to 
replace Thomas Hope Hospital.  In 2017 we will develop a detailed business plan to set out 
the feasibility of delivering the new range of services to replace Thomas Hope. At this stage, 
it assumed that a combination of private capital and Housing Investment Grant funding 
will provide the capital funding for the new accommodation and this will enable the Board 
to dispose of the Thomas Hope building by 2020.       
 
Thornhill Hospital 
 
The only cottage hospital provision available in the Nithsdale locality is at Thornhill where 
there are 13 beds. Residents of Dumfries area (DG1 and DG2 postcodes) are regularly 
cared for in other cottage hospitals, particularly Lochmaben, Castle Douglas and Annan. 

 
The Health and Social Care Partnership is currently engaged in activity to reduce delays in 
flow and better manage capacity, this includes how we use our cottage hospitals and most 
relevant this includes the development of a ‘One Team’ approach in Dumfries area.  
 
Within the ‘One Team’ approach opportunities are being explored to reduce reliance on 
cottage hospital beds out with Dumfries area (DG1 and DG2 post codes). Effectively this 
means we will seek to support people in their own homes, or other resources closer to their 
homes. 
 
There is a growing recognition that Dumfries, as the main population centre for the region, 
has no dedicated cottage hospital provision. Initial modelling work suggests that there may 
be a requirement to provide some in-patient beds in the lower Nithsdale area to relieve 
pressure on the existing cottage hospitals serving the more rural communities. 
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Helping people to remain as independent as possible safely at home is a fundamental 
element of the model.  However when people do require admission to DGRI the ‘One Team’ 
will undertake post-acute assessments in the home environment, identifying  where a person 
has reablement potential  and with them designing a tailored plan of support and where 
required offering rehabilitation to help them regain maximum independence. This might 
include a period of intense reablement or slow stream rehab.  
  
As community based services are redesigned in the coming years the Health & Social Care 
Partnership will consider the totality of the resource available to us, this will include our 
existing cottage hospital estate. 

 
Castle Douglas Hospital  

 
There are currently 19 beds within Castle Douglas Hospital which on occasions can be 
occupied by a high proportion of patients from Dumfries area (DG1 and DG2 post codes) 
Whilst there may be scope for extending Castle Douglas Hospital this would not be 
conducive with the optimum environment of single room status and other regulations and 
standards which are now currently in places. A review is being undertaken around service 
and accommodation requirements with new premises for in-patient provision being 
considered as an option in the wider context of the Stewartry review. 
 
Kirkcudbright Hospital  

 
There are currently 12 beds within Kirkcudbright hospital plus a 3 bed Satellite Dialysis unit. 
Options for developing and expanding the current Hospital is limited as there is no scope for 
development on the current site.  

  
A bed modelling exercise is underway to determine the optimum beds required for the 
Stewartry Locality which encompasses Castle Douglas and Kirkcudbright. This exercise will 
take account of both medical beds and step up/step down provision and will seek to explore 
a wide range of options through a detailed option appraisal and consultation process.  
 
Newton Stewart Community Hospital  

 
The hospital is not deemed fit for purpose as the main structure is a post war timber building.  
There is an ongoing requirement to provide medical and nursing beds including respite and 
palliative care within the area however the future bed-numbers and service provision will be 
subject to detailed option appraisal and consultation prior to any decision being made. There 
is also the potential requirement for phased interim arrangements prior to development of a 
new solution. 
 
 
Enhanced Community Support 
 
There is requirement to provide a coordinated service model across the Board area which 
encompasses all aspects of care pathways and will include the delivery of Acute, Community 
Health, Mental Health, Women and Children’s services and Social Care. 
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European Funding has been secured until 2021 for the mPower programme and 
development of community hubs. This is currently being scoped for Wigtownshire and if 
successful can be rolled out for future opportunities across Dumfries and Galloway. 
 
There is a requirement to ensure that we work in partnership with our housing colleagues in 
order to develop accommodation to meet the future needs of people with complex and 
enduring conditions. The locality management teams are actively engaged with housing and 
commissioning to take this agenda forward (this will be inclusive of dementia friendly 
environments). 
 
Consideration is also being given to homelessness and the challenges that it brings to the 
Health and Social Care system 
 
Care Home provision is to be encouraged to enable sustainable service provision which 
allows for step up/ step down of patients throughout their clinical/ care pathway. 

Integrated working has identified the need to collocate the Social Services Physical 
Disabilities team with staff in the rehab unit to maximise the outcomes of individuals using 
the services, to minimise duplication and improve the flow of people through the 2 services 
which have increasing commonalities arising from integration. 
  
Integrated working has identified the need to relocate colleagues  from Short Term 
Assessment Team (Currently referred to as STARS) to allow development of the approved 
new model of enhanced care, primarily focusing initially on Tier 3 - 72 Hr Assessment at 
Home Team and Transition phases one and two. This move of colleagues will help facilitate 
discharge from Hospital through the new model of enhanced care to allow rapidity of 
response and flow which in turn will enhance the outcomes of individuals using the services, 
minimise duplication and improve the flow of people through the service. 
 
 
Primary Care Developments (GP Premises / Sustaining General Practice) 
 
Sustaining General Practice is deemed a priority area for NHS Dumfries and Galloway and 
for each of the Locality areas. Premise development for General Practice is crucial to the 
sustainability of Practices in the area.  Sustainability plans will be developed for GP practices 
during the course of 2017 which will identify the risks and opportunities.  
The immediate priorities include: 
 
Identification of more suitable long term accommodation for the High Street and Church  
place practices in Moffat.  
 
The current GP Practice accommodation in Kirkcudbright is overcrowded, lacking consulting 
and office space and is having a negative impact on work efficiency and flexibility.  The 
Practice is over-utilised for the services it currently provides and offers no room for 
development or expansion of services which limits the Practice’s ability to respond to the 
challenges of the emerging Health & Social Care Integration agenda.  The cramped 
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accommodation is also having a negative impact on recruitment opportunities for the 
Practice.  Premises development is required in Kirkcudbright. 
 
The Waverley Medical Centre in Stranraer presents a high risk in terms of its long term 
viability due to a marked reduction in GP numbers. There are ongoing discussions in respect 
of the lease arrangements. The lease is held directly between the practices and the building 
developer. 
 
The Glenluce Practice is currently provided from a surgery attached to the GP’s home. The 
GP is due to retire in March 2018.   

 
 

Information and Technology  
 

As the transition to providing greater levels of care within the community and home settings 
continues to gather momentum, the requirement for technology solutions increases. The 
successful provision of robust tele-health and tele-care solutions is key to delivery of these 
new models of care which will allow patients to live more independent lives at home for 
longer. 
 
The IT Infrastructure requires to be developed to enable the testing and embedding of tele-
health/ tele-care to support the rural population. This will allow new technologies such as GP 
Pod and Home Pod to be trialled 
 
The current I.T. infrastructure is also seen as a limiting factor to developments and efficient 
working in the localities.  There is no or limited wi-fi connection in the main service areas of 
the Cottage Hospitals and Primary Care Centres. A programme of upgrade is required in 
order to facilitate new ways of working and strengthen links with secondary care.  
  
NHS and Local Authority I.T. systems require to link so staff can have access to timely and 
accurate information. 
 
 
Flexible / Agile Working 
 
In early April 2016 the collocation of Older Adult Social Work staff and NHS locality staff was 
successfully achieved within existing accommodation utilised by Nithsdale locality staff. At 
the same time the integrated Nithsdale Management team became collocated in Nithbank.  
 
This staffing reconfiguration reinvigorated the concept of Dumfries Health & Social Care Hub 
including  the Third Sector which was a Putting You First Pathfinder run from 14th April 2013 
to March 31st 2015 to develop and test a model to provide a multi agency approach for older 
people (predominately 65>).  
 
Furthermore, co-location promoted the development of an integrated cohesive management 
team within Nithsdale locality, supporting the development of the transformational change 
programme alluded to above. 
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The Nithsdale Change Programme will be on-going for some time and will develop at a time 
when the property strategy is also being reviewed and developed to maximise the property 
assets across both the NHS and Council. There is a unique opportunity through Nithbank 
retraction and locality transformational change to plan for adequate and appropriate housing 
of the wider Nithsdale team within a single multi-agency, multi-functional building in Dumfries 
town which will be future proofed to meet demands in changing provision of support and 
care. Accommodation required must have public access, be within walking distance of the 
town or be accessible on a bus route. 
 
The accommodation requirements lend themselves to a model based around agile working 
though space for 1:1 discussions, breakout sessions and larger meetings is required. 
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12. Service Planning Threats and Opportunities 
 
Our demographic projections show that over the next 20 years there will be a steady 
increase in the number of frail older people, people living with long term conditions and 
people with dementia. Despite this expectation that the aging population may have, on 
average better health than in the past, there will be greater demands on the health and 
social care systems locally. At the same time, there will be a decreasing number of working 
age people to support this growing older population and this will be accompanied by 
continuing financial constraints.  The graphs below articulate this demographic change.    
  

Historical Population Projections 
for Dumfries & Galloway Over Time

Health Intelligence Unit

 

NRS Population Projections for D&G 
by Age Group, 2012-2037

Health Intelligence Unit

 
 



Page 85  

 

The expectation through integration is that delivery of health and social care by one 
organisation will be more efficient, reduce duplication, and provide a more seamless care 
experience to people. As we become increasingly more integrated, it is anticipated that we 
will provide services that are more cost effective enabling more resources to be directed 
toward the provision of high quality services that lead to improved outcomes for people.          
 
In order to ensure high quality services and the need to continuously improve health and 
social care services the board has developed the Local Delivery Plan (LDP) for 2016/17.  As 
a result of the Scottish Government review of both the Improvement Priorities for Scotland 
2016/17 and the suite of Hospital Efficiency and Access Targets (HEAT) targets and 
standards, the board has developed plans in the LDP focused on a new set of  improvement 
priorities and standards that will support change and in a number of key strategic areas: 
 
Health Inequalities and Prevention 

 Support for children and young people entering adulthood with optimum levels of 
health and well being. This work will be aligned to Getting it Right for Every Child, 
(GIRFEC) and the Single Outcome Agreement 2013-16.  

 All adults and older people living and working in Dumfries and Galloway will have the 
opportunity to achieve optimum levels of health and well being. This work is being 
aligned to a number of local strategies and action plans e.g. physical activity, tobacco 
prevention, promoting a healthy diet and linking this activity to the locality health 
improvement plans.   

  
Antenatal and Early Years 

 As a result of the Children’s Services Inspection in 2014-2015, this has enabled the 
board to refocus and prioritise on vulnerability. Key work is being progressed under 
themes of, Keeping Children Safe, GIRFEC, Corporate Parenting (including Looked 
after Children) and Early Years. 

 Work is being progressed to improve the multi agency Pre-Birth pathway and the 
Early Years Collaborative is being implemented locally. 

       
Person-centred care 

 Delivering person centred care continues to be built upon and progressing this in a 
sustainable way is a key priority going forward. This work is supported by the Person 
Centred Health and Care Committee, a key role is to ensure the delivery of the 
national Person Centred Health and Care Programme.  

 Key changes to support this work include the review of the complaints process with 
the aim to develop a more streamlined responsive approach utilising patient stories 
and developing closer working relationships with other statutory organisations and 
the third and independent sector to inform staff, improve the governance process and 
to improve public engagement. 

 Changes are ongoing to deliver leadership programmes to support caring 
conversations, developing the workforce to deliver Values Based Reflective Practice 
(VBRP) to help staff reflect on their practice and develop self awareness to influence 
attitudes and behaviours. The board is also working with the Chaplaincy to identify 
opportunities to engage all staff to support community capacity building and to 
promote a supported self management approach.    
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Safe care 
 Ongoing patient safety programmes remain a key priority for the Board. Active 

participation is occurring in Mental Health, Primary Care, Acute Adult and within 
Maternity, Neonates and Paediatrics. 

 In the Acute Adult programme, work is ongoing to reduce avoidable mortality by 20%. 
The work programmes are part of the Priorities for Improvement which is being 
progressed in areas such as, sepsis, falls and clinical handover. In year one of the 
Primary Care Safety Programme a focus was on the management of Warfarin and 
Medicines Reconciliation. This is an ongoing safety programme of work that will 
continue over the next few years. In Mental Health, several pilots have been 
undertaken to reduce harm experienced by people using the services, it is expected 
that those that have been successful will be rolled out to other areas. Within 
Maternity, Neonatal and paediatric services are working on a number of safety 
initiatives to reduce avoidable harm by 30% by December 2015, and to improve 
satisfaction with the care experience.   

            
Community Based Care 

 We are moving toward models of care that are predominantly based in people’s own 
homes or their communities, with hospital care provided only when this level of 
clinical need is identified Such a model of care will present community based 
services with a significant number of challenges including staff recruitment, limited 
resources services increasing demand and identifying sustainable models of 
community–based care that can address these. 

 
Integration  

 Work streams have been established to support the development of key areas of 
work needed to deliver an integrated Health and Social Care system. Engagement 
with staff and the local community continues to be undertaken to capture views 
regarding health and social care services and for us to better understand ‘what 
matters to them’ to inform the development of the Joint Strategic Plan and Locality 
Plans. These plans along with some other key documents (Financial Plan, Strategic 
Needs Assessment and Market Facilitation Plan) will form the Dumfries and 
Galloway Heat and Social Care Strategic Framework, supporting successful delivery 
of the nine national outcomes improving the health and well being of individuals in 
their communities.    

      
Through the LDP approach, NHS Scotland has transformed unscheduled, elective and 
cancer waiting times and we now see healthcare associated infections amongst the lowest 
on record within planned financial resource.  
 
The introduction of the LDP standards are intended to provide continued assurance on 
sustaining delivery which will only be achieved by evolving services in line with the 20/20 
vision as part of the LDP process.  The board is committed to delivering and improving on all 
15 standards which will include areas such as sustaining and improving on Supporting 
Carers, the A&E 4 hour standard, access targets to support waiting times, early diagnosis of 
cancer, support for people with dementia, improved antenatal support, reducing infection 
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rates, support for people with drug and/or alcohol problems, access to GP appointments and 
operating within sound financial governance arrangements. 
 
It is intended that the Scottish Government will continue to review the LDP standards to 
ensure that their definitions are consistent with changes in services delivery through the 
2020 vision.   

 
With all of the above NHS Dumfries and Galloway are actively engaged with communities 
across our region. Detailed stakeholder engagement sessions have been held and others 
are planned to ensure that the people of Dumfries and Galloway are engaged in all of the 
Board’s decision making arrangements.   
 

2020 Vision Route Map for Capital and Facilities 

The National 2020 Vision Route Map identifies 12 priority areas that all Health Boards in 
Scotland are required to focus on. These 12 Priority areas are:  
 

 Person-centred Care 
 Safe Care 
 Primary Care 
 Unscheduled and Emergency Care 
 Integrated Care 
 Care for Multiple and Chronic Illnesses 
 Early Years 
 Health Inequalities 
 Prevention 
 Workforce 
 Innovation 
 Efficiency and Productivity 

 

The National 2020 Vision for Health and Social Care describes the National 2020 vision as 
follows: 
 

“Our vision is that by 2020 everyone is able to live longer healthier lives at home, or 
in a homely setting.  We will have a healthcare system where we have integrated 
health and social care, a focus on prevention, anticipation and supported self-
management.  When hospital treatment is required, and cannot be provided in a 
community setting, day case treatment will be the norm.  Whatever the setting, care 
will be provided to the highest standards of quality and safety, with the person at the 
centre of all decisions.  There will be a focus on ensuring that people get back into 
their home or community environment as soon as appropriate, with minimal risk of re-
admission” 
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Context 
 
The following drivers for change will create very real challenges in the delivery of high quality 
healthcare services: 
 

 The next 20 years will see an ageing population, a continuing shift in the pattern of 
disease towards long-term conditions, and growing numbers of older people with 
multiple conditions and complex needs and the impact of this on them and their 
immediate carers.  There will be more older family carers – many of whom will have 
their own health needs 

 By 2033 the number of people over 75 is likely to have increased by almost 60 per 
cent and by 80 per cent by 2035.  Demography alone could increase expenditure on 
health and social care by over 70 per cent 

 Continuing public health challenges such as the rise in overweight and obesity, 
physical harmful use of drugs or alcohol, Hepatitis C and the on-going need to 
reduce smoking rates 

 Workforce pressures and sustainability will be critical in determining how we are able 
to respond to these changes in demand 

 Developments in technology and in information and communications technology in 
particular, will give us the tools to fundamentally reshape how healthcare is delivered 

 Increased public awareness, diversity and intelligence creating different expectations 
and requirements around treatments, equipment, access, drugs and therapies; and 

 Estimates suggest that the number of people with dementia is set to rise from 71,000 
to 127,000 within the next 20 years. 

 
Added to these drivers are the new challenges we face in the current economic climate with 
tightening financial resources available to respond to the increasing demands suggested by 
these demographic, cultural and technical changes. 
 
NHS Dumfries and Galloway are working to: 
 

 Ensuring strategic fit and cohesion of how the Board’s capital investment plans 
contribute regionally and collectively to national programmes and priorities 

 Manage an active and effective strategy to deal with backlog maintenance across the 
NHS estate targeting high and significant clinical risk as priority 

 Ensuring that the supply and demand for capital and facilities is appropriately 
planned, delivered and managed 

 That where assets are no longer fit for purpose or required, decisions regarding 
closure, replacement or reconfiguration of services are taken having regard to 
alternative and more appropriate models of care 

 Ensuring that robust plans are supported by appropriate resourcing eg. 
capacity/demographic challenges vs investment levels and that planning,  delivery 
and management of assets is considered in the most efficient and effective way 

 That opportunities to support communities is maximized through joint planning and 
working 
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 Increasing efficiency and sustainability of services through collaboration between 
NHS Boards, other public bodies and other organisations (including the third and 
independent sectors) 

 Ensuring we have an appropriately resourced and skilled workforce to plan, deliver 
and manage our assets effectively 
 

The Strategic Case for Change outlines the Boards drivers for change and over the last few 
years NHS Dumfries and Galloway have invested significant sums of capital to modernise 
and improve the Health Estate.  These investments have: 
 

 Enhance patient experience (improved quality of the built environment) 
 Increase efficient use of space (enabling the disposal of surplus assets) 
 Improve building performance 
 Improve productivity (new space designed for modern services) 
 Increased environmental sustainability 
 Reduce carbon footprint 

 
The Board have a number of key national policies, Corporate objectives, and strategic aims 
that will shape the proposals within our Asset Management Strategy : 

 
 The 2020 Vision for Health and Social Care in Scotland recognises the significant 

shift in population demographic in the future and in particular the increase in age 
profile and the move from care in an acute setting to a home based environment. 
This will have a significant impact on our asset base going forward with a move from 
larger centralised assets to more local smaller assets designed to bring healthcare 
closer to people in their own homes.    

 The Scottish Governments “Better Health, Better Care” Action Plan 2007.  This 
action plan requires the Board to focus on the following principles : 

 
 Wealthier and Fairer 
 Smarter 
 Healthier 
 Safer and Stronger 
 Greener 
 

The national policy “Reshaping Care for Older People” 2010.  The focus of this strategy is 
that services are person centred, safe and clinically effective.  The quality Strategy states 
“we want confidence for patients that their NHS is amongst the best in the world – safe, 
effective and responsive to their needs, every time and all of the time”. 
 

 The national policy “Shifting the Balance of Care” 2008.  This strategy is about 
supporting more of our services being delivered out with the acute environment 

 The national policy “Delivering For Remote and Rural Healthcare” 2007 
 NHS Dumfries and Galloway’s Office Accommodation strategy. The Board are 

working with colleagues across the public sector to look at alternative ways of 
providing modern fit for purpose office accommodation that maximises space 
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utilisation. The smarter offices programme identifies exemplars of best practice in this 
regard with the biggest barrier to the Board being the occupation of Crichton Royal 
Hospital as the Boards HQ. Part 3 of this AMS details the work now underway 

 Mental Health Services redesign. Mental Health Services within Dumfries and 
Galloway are undergoing some redesign in terms of service provision and bed 
modelling. The move of mental health services from Huntingdon to Crichton Hall is 
now complete and further work is now being undertaken in Wigtown and Annandale 
and Eskdale to modernise service provision 

 Integrated Health and Social Care. NHS Dumfries and Galloway are undergoing a 
radical step change in the way that these services will be provided. An integrated 
Joint Board has been formed and key appointments to posts in the new staffing 
structure have been filled. Integrated Health and Social Care plans are being 
developed across the region and will inform the Boards AMS going forward 

 Clinical Service Change Programme.  This two year programme is already underway 
and will manage the implementation of the necessary changes.  This will ensure the 
benefits from the Acute Services Redevelopment OBC are realised and effect the 
changes to services required to meet the changing health and social care needs of 
the population of Dumfries and Galloway.  This work, to be undertaken during the 
construction phase and in preparation for commissioning, will span across both 
Secondary and Primary & Community Care services 

 NHS Dumfries and Galloway’s Design Action Plan.  The Board have appointed a 
“design champion” and have an approved design action plan.  The Design Action 
Plan enshrines NHS Dumfries and Galloway’s commitment to achieving design 
quality as set out in the Scottish Government’s policy on design quality for NHS 
Scotland.  It describes our long term vision for health care estate and our 
commitment to influencing the development of healthy sustainable communities. 
 

These policies help to drive and inform our over arching strategy at a local level.  As the 
Board’s clinical service change programme and Integrated Health and Social Care Plans are 
developed the Asset Management Strategy will be closely aligned to it. 
 
This strategy will be both cyclical and dynamic and as the Board moves forward further 
developments may be required.  Over time as new projects complete and buildings are 
disposed of the Board will see the following improvements: 
 

 Reduction in age profile of estate 
 Negate substantial backlog maintenance costs 
 Improve the quality of the Estate 
 Improve statutory compliance and reduce risk 
 Improve Environmental outputs 
 Improve the use of the Estate 
 Reduce Revenue costs 
 Generate Capital receipts 

 
It is clear from the AMS that the Board has a clear vision for the future provision of health 
care services for Dumfries and Galloway.  The AMS clearly articulates the Board’s intended 
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direction of travel over the next 10 years and clearly identifies all investment and 
disinvestment decisions required to support the AMS.  The Board’s AMS is: 
 

 affordable 
 cost effective 
 service improving 
 asset improving 

 

Roles and Responsibilities 
 

The Scottish Governments CEL 35 (2010) places an onerous requirement on our Board to: 
 

 Develop strategies for each type of asset and then develop a corporate asset 
management strategy and plan, which links to our clinical strategy which is reviewed 
annually.  The strategy must be submitted annually to the Capital Planning and Asset 
Management Division of SGHSCD in a time frame consistent with the submission of 
local delivery Plans 

 Ensure we assess estate condition, statutory compliance, functional suitability and 
space utilisation on a regular basis (20% of entire Estate annually) 

 Ensure all information on assets is held electronically 
 Review their performance management arrangements and, where required, develop 

performance measures against targets for assets 
 

The CEL 35 (2010) also places the following mandatory requirements: 
 

 All NHS Scotland bodies must have appropriate Board level and supporting 
governance, accountability and reporting arrangements in place to ensure the 
efficient and effective planning, operation, management and disposal of assets 

 All NHS Scotland bodies must hold appropriate up to date information to ensure the 
effective planning, operation, management and disposal of the assets held and 
utilised in support of service delivery 

 All NHS Scotland bodies must have an AMS which is technically robust, achievable 
and affordable within the context of agreed financial plans (capital and revenue).  
Such strategies should demonstrate clear and explicit links to Scottish Government 
and Local Delivery Plan objectives, HEAT targets and clinical/service strategies, 
Local Authority Structure Plans and broader planned outcomes 

 Where NHS Scotland bodies are responsible for the delivery of regional and/or 
national services, the AMS must reflect the links to the appropriate regional and/or 
national service strategies, priorities and targets. 
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13. Office Utilisation Strategy 
 
NHS D&G has made a commitment to improve the use of office accommodation and to 
adopt new ways of working wherever possible.  
 
NHS Dumfries & Galloway have been working on an office accommodation strategy for the 
Boards office based functions. This has involved work to understand space utilisation across 
the Boards main 2 office sites at Crichton Hall and Nithbank in Dumfries. NHS Dumfries and 
Galloway have worked with partners including the Scottish Futures Trust, Dumfries and 
Galloway Council, The Crichton Trust and Universities to determine whether there are 
alternative solutions to the provision of office accommodation in Dumfries that can maximise 
space utilisation, reduce joint revenue costs and promote modern agile ways of working.  
None of this can be achieved without further investment in new technology, but must be 
supported by effective management solutions designed to support modern flexible working. 
 
 
Key Accommodation Requirements 
 
The functional space requirements for any new office accommodation will be much different 
from that which is currently provided. Any new office accommodation would need to be 
designed in order to ensure that the more modern ways of working are embedded in the 
design from the outset. In particular any new office design would be expected to: 
 

 Intensify space use 
 Remove duplication 
 Create environments that can react nimbly to changing circumstances 
 Promote collaboration across our public sector partners 
 Move to more flexible and agile working arrangements  
 Improve office planning and ensure appropriate distribution of space and facilities 
 Improve productivity through workplaces that support job requirements 
 Improve visitor and staff experiences 
 Improve patient/ public interface 
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Culture Change 
 
The Board is committed to flexible working and improving work-life balance, but it is 
becoming increasingly important to create working conditions that support interaction and 
collaboration, particularly across team, section, directorate and organisational boundaries. 
Space has to be retained, however, for concentrated and confidential work. Some of the 
traditional hierarchies and boundaries endemic in public authorities will be affected if this is 
to be achieved. 
 
Key to this is management by outcomes (i.e., the effectiveness of workers in terms of 
delivery) as opposed to outputs (i.e., the mere attendance of a member of staff in the office). 
To this end, the Board used a rigorous appraisal process, with 1:1 reviews at appropriate 
intervals, and team meetings and briefings in order to agree the office accommodation layout 
at the Women and Children’s Community Hub Project and for the new DGRI project. 
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The Boards intention through this work is to ascertain whether the following solutions can be 
delivered: 
 

 Intensify space use 
 Remove duplication 
 Create environments that can react nimbly to changing circumstances 
 Promote collaboration across our public sector partners 
 Move to more flexible and agile working arrangements  
 Improve office planning and ensure appropriate distribution of space and facilities 
 Improve productivity through workplaces that support job requirements 
 Improve visitor and staff experiences 
 Improve the public/ patient interface 

   
 
Existing Service Arrangements 
 
Historically Crichton Hall was used as Mental Health in patient accommodation however 
over the years in patient accommodation has been relocated to modern fit for purpose 
accommodation mainly the new Midpark Hospital in Dumfries. Crichton Hall is currently used 
as the Boards main headquarters and currently contains a number of services including: 
 

 Chief Executive 
 Finance Directorate including Audit function 
 IM&T department 
 Medical Directorate 
 Mental Health Services Directorate 
 Nursing 
 Facilities and Clinical Support Directorate 
 Public Health 
 Strategic Planning and Commissioning 
 Workforce 

 
The building is a Category “A” listed building with many period features both internally and 
externally that are seen to be of important historic value. The offices are cellular in nature 
and the building does not lend itself to the “new way’s of working” smarter office strategy. 
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Space utilisation survey data for Crichton Hall 

A survey of the space utilisation of Crichton Hall has identified that on the whole the building 
is under-utilised. Furthermore financial modelling work utilising the VFM Capital Planning 
tool has shown that backlog requirements and lifecycle replacements will place considerable 
pressure on the Boards capital resources going forward. 

 
The main issues highlighted within the assessment for Crichton Hall are summarised below: 
 

 Old style building with past association to outdated mental health accommodation 
which does not reflect modern NHS standards and expectations. 

 The building has significant backlog maintenance and life cycle replacement 
requirements as identified through the VFM cost modelling. 

 The building is a category A listed building with internal and external features that are 
unable to be altered. 

 The shape and layout of the building, historically designed as in patient 
accommodation creates a challenge for re-use as office accommodation and is not 
conducive to modern working practices. 

 The very wide corridors and large circulation spaces limit the amount of usable 
accommodation available. 

 The building, being on multiple floors does not lend itself well to disabled access. 
 The mix of various departments on site makes way finding confusing within the 

building. 
 The engineering systems are old and inefficient in design 
 The building structure is becoming affected by age and weathering. 
 The building is not energy efficient 
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On this basis of the foregoing the Board has formally declared the Crichton Building as 
surplus and will shortly commence active marketing of the property.  
 
The following table provides details of the services located at Crichton Hall affected by the 
office accommodation strategy, their current location, and the floor area that they occupy.  
(floor area refers to internal space excluding circulation): 
 

Crichton Hall 
 

Staff 
Numbers 

Current Location 
Net Floor 

Area 
(sq.m) 

Acute and Diagnostics 47 CRH 1,155 
Chief Executive 7 CRH 340 
Finance 62 CRH 1181 
IM&T  48 CRH 995 
Medical 59 CRH 720 
Mental Health 150 CRH 2266 
Nursing 39 CRH 552 
Facilities & Clinical Support 60 CRH  1385 
PCCD East 8 CRH 121 
PCCD West 1 CRH 11 
Public Health 69 CRH 847 
Strategic Planning & Commissioning 26 CRH 540 
Workforce 42 CRH 656 

 611 Total Net Floor Area 10,769 
*Gross floor area excluding circulation space included 
 
 
What Has Been Achieved 
 
Both Crichton Hall and Nithbank sites have now been formally declared surplus which will 
allow modern fit for purpose working solutions to be developed.  Both the completed Women 
and Children’s Hub project and the new DGRI project have been designed to facilitate agile 
working in open plan settings where practically possible. These buildings however are first 
and foremost for delivery of clinical services. 
 
Work continues with the local planning department and other public sector stakeholders on 
the master planning of the Crichton Quarter with the intention of publishing supplementary 
planning guidance for the South Dumfries area. 
 
The Board is working with Dumfries and Galloway Council to explore opportunities for 
sharing of accommodation. Discussions are continuing in respect of potential available 
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space within the DG1 leisure centre which is currently being refurbished and the North West 
Resource Centre Facility. 
 
Work is continuing to seek a long term and cost effective solution for the staff who will be 
displaced from the Crichton and Nithbank sites 

 
Next Steps 
 

New and enhanced working styles can bring multiple benefits to NHS Dumfries and 
Galloway but often require a great deal of planning and consideration prior to adoption. It is 
clear that changes to work styles and culture are not enabled solely through the provision of 
new and improved environments and technology. In order to implement new working styles 
successfully, new disciplines and management protocols need to be implemented to assist 
in the change of mindset and style of management. 
 
The methods pursued to use office space and facilities effectively will be adopted and 
implemented across the organisation. To ensure that this is the case, there will be leadership 
by example - right from the top of the organisation and down through the management 
structure. A substantial change management programme will need to be implemented to 
integrate these new practical and management solutions into the working culture. 
 
Successful utilisation of practical solutions such as hot-desking and a wide range of 
protocols need to be agreed and implemented by managers. Such protocols might include 
clear desk policies, legitimised regular clearout of paper, or archiving of hardcopy and 
electronic files, in line with the concept of a ‘less paper’ (and possible future ‘paperless’) 
offices by using electronic document and case note management. 
 
The Board intention is to roll out modern, welcoming, surroundings that meet the needs of 
staff. This will be facilitated through the disposal of life-expired properties and provision of 
new purpose built premises. These will include modern reception facilities for visitors and 
staff and patients: attention will also be given to bringing existing reception facilities up to 
date. Development opportunities will be explored with partner organisations and the 
possibility of shared office accommodation will be explored. Significant improvements in 
flexibility may be achieved through service Directorates mapping out future trends in 
workload and staff numbers. This would enable the planning of accommodation needs and 
enable a measured response to demand rather than tactical interventions that result in 
unsatisfactory interim arrangements. 
 
The Board will: 
 

 Continue to work with strategic partners across the public sector to deliver a master 
plan for the Crichton Quarter area of Dumfries which includes the Boards Ladyfield’s, 
DGRI and Nithbank sites 

 Adopt an ‘invest-to-save’ principle throughout the programme of change, with 
business cases that recognise the range of potential efficiencies to be gained from 
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changes to ways of working. The disposal of Crichton and Nithbank will allow for the 
complete redesign of the main office functions 

 Aim for Stage 4 of the evolutionary model above and strive towards a target for an 
overall 70% desk to employee ratio. 

 Develop a clear and transparent framework to help managers determine who should 
and should not have allocated desks. No new cellular offices should be created 
(except where existing building layouts exist). New offices must be developed with 
this in mind. The framework will set out how office accommodation will reflect the 
new values and culture of the organisation, such as equality of provision for staff, 
visibility and leadership by example from senior managers, openness, cross-team 
working, empowerment and flexibility. 

 Support the move to a more mobile and agile ways of working and home working 
through provision of adequate ICT. 

 Create a set of Key Performance Indicators for office accommodation to map 
performance improvement over the lifespan of the PAMS.  

 

Benefits 
 
The following are a common set of benefits, based on the Plans Investment / Service 
Change Objectives that the project should aim to achieve: 
 

 Accommodation promotes rather than hinders better service effectiveness 
 Better staff morale from improved working environment 
 Access to the service is not hindered for people with a disability 
 Service delivered from flexible, future proofed accommodation  
 Enables estate reconfiguration to be implemented without undue delay 
 Provides an efficient use of resources and property assets 
 Enables income receipts from disposal of properties 
 Generates recurring revenue savings 
 Reduces Board's overall backlog maintenance burden 
 Improves safety by reducing the risk of building / engineering failure 
 Significantly improves space utilisation and promotes the Boards vision of a more 

flexible working environment adopting modern working practices 
 Possibility of a joint solution with public sector partners 

 
 
Risks to Delivery 
 
Unfortunately all public sector bodies are looking to rationalise their estate and dispose of 
surplus accommodation. As a result it is accommodation that is largely unfit for modern 
office purposes that is potentially declared surplus and potentially made available to other 
organisations. Respective public sector bodies are rightly keen to retain and maximise the 
use of their most efficient buildings.  
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In a rural area such as Dumfries where the economy is highly dependent on the public 
sector the property market risks being “swamped” with a number of large high profile surplus 
buildings with little or no prospect of finding buyers for all of them. 

The availability of capital funding could severely hinder delivery of the office strategy. Capital 
receipts from property disposals are being viewed as a means of funding future investment 
but there are no guarantees that the Nithbank and Crichton sites will attract suitable interest 
or that any capital receipt will support investment in alternative accommodation. 
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14. Asset Improvement Targets 
 
The following table highlights the Boards performance against 20 of the main Key 
Performance indicators for the asset base. The data is taken directly from the EAMS system 
and also the ISD cost book report for 2015/16 (published November 2016) 
 
It is pleasing to note that the majority of performance measures have shown an improvement 
and progress is being made towards the targets, however in a number of the support 
services costs have shown a slight increase which is probably due to inflationary pressure. 
 
There are significant reported pressures in respect of cleaning and waste costs which 
appear to be significantly at odds with known changes to the service provisions. The validity 
of this cost information will be subject to a further detailed check. 
 
It should be noted that the Health Board has transferred the responsibility for a large 
proportion of support services to the IJB and in future will have no direct control over the 
management and delivery of these services. 
 
The changes to non domestic rates are likely to have a significant impact on the Board. The 
situation is being looked at both locally and nationally and appeals will be lodged. It is 
however anticipated that there will be a significant resultant cost pressure. 
 
The move to the new DGRI and the retraction and disposal policy for the surplus estate will 
result in improvements against the majority of the other KPI performance measures over 
time.  
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15. Backlog Maintenance Reduction Strategy 
 
A target for reduction in Backlog maintenance of 80% is achievable provided that the 
problematic listed building surplus stock can be disposed of.  This equates to a reduction of 
£50 million of the currently reported £68 million backlog. 
 
The delivery of the Board’s investment and disposal strategy highlighted in sections 19 and 
20 of this document will deliver a substantial reduction in the backlog maintenance burden. 
 
A hugely significant 68% reduction in backlog will be achieved by the completion of the new 
DGRI building in the course of 2017 (Note – some services will remain in the old DGRI 
building until completion of all works associated with the Acute Services redevelopment 
business case)  
 
Property 
Disposals High Significant Moderate Low 

 Ladyfield East, 
Dumfries £110,087.00 £54,278.00 £300,245.00 £0.00 

 Ladyfield West, 
Dumfries £0.00 £0.00 £0.00 £0.00 

 Artesian Well, 
Dumfries £55,935.00 £248,035.00 £11,865.00 £5,650.00 

 Maidenbower, 
Dumfries £0.00 £2,825.00 £12,035.00 £11,300.00 

 Nithbank, Dumfries £1,702,354.00 £3,336,260.00 £1,086,861.00 £20,244.00 
 DGRI, Dumfries £2,909,577.00 £21,666,370.00 £16,861,330.00 £4,946,746.00 

 Charles St. Clinic, 
Annan £0.00 £194,844.00 £211,292.00 £166,377.00 

Total backlog 
maintenance 

Total £4,777,953.00 £25,502,612.00 £18,483,628.00 £5,150,317.00 £53,914,510.00 
 
There have continued to be modest works carried out to target specific risks in clinical areas. 
For example:  
 

 the fire alarm system has been replaced in Castle Douglas Hospital 
 the roof tiles have been replaced at Lochmaben hospital 
 lighting has been partly replaced in a number of cottage hospitals and the Galloway 

Community hospital 
 repairs and upgrades to the electrical sytems have been completed to respond to 

risks identified by statutory periodic electrical testing 
 replacement heat exchangers have been installed to refresh heating and hot water 

systems 
 Programme of cyclical decoration 

 
Unfortunately the reduction in backlog has been negated by the inflationary uplift applied to 
the headline total figure. 
 
The delivery of more major investment projects will however start to show a marked 
reduction in backlog maintenance. 
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 The completion of the Women and Children’s hub project has removed circa £800k 
of backlog maintenance as reported through the Boards EAMS system 

 The move to new hospital will negate over £46.4m of backlog (note – some services 
are scheduled to remain in DGRI for a further 2-3 years) 

 The disposal of Crichton Hall the Nithbank site and the other surplus buildings has 
the potential to negate a further £7M -£8M of backlog 

 
As plans for community hospital and future care services are developed and come to fruition, 
there will be opportunities to revise and challenge the target reduction. 
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Part 3. How do we get there? 
 
16.  Governance and Engagement in Service Planning 
 
There are currently no major projects within the Board area which require ongoing 
stakeholder engagement at this time. 
 
The board can demonstrate from the planning and business case development for the Acute 
Services Redevelopment Programme that it has a proven record in successful engagement 
with stakeholders to inform the decision making process. 
 
 

 
Governance arrangements for Acute Services Redevelopment Programme 
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Roles and Responsibilities for the Acute Services Redevelopment Project 
 

 
The advent of the Integrated Joint Board allowed the planning work to be paused and the 
scope to be widened out to encompass all of the Health and Social Care agenda. This work 
is now being taken forward by the Locality managers as they start to consider their service 
plans. The emerging ideas indicate that there are a number of potential variants which will 
have an effect on how services are delivered in future. 
 
The Board have robust plans for early engagement with stakeholders, patient groups, 
community groups, the third sector, community councils, elected council members and Area 
Committees as soon as practically possible. 
It is acknowledged that the service will be delivered in a dynamically different way in the 
future.  This will require appropriate engagement to ensure that difficult conversations in 
respect of changes to service delivery are handled inclusively and appropriately. 
  



Page 106  

 

17.  Investment Proposals 
 
The Board has been concentrating on delivery of the new DGRI project and as a 
consequence the planning for future investment in the asset management strategy is in its 
infancy. 
 
The service planning work articulated previously in sections 8 and 11 of this document 
provide details of the levels of investment required. 
 
The Locality managers appointed through the Integrated Joint Board are working through the 
community based planning options and a number of themes are emerging which will require 
to be prioritised and option appraised as part of the future investment programme. 
 
 
Cresswell Project (Mountainhall Treatment Centre) 
 
The refurbishment and relocation of displaced services into the Cresswell Wing of the 
existing DGRI gained CIG approval as part of the Acute Services Redevelopment Business 
case. Given the passage of time an FBC addendum has been prepared for further 
consideration by CIG. Subject to approval detailed design work will be progressed 
simultaneously to contract negotiations with the PFI landlord. It is anticipated that 
construction work will commence in early 2018/19 
In December 2017 it is proposed that the majority of clinical services currently located within 
Dumfries and Galloway Royal Infirmary will be decanted to the newly built acute hospital. 
This will leave residual clinical services still operating out of the old DGRI.  
The service decant will release the existing Cresswell building for refurbishment to provide 
accommodation for all the residual clinical services  plus some of the other services currently 
located at Nithbank Hospital and Crichton Hall. 
 
A number of services will be Co-located into the refurbished Cresswell Building. 
(Mountainhall Treatment Centre): 
 

 Audiology 
 Renal Dialysis 
 Ophthalmology Day Surgery 
 Ophthalmology out Patients 
 Physiotherapy 
 Occupational Therapy 
 Speech and language Therapy 
 Dietetics 
 Community Rehab (Nithbank) 
 Podiatry (Nithbank) 
 Diabetes (C Hall) 
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The Cresswell refurbishment project is currently awaiting Scottish Government approval 
(OBC Addendum) with construction commencing spring 2018. The construction work is 
estimated to take around 18 months followed by a 3 month commissioning period.   
The board and its appointed cost advisors, in conjunction with the Principal Supply chain 
partner (PSCP) has prepared the capital costs based on an appraisal of the capital 
requirements of this project. 
 
The estimated costs for delivery of the Cresswell Project will be in the region of £15m. 
 
 
DGRI Demolition 
 
The acute services redevelopment business case also approved the future demolition of the 
existing DGRI building on completion of the Cresswell wing works. Services however, will 
continue to be provided from the existing DGRI building for a minimum 3 year period. 
 
 
Cottage Hospital Future Use 
 
The cottage hospital bed numbers and locations require to be formalised through a service 
design and consultation exercise. Key to this will be reaching a decision in respect of the 
solution for Dumfries area (DG1 and DG2 post codes). The emerging thinking is that it is 
inappropriate for these patients to continue to be sent to hospitals out with their local area 
and that provision should be made for community hospital beds within Dumfries. 
 
If this becomes the preferred service strategy the retention of part of the current DGRI could 
offer a solution; however that will be at odds with the existing business case approval. 
 
 
Reprovision of HQ Office Accommodation 
 
There is a requirement to reprovide office accommodation for those staff displaced from 
Crichton Hall (estimated maximum 400- 450 workstations based on a 7:10 ratio) This can be 
partially provided in other public sector buildings or by home-working however there will still 
be a requirement for the Board to provide a significant number of work stations.   
 
If this becomes the preferred service strategy the retention of part of the current DGRI could 
offer a solution; however that will be at odds with the existing business case approval. 
 
 
Reprovision of Other Displaced Services 
 
There are a number of other services and clinical functions on both the Crichton and 
Nithbank sites which will require to be re-accommodated post disposal of the sites. The main 
services are captured within section 11 of this document however at this stage there are no 
definitive service plans to inform the investment strategy. The services include Podiatry, 
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community rehab., ices, family planning and sexual health, occupational health, transport, 
Nithsdale locality offices, psychiatry/ psychology clinics, mental health teams and estates 
workshop functions 
If this becomes the preferred service strategy the retention of part of the current DGRI could 
offer a solution; however that will be at odds with the existing business case approval. 
 
 
Other Potential Emerging Projects – Horizon Scanning 
 
Langholm 
 
Cottage hospital joint care home/ primary care facility proposal. (SAS lease.) Potential for 
the existing Thomas Hope building to become surplus. 
 
Moffat 
 
Consolidation of GP services into NHS Hospital premises. Redesign of hospital services to 
provide fit for purpose care as close as possible to home.  Additional care-home bed 
provision is currently being developed by private sector.  Housing association development 
of additional sheltered and/ or supported accommodation under consideration. 
 
Leadhills 
 
Lease of GP premise to facilitate continued service in remote rural area (closure of 
Wanlockhead and Crawford branch premises and introduction of transport solutions). 
 
Annan 
 
Rationalisation of health services within Annan. This will include SONAS, Greencroft House, 
Mental Health services, cottage hospital provision and the Charles Street Clinic services. 
 
Lochmaben 
 
Relocation of rehab services to support redevelopment of acute services project (£250k). 
 
Thornhill 
 
Redesign of cottage hospital services to deliver fit for purpose care as close as possible to 
patients home (SAS now in lodge). 
 
Stranraer 
 
Galloway Community Hospital – Redesign of community hospital services to deliver fit for 
purpose care. (Maternity services/ A&E/ Theatre services). 
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Waverley 
 
PPP option appraisal required to support the continued provision of GP services. Currently 
the building is significantly under-utilised. 
 
Innistaigh/ Darataigh 
 
The future provision of Women and Children’s hub and/or mental health requirements 
requires to be considered. 
 
Garrick Site 
 
Housing association provision of sheltered/ supported accommodation to support the 
requirements of the IJB. 
 
Wigtown 
 
The main GP services transferred to Newton Stewart Health Centre with the Wigtown site 
providing a branch surgery function. 
 
Glenluce 
 
There is a GP accommodation issue caused by the impending retiral of the current GP. 
 
 
Newton Stewart 
 
Reconfigured Health Centre – closure of dental provision under consultation. The Hospital in 
Newton Stewart is in poor condition and services require to be redesigned to provide a 
sustainable future delivery model. 
 
Gatehouse 
 
The Health Centre is currently underutilised 
 
Kirkcudbright 
 
Reconfiguration of hospital services including health centre (health village - model) 
 
Castle Douglas 
 
Reconfiguration of bed model. SAS to lease part of building 
 
Dumfries 
 
Energy Centre rationalisation and reprovision. Currently a central boiler plant serves 
Crichton, Midpark hospital, DGRI, Cresswell Wing, Residences and Dumfries Dental Centre. 
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A future sustainable energy provision strategy requires to be developed. (approved as part 
of ASRP Outline business case) 
 
Lochside Dental Services 
 
A consultation is underway to withdraw dental services. A potential future disposal of the site 
is to be considered. 
 
Dumfries Dental Centre 
 
The Dental Centre is only in partial use – future uses or disposal to be considered. 
 
IT Equipment  
 
A refresh of IT equipment and associated board wide infrastructure is required 
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18.  Backlog Maintenance & Statutory Risk Reduction 
Strategy 

 
The Board provides a limited specific ring fenced budget allocation to the Estates and 
Property department on an annual basis for statutory compliance issues. Larger or more 
significant risks are prioritised through the Capital Investment Group. 

The Boards current disposal and investment strategies will deliver an 80% reduction in the 
reported backlog maintenance. Further details can be found in sections 15, 19 and 20 of this 
document. 
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19.  Five Year Investment Plan 
 
The current resources of the Board are being concentrated on delivery of the new DGRI 
project. The business case also included the refurbishment of Cresswell wing (PFI building) 
associated energy centre and the decommissioning/ demolition of the existing DGRI 
building. It is anticipated that these projects will not complete until 2019/20. 
 
Section 11 of this document highlights the range of projects currently being considered as 
part of the ongoing service planning works. These will be subject to a strategic assessment 
and prioritisation process prior to future business cases being developed. 
 
In anticipation of these works coming forward the Board has identified a capital allocation for 
the clinical change programme within its Local Delivery Plan (LDP) Submission which is 
summarised within section 9 of this document. 
The summary table is replicated for ease of reference hereunder: 
 

ANTICIPATED ALLOCATIONS 
 

  

  2017-18 2018-19 2019-
20 

2020-
21 2021-22  Total 

  £000s £000s £000s £000s £000s 
 

£000s 
Formula allocation  3,475 3,475 3,475 3,475 3,475 

 
17,375 

Asset sale proceeds reapplied (20) 0 (75) (68) 0 
 

(163) 
Hub/NPD Enabling funding - Acute 
Services 55,604 10,636 9,966 5,722 1,691 

 
83,619 

Return of 2016/17 virement 1,566 0 0 0 0 
 

1,566 
Project specific funding - Clinical 
Change Programme 0 4,000 4,000 4,000 4,000 

 
16,000 

TOTAL CAPITAL RESOURCE 
LIMIT ( CRL) 60,625 18,111 17,366 13,129 9,166 

 

118,397 

        ANTICIPATED EXPENDITURE 
 

  

  2017-18 2018-19 2019-
20 

2020-
21 

2021-
22  Total 

  £000s £000s £000s £000s £000s 
 

£000s 
Replacement Programme 2,892 2,047 2,893 2,975 2,975 

 

13,782 
Development Programme 500 500 500 500 500 

 

2,500 
ASRP - Transportation/Road 
Works/Signage 201 0 0 0 0 

 

201 
ASRP - Equipment 26,900 1,600 1,600 1,722 0 

 

31,822 
ASRP - Cresswell 1,649 9,964 6,535 0 0 

 

18,147 
ASRP - Existing site costs 0 0 1,913 4,000 1,691 

 

7,604 
ASRP - Asset 28,503 0 0 0 0 

 

28,503 
Clinical Change Programme 0 4,000 4,000 4,000 4,000 

 

16,000 
TOTAL GROSS CAPITAL 
EXPENDITURE 60,645 18,111 17,441 13,197 9,166 

 

118,559 
Asset sale proceeds reapplied (20) 0 (75) (68) 0 

 

(163) 
TOTAL NET CAPITAL 
EXPENDITURE 60,625 18,111 17,366 13,129 9,166 

 

118,396 
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20.  5 Year Disposal Plan 
 
The rationalisation of the estate by the timely disposal of surplus property is an important 
part of any successful asset management strategy with the receipts generated being 
reinvested on a prioritised basis within the wider health system. 
 
The ease of disposal is directly proportionate to the state of the wider local property market. 
Since the financial crash the property market within Dumfries and Galloway has been 
depressed and although there are some signs of recovery it is more in the domestic and 
small development opportunity market. The Board has disposed of some properties but 
these have been for arguably modest sums and the marketing process has been both 
protracted and resource intensive.  
 

  2015-16 2016-17 2017-18 2018-19 2019-20 2020-21 

Huntingdon(SOLD)    *          

Nithbank site ( inc Cameron 
House) 

       *      

Maryfield Lodge(SOLD)  *            

Garrick(SOLD)    *          

Ladyfield East        *      

Ladyfield West        *      

Artesian Well      *        

Annan - 19 Bank 
Street(SOLD) 

 *            

Annan - Charles Street Clinic      *        

Cromarty(SOLD)  *   *          

Maidenbower      *        

Crichton Hall         *      

DGRI            *  
Disposal Strategy including progress 

 
 
Disposals 2016/17 
 
Huntingdon House, Dumfries 
Former Garrick Hospital Site, Stranraer 
 
The Board has currently declared the following property as surplus: 
 
Artesian Well, Maidenbower and Associated Pipework Infrastructure 
 
The Crichton site was bought by Dumfries and Galloway Council from the Health Board in 
1995. The site which boasts a university campus, hotel, conference centre and business 
park is supplied by a private artesian well water supply which is owned and maintained by 
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the Health Board. The Artesian Well and Maidenbower buildings form part of the private 
water supply infrastructure. The well also supplies water to the SRUC Crichton Farm. 
 
The Health Board no longer use water from the private well supply. On this basis it is a 
significant management risk and potential drain on resource which the terms of the 1995 
disposition to the Council allow for them to receive a water supply in perpetuity at cost. 
 
In reality the Council are the only organisation with an interest in the asset. There is however 
no over-powering rationale for them to transfer this interest into a reason to buy given the 
terms of the disposition.  The council however recognise that the asset ultimately would be 
better in their ownership and control and discussions continue to slowly inch forward.  
 

 

Ladyfield East 
 
The former Ladyfield East site has a Grade “B” listed building which will be difficult to sell in 
the current market. Planning consent is currently being sought for wrap around development 
which may enable a future sale. 
 
Ladyfield West 
 
The former Ladyfield West site has a grade “A” listed building which has suffered from dry 
rot and now has a temporary flat roof to protect the remaining structure. Planning consent is 
currently being sought for wrap around development which may facilitate a future sale 
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Crichton Hall 
 

 
 
The Board’s current Head Quarters and administrative hub is housed within Crichton Hall 
which has now been declared surplus. 
 
Crichton Hall is a significant grade “A” listed former mental health institution which is set in 
mature parkland setting on the edge of Dumfries. There are significant backlog maintenance 
issues associated with the building which will require investment within the next few years. 
There are sections of roof which require to be renewed along with significant stonework 
repair and replacement. The energy centre is shared with the current DGRI is at the end of  
its useful life and will require to be rationalised and replaced.  
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By nature of its construction Crichton hall provides small cellular type office accommodation 
which is not suited to new ways of working and is preventing modernisation of the office 
estate. 
 
The Board appreciates the architectural and historical significance attributed to Crichton Hall 
and the sensitivity which will be invoked if it is vacated and effectively boarded up. The scale 
of Crichton hall makes finding a developer or buyer very difficult. This coupled with the 
depressed local economy and property market adds to the marketing challenge. To better 
the chances of selling the property the Board has commissioned a planning brief which set 
out potential future uses for the property. Architectural archivists have worked alongside the 
Board’s Property Advisors to discuss future potential uses and crucially building alterations 
with Historic and Environment Scotland. The local planning department have been party to 
this process and the intent is that the planning brief will be used to underpin and inform 
building specific supplementary planning guidance.  
 

  
 
 
Significant up-front effort is being placed in the marketing pack and accompanying data 
which will provide additional and a much more detailed level of information to that normally 
supplied. Similarly a great deal of effort is being put into the target contact list which will 
include more than normal marketing agents.  
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Nithbank 
 
The Nithbank site was the former Royal Infirmary and has fulfilled many valuable functions in 
the intervening years. Over the last few years a concerted effort has been made to relocate 
services however there are still a limited number of services on the site but the Board has 
now declared it surplus to requirements. 
 

 
 

The main Nithbank building is grade “B” listed however it is mainly the facade and gardens 
that are considered of importance.  
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Part 4. Implementation Plans 
 
21.  Procurement Strategy 
 
The Board will consider each investment proposal on its merit and liaise with colleagues at 
SGHSCD to develop the most appropriate procurement strategy. 
 
The only project which is currently being considered for business case (addendum) approval 
is the refurbishment of the Cresswell (PFI) wing attached to the existing DGRI building. The 
business case is due for consideration at the end of May 2017 by the Capital Investment 
Group. The procurement method for the delivery of the project will be via the National 
Framework “2”. 
 
All other projects are at their infancy and the service planning, option appraisal and 
consultation processes require to be considered.  
 
The modal shift in health care delivery being considered as part of the service planning work 
may result in future less reliance on buildings for healthcare delivery. This will have an 
obvious impact on the type and scale of project and therefore on the most appropriate 
procurement methodology. 
 
The key to procurement strategy will be to have a flexible and adaptable response to match 
the advances in Healthcare 
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22.  Governance Organogram 
 

 
 
 

 

PROCESS FOR APPROVING CAPITAL SCHEMES 

Discussion at HMB &/or 
PCCMB to seek 

agreement to proceed to 
business case 

BOARD FOR FORMAL 
APPROVAL TO 

PROCEED 

To CIG for approval  

Issue to Hospital & PCC 
Mgmt Boards for review 

Standard Business case 
developed as per SCIM 

 

To MT for approval   

 

IM&T, Equipment & Estate Schemes 

<£500k  
inc. fees & VAT 

 

Complete SBAR 
and/or capital 

investment template  

>£1m 
inc. fees & VAT 

 

Development of business 
case as per SCIM 

guidance 
 (IA/OBC/FBC) 

Issue to Hospital & PCC 
Mgmt Boards for review 

To CIG for approval 

To MT for approval 

SGHSCD CAPITAL 
INVESTMENT GROUP 
FOR APPROVAL TO 

PROCEED 

To Board for approval  

CIG FOR FORMAL 
APPROVAL TO 

PROCEED 

Discussion at HMB 
and/or PCCMB for 

agreement and 
resolution of any 

revenue implications 
of bids coming 

forward. 
 
Send final completed 

bids to: 
 

IT schemes for 
approval at E-Health 
Board to: 
graham.gault@nhs.net 
 
Estates schemes for 
prioritisation against 
property strategy to: 
Ianbryden@nhs.net 
 
Equipment proposals 
for prioritisation to: 
kelly.mcclure@nhs.net 
 
 

  

£500k to £1m 
inc. fees & VAT 

 

mailto:graham.gault@nhs.net
mailto:Ianbryden@nhs.net
mailto:kelly.mcclure@nhs.net
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The Board formally approve the Asset Management Strategy and a workshop will be 
scheduled to take members through the detail of the strategy. The timeline for submission 
has not allowed this to take place in advance of submission to Scottish Government. 
 
The Board manage the capital allocation through the Boards in house Capital Investment 
Group and the CIG prioritise spend across all assets as necessary in each of the financial 
years. The CIG is chaired by the Director for Finance and has member representation from a 
full range of Board services. 

 
Where there are competing investment needs it is for the CIG to determine the highest level 
of priority and to allocate capital funding as necessary within the Boards delegated limits 

The capital equipment budget is managed and allocated by the Capital Investment Group. 
All directorates maintain a list of requests for new or replacement equipment that has been 
identified by departments.  All requests are held on a list to be allocated when funding is 
available. 
 
The replacement of equipment is considered and prioritised using the following criteria: 
 

 Spare parts not available 
 Equipment is beyond economical repair i.e. Cost of repair is more than replacement, 

due to whole life repair costs 
 Equipment replaced under rolling programme 
 Equipment has become unreliable 
 Equipment at end of life 
 Equipment no longer supported. 
 Clinical obsolescence 

 
The process for procuring medical equipment is laid out in the Board’s Standing Financial 
Instructions.  CIG monitors the procurement of the equipment and ensures all processes are 
carried out effectively.  National contracts are utilised where these exist.  If no national 
contract exists then appropriate tendering procedures are used dependant on the value of 
the equipment.  A contingency budget is retained in the event that a piece of equipment 
requires to be replaced immediately. 
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23.  Estate Resource Organogram 
 

 
The Estates and Property Department are responsible for Corporate Asset Management and 
delivery of the asset management strategy.  Below is an organisation chart showing the 
resource structure responsible. 

 

 

The Estates and Property Department is currently facing a number of significant challenges. 
 
The opening of the new DGRI will effectively see the transfer of the majority of maintenance 
delivery and associated statutory risk compliance moved to the building operator, Highwood 
Health, through the revenue funded NPD contract procurement. The Estates resource 
required will as a result be significantly less than the current establishment numbers.  
 
The Board needs to review structures moving forward to ensure that following the move to 
the new hospital there remains clear responsibility for asset management and compliance 
issues. 
 
The Board also need to address the workforce challenges to ensure that it is able to recruit 
and retain suitably qualified and experienced staff as a number of senior posts are currently 
unfilled 
 
A departmental restructuring is planned over the next 12 months 
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24.  PAM’s – Risks and Constraints 
 
 
The previous sections of the document have highlighted issues associated with the delivery 
of individual elements of the asset management strategy (AMS).  There are, however a 
number of risks and constraints that are wider reaching and arguably have the ability to 
influence the delivery of the entire asset management programme. 
 
The emerging regional approach to both service and capital planning is recognised as 
having a potential impact on Board plans but remains an unknown, with regional LDP’s due 
for completion by September 2017. 
 
The Integrated Joint Board has been fully operational within Dumfries and Galloway for over 
a year with a shadow Board period prior to that. The “Body Corporate” model has been 
adopted locally. Although significant progress has been made there continues to be 
organisational and operational details that require to be worked through. The Health Board 
has retained responsibility and title for the assets but more and more the decision making in 
terms of service planning and delivery is being driven by the IJB. This has the potential to 
lead to a difficult relationship in terms of capital prioritisation between maintaining assets and 
service improvement. The governance surrounding these arrangements will require to be 
worked through.  Similarly closer working arrangements with Council, housing association, 
and care home property colleagues will require to be developed in order that the IJB has a 
joined up management strategy across the asset base. 
 
The availability of Capital has the ability to severely constrain delivery of the Asset 
Management Strategy. The disposal of assets will not raise sufficient funds to take forward 
the planned service improvements within the desired timescales which in turn will impact on 
the Boards ability to achieve the backlog reduction and statutory compliance improvement 
targets which it has set. 
 
There is ongoing discussion in respect of regional capital planning. Any further centralisation 
of the limited capital allocations will have a detrimental effect on the ability to prioritise 
development schemes locally. This potentially will divert funds out of the board territorial 
area and impact adversely on programme delivery. 
 
The ageing population and changing demographics are being used to plan for major 
changes in the way that health care is being delivered. There is pressure through policy 
change and financial probity to reduce inpatient bed numbers and move to a higher level of 
care provision within the patient’s home setting. The successful delivery of the Asset 
Management Strategy is dependent on the demographic reasoning used being correct and 
the changes being phased in a structured and seamless way. There is a risk of a public and 
political backlash if the change consultation and service delivery changes are not dealt with 
appropriately. 
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25.  Asset Risk Reporting 
 
 
Risks are reported through the “DATIX” system which is a bespoke risk management and 
adverse incident reporting system.  
 
The risks are managed at a number of management levels within the system and if they are 
unable to be closed out they are escalated. The Board’s corporate risk register is populated 
through the DATIX system and reflects the higher and more problematic issues. 
 
The Datix system is managed on an organisation wide basis by the Patient Safety Team 
reporting to the director of Nursing and Patient Safety.  
 
The SCART system provides a national statutory risk reporting system for Estates and 
Property issues. There is the potential for duplication or error by the use of two reporting 
systems. Initial discussions have taken place with the Board’s risk management steering 
group to adopt the SCART system as the only tool for managing Estates based risk. 
 
Risk performance is regularly reported and discussed at the Boards Health and Safety 
Committee with reports going through Infection Control Committee and/ or the risk steering 
group to the Board Audit and Risk Committee  
 



DUMFRIES and GALLOWAY NHS BOARD 
 
 
5th June 2017 
 
 
Urological Cancer Services 
 
Author: 
Viv Gration 
Strategic Planning & Commissioning 
Manager 
 

Sponsoring Director: 
Vicky Freeman 
Head of Strategic Planning  

Date:  25th May 2017   
 
 
RECOMMENDATION 
 
The Board is asked to note  

• The current regional reviews of adult urology services 
• The current challenges in urology services at a local, regional and national 

level  
• The ongoing work in relation to redesigning pathways of care for urological 

cancers within West of Scotland 
• Next steps and anticipated timescales for completion of this work 

 
 
CONTEXT 
 
Strategy / Policy:  
 
National Clinical Strategy 2016 (National Clinical Strategy) 
Beating Cancer, Ambition and Action, 2016 (Beating Cancer) 
Dumfries & Galloway Health and Social Care Strategic Plan 2016 –19 (Strategic 
Plan) 
 
Key messages: 
 
There are significant challenges currently facing urology services.   
 
Existing pathways of care for cancer services need to be reviewed to ensure that 
they remain sustainable and of high quality in the future. 
 
Realignment of pathways for urological cancers for people from Dumfries and 
Galloway from east to west is being progressed as part of the West of Scotland 
review of adult urology services.  
  
 
GLOSSARY OF TERMS 

Agenda Item 38 
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NHS - National Health Service 
WoSCAN - West of Scotland Cancer Network  
NoSCAN - North of Scotland Cancer Network  
SCAN - South East Scotland Cancer Network 
DGRI - Dumfries and Galloway Royal Infirmary  
WoS RPG - West of Scotland Regional Planning Group 
NoS RPG - North of Scotland Regional Planning Group  
SEAT - South East and Tayside Regional Planning Group 
 
 
  

NOT  PROTECTIVELY  MARKED 
Page 2 of 5 



MONITORING FORM 
 

Policy / Strategy  National Clinical Strategy 2016 (National Clinical 
Strategy) 
Beating Cancer, Ambition and Action, 2016 (Beating 
Cancer) 
Dumfries & Galloway Health and Social Care Strategic 
Plan 2016 – 19 (Strategic Plan) 
 

Staffing Implications Will be reported as work progresses 
 

Financial Implications Will be reported as work progresses 
 

Consultation / 
Consideration 

Will be undertaken as work progresses 

Risk Assessment Will be undertaken as work progresses 
 

Sustainability Sustainability analysis will be undertaken as work 
progresses 
 

Compliance with 
Corporate Objectives 
 

Reduce health inequalities 
High quality service delivery  
Deliver person centred services as close to home as 
clinically appropriate 
 

Single Outcome 
Agreement (SOA) 
 

Priority 1 – we will provide a good start in life for all our 
children (health & wellbeing)  
Priority 3 – We will care for our older and vulnerable 
people (health & wellbeing)  
 

Best Value Effective Partnerships  
Use of Resources  
Sustainability  
 

Impact Assessment  
An equality impact assessment will be undertaken as work progresses  
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1. INTRODUCTION 
 
Regional Planning  
 
There is currently a significant piece of work being taken forward in relation to adult 
urology services within regional planning. This work includes a review of care 
pathways for urological cancers. 
 
In Scotland, regional planning is broadly divided into three geographical areas: 
 

• West of Scotland (WoS) - NHS Greater Glasgow and Clyde, NHS 
Lanarkshire, NHS Ayrshire and Arran, NHS Dumfries & Galloway and NHS 
Forth Valley  

• South East and Tayside (SEAT) – NHS Lothian, NHS Borders, NHS Fife and 
NHS Tayside 

• North of Scotland (NoS) – NHS Grampian, NHS Highland, NHS Orkney, NHS  
Shetland and NHS Western Isles 

Cancer Networks 
  
There are three established cancer networks in Scotland, these are: 
 

• West of Scotland Cancer Network (WoSCAN) - NHS Greater Glasgow and 
Clyde, NHS Lanarkshire, NHS Ayrshire and Arran, NHS Forth Valley 

• South East Scotland Cancer Network (SCAN) – NHS Lothian, NHS Borders, 
NHS Fife and  NHS Dumfries & Galloway  

• North of Scotland Cancer Network (NoSCAN) – NHS Grampian, NHS 
Highland, NHS Orkney, NHS Shetland, NHS Western Isles and NHS Tayside 

Dumfries and Galloway is participating in this work to address local challenges in 
reviewing and redesigning urological cancer pathways and urology services more 
generally. 
 
2. Background 
 
Each of the three regional planning areas noted above have an identified regional 
planning group currently undertaking a review of adult urology services. The purpose 
of the reviews is to develop plans which will deliver a modern, fit for purpose service 
model for adult urology services across Scotland.   
 
As Dumfries and Galloway is included within the West of Scotland Regional Planning 
Group and is aligned with the South East of Scotland Cancer Network, there is 
representation from Dumfries and Galloway at both the east and the west urology 
reviews.  
 
These regional reviews of urology have been established to address the local, 
regional and national challenges of:  
 

• Growing demand and increasing pressure on existing capacity  both in 
urology itself and in other supporting specialties such as interventional 
radiology 

•  
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• Recruitment and retention of medical and nursing staff 
• Streamlining complex pathways of care 

 
An interim report on the West of Scotland regional urology services review was 
presented to the West of Scotland Regional Planning Group (WoS RPG) in October 
2016.  This report included the work undertaken to date on urological cancers.  The 
interim report outlined current services, established the case for change and set out 
the overarching principles for planning. A further report detailing proposed service 
change and new models of service delivery is anticipated to be presented to WoS 
RPG in August 2017.  
 
A paper on Dumfries and Galloway adult cancer services was presented to NHS 
Dumfries and Galloway Board on 5 December 2016. This paper set out a range of 
options for the future design of cancer services for the people of Dumfries and 
Galloway. Board members noted the review of existing cancer pathways and agreed 
a programme of work to deliver recommendations on preferred network pathways on 
a tumour by tumour basis.  
 
3. Progress to date 

 
Reviewing urological cancer pathways and services is one element of the overall 
regional reviews of adult urology services. Realignment of pathways for urological 
cancers for people from Dumfries and Galloway from east to west is being 
progressed as part of this work in West of Scotland.  
 
To address recruitment challenges locally, work with NHS Ayrshire and Arran has 
commenced to establish joint working arrangements for on-call and shared clinics in 
Stranraer. 
 
4. Next steps 
 

• Continued participation in the West of Scotland urology service review to 
further define pathways for treatments for people of Dumfries and Galloway 
for the range of urological cancers  
 

• Maintain proactive recruitment of a consultant urologist for Dumfries and 
Galloway 

 
• Undertake detailed financial analysis of costs for potential realignment of 

pathways of care 
 

• Consider the broader implications of changing pathways such as transport 
and include partners at an early stage of discussions as appropriate 
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DUMFRIES AND GALLOWAY NHS BOARD  
 
 
5th June 2016 
 
 
NHS Board Agenda Matrix 2017/18 
 
Author: 
Laura Geddes 
Corporate Business Manager 
 

Sponsoring Director: 
Jeff Ace 
Chief Executive 

Date 24th May 2016 
 
RECOMMENDATION 
 
The Board is asked to: 

• review and note the 2016/17 Board Agenda Matrix as a complete record of 
items taken to NHS Dumfries and Galloway Board Meetings in year. 

 
• approve the 2017/18 Board Agenda Matrix as a plan of activity coming to 

NHS Dumfries and Galloway Board meetings between April 2017 – 
March 2018. 

 
 
CONTEXT 
 
Strategy / Policy: 
 
This paper support both national and local policies and Strategies, including the 
Public Bodies (Joint Working) (Scotland) Act 2014, the Board’s Scheme of 
Delegation, Standing Orders and Code of Corporate Governance. 
 
Organisational Context / Why is this paper important / Key Messages 
 
On 1st April 2016, the Board saw the most fundamental change to delivery of health 
care across the region with the introduction of the Integration Joint Board.  This 
structural change for both NHS and Council has seen a number of services now 
being delivered and ultimately governed through the Integration Joint Board. 
 
This paper aims to align governance processes with the new structure to streamline 
the routes of accountability that the Board is responsible for, avoiding duplication of 
reporting lines, whilst continuing to provide assurance to Board members on all 
areas of responsibility. 
 
 
GLOSSARY 
 
NHS - National Health Service 
 

Agenda Item 39 
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MONITORING FORM 
 
 
Policy / Strategy  
 
 
 

This paper supports the development of the 
Board’s Standing Orders demonstrating best 
practice in relation to future planning. 

Staffing Implications 
 
 

Not Applicable. 

Financial Implications 
 
 

Not Applicable 
 

Consultation / Consideration 
 
 

NHS Dumfries and Galloway Board meeting 

Risk Assessment 
 
 

Not Applicable. 

Sustainability 
 
 

Not Applicable. 

Compliance with Corporate 
Objectives 
 

2. To promote and embed continuous quality 
improvement by connecting the range of quality 
and safety activities which underpin delivery of 
the three ambitions of the Healthcare Quality 
Strategy, to deliver a high quality service across 
NHS Dumfries and Galloway.  

3. To review the model of service delivery across 
Dumfries and Galloway to deliver person-
centred services as close to home as clinically 
appropriate.   

 
Single Outcome Agreement 
(SOA) 
 
 

Not Applicable. 

Best Value 
 
 

• Governance and Accountability 
• Vision and Leadership 
 

Impact Assessment 
 
Not Applicable. 
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INTRODUCTION 
 
1. In April 2016 a paper was taken to NHS Board in relation to the structure of 

our Board and Committee agendas going forward, following the establishment 
of the Integration Joint Board on 1st April 2016. 

 
2. From the structures review, it was highlighted that some of the items, which 

would normally come to NHS Board would now be governed by the 
Integration Joint Board, however, there is still a strong reliance from Board to 
gain assurances that appropriate governance arrangements have been put in 
place to allow the targets, which the Board are measured against, can be met. 
 

3. With this in mind, a matrix was drafted, which gave consideration to the 
Integration Joint Board Standing Orders, the NHS Board Standing Orders, the 
Board’s Code of Corporate Governance, as well as the Standing Financial 
Instruction and Scheme of Delegation. 

 
4. The purpose of the matrix was to support wider agenda setting and to give the 

members an opportunity to review the future agenda items and suggest 
additional items, which would provide an appropriate assurance to Board 
Members. 

 
5. As per the Board’s Standing Orders, the Chair will have ownership of the 

items being proposed agenda items at any particular meeting, which remains 
the over arching principle of the matrix.  The Board’s Chair and 
Chief Executive will meet on a bi-monthly basis to review and agree the 
agenda for future meetings using this matrix as a guide. 

 
SUMMARY OF THE MATRIX  
 
6. The matrix has been split into core themes which will be covered at each 

meeting: 
 

• Meeting Items 
• Quality & Assurance 
• Performance Assurance 
• Finance & Infrastructure 
• Public Health & Regional Planning 
• Governance 
• In Committee Session 

 
7. As detailed within the Structures paper, the Board still retains all of the 

accountability and responsibilities associated with the delivery of an excellent 
health care service.  The introduction of the Integration Joint Board has given 
the NHS Board a prime opportunity to streamline the business taken to each 
meeting, avoiding duplication of reports and will provide a new layer of 
scrutiny afforded to the work undertaken within both the 
Integration Joint Board and the NHS Board. 
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8. The adoption of the above key themes within the Board’s agenda will take into 
account the significant scrutiny performed by the Integration Joint Board and 
will also demonstrate the ability for the Board to spend more time during 
Board meetings looking at strategic issues relating to population, health, 
longer term resource and infrastructure planning. 
 

9. The first Board Agenda Matrix was brought to NHS Board for implementation 
in April 2016.  Attached at Appendix 1 is a copy of the updated 2016/17 
matrix, which gives a complete breakdown of items taken to NHS Board 
between April 2016 – March 2017, demonstrating full coverage of all areas as 
per the Board’s remit within the Standing Orders. 
 

10. A revised matrix is also being presented to Board Members in Appendix 2, 
which gives a complete reflection of the agenda items taken to both the April 
and June 2017 NHS Board Meetings, as well as proposed items for the 
remainder of the year. 

 
RECOMMENDATION 
 
11. The Board is asked to review and note the 2016/17 Board Agenda Matrix as a 

complete record of items taken to NHS Dumfries and Galloway Board 
Meetings in 2016/17. 

 
12. The Board is also asked to review and approve the new 

2017/18 Board Agenda Matrix as a plan of activity coming to 
NHS Dumfries and Galloway Board meetings between April 2017 – 
March 2018. 
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NHS BOARD AGENDA MATRIX 
 

 

 2016 2017 
 June August October December February April 

Meeting Items 

 
• Apologies 
• Declarations of Interest 
• Previous Minute 
• Matters Arising & Actions List 
• Any Other Business 
• Date of next meeting 

 

• Apologies 
• Declarations of Interest 
• Previous Minute 
• Matters Arising & Actions List 
• Any Other Business 
• Date of next meeting 

• Apologies 
• Declarations of Interest 
• Previous Minute 
• Matters Arising & Actions List 
• Any Other Business 
• Date of next meeting 

• Apologies 
• Declarations of Interest 
• Previous Minute 
• Matters Arising & Actions List 
• Any Other Business 
• Date of next meeting 

• Apologies 
• Declarations of Interest 
• Previous Minute 
• Matters Arising & Actions List 
• Any Other Business 
• Date of next meeting 

• Apologies 
• Declarations of Interest 
• Previous Minute 
• Matters Arising & Actions 

List 
• Any Other Business 
• Date of next meeting 

Quality & Assurance 

 
• Improving Safety, Reducing 

Harm 
• Healthcare Associated Infection 

Report 
• Equality & Diversity Update 

 

 
• Risk Management Annual Report 
• Patient Experience Report 
• Healthcare Associated Infection 

Report 
• Complaints Annual Report 

• Patient Experience Report 
• Healthcare Associated Infection 

Report 

 
• Patient Safety Annual Report 
• Patient Experience Report 
• Healthcare Associated Infections 

report 
• Early Years Collaborative 

Progress report 
• Equality & Diversity Update 
• Director of Medical Education – 

Annual Report 
 

• Acute Adult Patient Safety 
Programme 

• Patient Experience Report 
• Healthcare Associated Infection 

Report 
• Graduate Entry Medical School 

• Improving Safety, Reducing 
Harm in Primary Care 

• Patient Experience Report 
• Healthcare Association 

Infection Report 
• Safety Action Notice 16/03 
• Update on Scottish Graduate 

Entry Medical School 

Performance Assurance  

 
• Performance Report 
• LDP Submission 2016/17 
 

• Performance Report 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
5th June 2017 
 
Register of Members’ Interests 
 
 
Author: 
Laura Geddes 
Corporate Business Manager 
 

Sponsoring Director: 
Jeff Ace 
Chief Executive 
 

Date:  24th May 2017  
 
 
RECOMMENDATION 
 
The Board is asked to approve the revised Register of Members’ Interests. 
 
 
 
CONTEXT 
 
Strategy / Policy:  
 
This paper support good governance through local and national policies and 
guidance, including the Board’s Standing Orders and Code of Conduct. 
 
Organisational Context / Why is this paper important / Key messages: 
 
Board Members of devolved public bodies are required to give notice of their 
interests and the NHS Board is required to maintain a Register of Members’ 
Interests.  The register is updated on a regular basis to reflect changes in Members’ 
entries. 
 
Whilst it is the responsibility of each Member to advice the Corporate Business 
Manager of any changes within one month of the change arising, the register will be 
reviewed twice per year and presented to Board for the revisions to be approved for 
publication. 
 
The Corporate Business Manager will keep the register of interests available for 
public inspection at the Board’s offices during normal working hours without charge.  
The register of interests is also routinely posted on the Board’s website. 
 
 
GLOSSARY OF TERMS 
 
NHS - National Health Service 
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MONITORING FORM 
 

Policy / Strategy  This paper supports the Board’s Standing Orders 
and Code of Conduct policy, as well as various 
nationally issued guidance material. 
 

Staffing Implications Not applicable 
 
 

Financial Implications Not applicable 
 
 

Consultation / Consideration Consultation on the existing register of interests 
was undertaken with all Board Members and other 
Directors and Senior Managers. 
 

Risk Assessment Not applicable 
 
 

Sustainability Not applicable 
 
 

Compliance with Corporate 
Objectives 
 

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. 

 
Single Outcome Agreement 
(SOA) 
 

Not applicable 
 
 

Best Value • Vision and Leadership 
• Governance and Accountability 

 
Impact Assessment 
 
Not applicable 
 
 
 

NOT  PROTECTIVELY  MARKED 
Page 2 of 6 



DUMFRIES AND GALLOWAY NHS BOARD 
 
 
REGISTER OF BOARD MEMBERS INTERESTS – MAY 2017  
 
 
 
Registration of Interests 
 
Board members of devolved public bodies are required by the Regulations to give the ‘Standards Officer’ notice of their interests The Register 
must state: 
 

the name of the board member; 
 
their interests which fall within the categories listed below and as set out in the member’s code of conduct; and  
 
if they have nothing to register they must record that fact under each applicable category.  

 
It is the responsibility of each board member to ensure that their entry in the register is kept up to date.  Any changes to the 
information first registered, must be given in writing to the standards officer, in the prescribed format, within one month of the change 
arising. 
 
The ‘Standards Officer’ (Corporate Business Manager) will keep the register of interests available for public inspection at the Board’s offices 
during normal working hours and without charge. 
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Column 1 

Registerable interest 
category 

Column 2 
Description of interest 

Column 3 
Members Registering an Interest in this Category  

(and Description of interest) 
MEMBER REGISTERED INTEREST 

Gifts and hospitality A description of any gifts or hospitality 
received. 
 

 Members interests are noted in the Gifts and Hospitality 
Register.  

Category 1 - Remuneration 
 

NOTE: You do not need to 
register the amount of 
remuneration 
 
 

A description of 
 
(a) remuneration received by virtue of 
being:– 
 
(i) employed or self-employed; 
 
(ii)the holder of an office; 
 
(iii) a director of an undertaking; 
 
(iv) a partner in a firm; and 
 
(v) involved in undertaking a trade, 
profession, vocation or any other 
work; 
 
(b) any allowance received in relation 
to membership of any organisation; 
 
(c) the name, and registered name if 
different, and nature of any applicable 
employer, self-employment, business, 
undertaking or organisation;  
 
(d) the nature and regularity of the 
work that is remunerated; and 
 
(e) the name of the directorship and 
the nature of the applicable business. 
 

 
 
Jeff Ace 
 
Robert Allan 
 
Jimmy Beattie 
 
 
Lesley Bryce 
 
Angus Cameron 
 
 
Grace Cardozo 
 
Moira Cossar 
 
Laura Douglas 
 
Penny Halliday 
 
Philip N Jones 
 
 
 
Gillian Stanyard 
 
 
Lorna Carr 

 
 
Scottish Institute of Health Management 
 
DGVoice (Registered Charity) 
 
Employee Director, NHS Dumfries & Galloway 
Unison Representative (Travel expenses) 
 
Rainbow Services / Community Circles 
 
Secondment to Scottish Government on the Clinical 
Strategy 
 
Sleeping Giants Community Development CIC 
 
Service Manager, NHS Dumfries and Galloway 
 
LK Douglas Consulting Limited 
 
Relationship Scotland 
 
Dumfries and Galloway Council (Retired Member) 
Crichton Trust Trustee (Non-Remunerated) 
 
Gillian Stanyard Services (Sole Trader) 
Psychotherapy 
 
Head of Profession – Occupational Therapy, NHS 
Dumfries and Galloway 
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Column 1 
Registerable interest 

category 

Column 2 
Description of interest 

Column 3 
Members Registering an Interest in this Category  

(and Description of interest) 
MEMBER REGISTERED INTEREST 

Category 2 - Related 
undertakings 

A description of a directorship that is 
not itself remunerated, but is of a 
company or undertaking which is a 
parent or subsidiary of a company or 
undertaking which pays remuneration.  
 

 
Robert Allan 

 
DGVoice 

Category 3 - Contracts A description of the nature and 
duration, but not the price of, of a 
contract which is not fully 
implemented where:– 
(a)  goods and services are to be 
provided, or works are to be executed 
for the NHS; and 
(b)  any responsible person has a 
direct interest, or an indirect interest 
as a partner, owner or shareholder, 
director or officer of a business or 
undertaking, in such goods and 
services. 
 

  

Category 4 - Houses, land and 
buildings 

A description of any rights of 
ownership or other interests that may 
be significant to, of relevance to, or 
bear upon, the work or operation of 
the NHS Board 
 

  

Category 5 - Shares and 
securities 

A description, but not the value, of 
shares or securities in a company, 
undertaking or organisation that may 
be significant to, of relevance to, or 
bear upon, the work or operation of 
the NHS Board 
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Column 1 
Registerable interest 

category 

Column 2 
Description of interest 

Column 3 
Members Registering an Interest in this Category  

(and Description of interest) 
MEMBER REGISTERED INTEREST 

Category 6 - Non-financial 
interests 

 

A description of such interests as may 
be significant to, of relevance to, or 
bear upon, the work or operation of 
the NHS Board, including without 
prejudice to that generality 
membership of or office in:– 
(a) other public bodies; 
(b) clubs, societies and organisations; 
(c) trades unions; and 
(d) voluntary organisations. 
 

Jeff Ace 
 
Robert Allan 
 
Jimmy Beattie 
 
 
Grace Cardozo 
 
Moira Cossar 
 
 
Eddie Docherty 
 
 
Katy Lewis 
 
 
 
 
 
Penny Halliday 
 
 
 
 
 
Philip N Jones 
 
Gillian Stanyard 
 
 
Lorna Carr 

Director of Scottish Institute of Health Management 
 
Unison Member 
 
Unison (Branch Secretary) 
Integration Joint Board Voting Member 
 
Trustee – The Blether Bus 
 
Unison Member 
Elder of St Mungo Kirk Session (Session Clerk) 
 
Royal College of Nurses – Member 
Institute of Filipino Martial Arts – Instructor 
 
Public Sector Director of South West Hub 
Scottish NHS Pension Scheme Advisory Board 
Member 
NHS Dumfries and Galloway Endowment Fund Trustee 
Integration Joint Board – Chief Finance Officer 
 
Chair of Integration Joint Board 
SNP Member 
Member of the MacMillan Cancer Scottish Involvement 
Group 
Member of the TCAT Cancer User Involvement Group 
 
Trustee of the Crichton Trust 
 
BACI – Member 
Institute of Directors – Member 
 
Unision – normal member via professional body – 
Royal College of Occupational Therapists 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
5th June 2017 
 
 
BOARD BRIEFING 
 
Author: 
Rachel Hinchliffe 
Communications Assistant 
 

Sponsoring Director: 
Jeff Ace 
Chief Executive 
 

Date:   26th May 2017  
 
 
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 Galloway 

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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Introduction 
 
Section 1 – Events 
 
Medicines in Scotland: What’s the right treatment for me? 
Health Improvement Scotland have introduced a new booklet for patients and the 
public, the aim being to engage and educate the public about the benefits and risks 
of medicines and engage patients in shared decision-making, ultimately leading to 
higher quality care, reduced risk, less waste and better outcomes.  The leaflet is 
available on the following link: 
 
http://www.healthcareimprovementscotland.org/medicinesbooklet.aspx 
 
World Voice Day – 16 April 2017 
World Voice Day is celebrated around the world on 16 April every year.  Adult 
Speech and Language Therapy (SLT) Services use this opportunity to raise 
awareness of clinical voice disorders.  Approximately a third of people working in the 
UK depend on their voices for work so voice disorders have significant financial 
implications for employers and the Health Service.   
 
NHS Dumfries and Galloway run a joint ENT/SLT Voice Clinic at Dumfries and 
Galloway Royal Infirmary.  The clinic is held twice monthly by an ENT consultant, a 
specialist Speech and Language Therapist and with support from clinical staff in 
Outpatients.  Assessment in Voice Clinic leads to differential diagnosis and the most 
appropriate and effective management programme.  
 
117 people accessed the Voice Clinic last year.  Feedback cards asking people to 
comment and rate their experience of Voice Clinic were provided at the end of every 
consultation.   For World Voice Day 2017, we would like to share the outcomes, of 
the 69 that responded all rated their experience from good (4) to excellent (65). 
 
A selection of comments: 

• “Very positive experience.  Very professional approach both from specialist 
and therapist.”   

• “A very thorough and comprehensive assessment.  Feel very happy progress 
is being made.” 

• “Appointment was very well conducted with everything being fully explained.” 
• “Very relaxed and very professional with clear explanation of health issues.” 
• “All was good today. Very well treated with kindness and with efficiency.” 

 
National Dementia Champions Graduation – Cohort 7 
NHS Dumfries and Galloway staff Lynn Scott, Senior Charge Nurse, Megan 
Alexander, Physiotherapist and Kirsty Paterson, Occupational Therapist below were 
part of the 102 Dementia champions graduating this year from across NHS Boards, 
Scottish Ambulance Service, NHS 24 and Social Services. 
 
Across the region and across a wide range of clinical areas and departments, 
Dumfries and Galloway has close to 150 local champions. Nominations for the next 
local programme will be sought in June this year and will be advertised through 
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Beacon. For further information, please contact Julie Garton, Alzheimer Scotland, 
Dementia Nurse Consultant, jgarton@nhs.net or 01387 246 981.  
 
Dementia Awareness Week – 29 May – 4 June 
NHS Dumfries and Galloway held a series of events to raise awareness of 
Dementia.  In partnership with Alzheimer Scotland and Playlist for Life, these 
included drop in sessions at venues in Dumfries and Kelloholm organised by Health 
and Wellbeing and Building Healthy Communities.  A tea and blether at Crichton 
Hall, display boards at the infirmary and a mp3/ipod donation collection box. 
 
International Midwives Day – 5 May 
Midwives in Dumfries and Galloway celebrated International Midwives Day with tea 
and cakes, with a display of old photographs and staff uniforms. 
 
International Nurses Day – 12 May 
Nurses across the region received letters of thanks and cakes were delivered to the 
ward to mark International Nurses Day and celebrate the anniversary of the birth of 
Florence Nightingale.  
 
Section 2 – Staffing Changes, including new starts, retirements 
 
Stores 
Alan Fell retired after 17 years service with the NHS in May.  Starting at the laundry 
then in the Finance department as a Ward Product officer.    
 
Maternity Services 
Alexandra Kelly, Auxiliary Nurse at the Maternity and Birthing suite in Cresswell 
retired in May 2017 after 43 years.  Alexandra started as a domestic at the Infirmary 
in 1974.   
 
Payroll Service Manager 
Keith Buckley, Payroll System Manager left the NHS in May after 17 years.   
 
Personal Assistant to Associate AHP Director 
Catherine Roddick retired from NHS Dumfries and Galloway on 31 May 2017.  
Catherine has worked for the Board for 11 years.  
 
Orthoptics 
Pauline Johnstone retired from the Orthoptics Team with over 30 years service with 
NHS Dumfries and Galloway. 
 
Corporate Communications and Business Intelligence 
Kyle McKie joined the team in April 2017.  Kyle will provide administration support to 
the Business Intelligence Team and will perform a front facing role within the 
Communications Team.  
 
Consultant Microbiologist 
Dr Bryan Marshall joined the Board as a new Consultant Microbiologist at the 
beginning of April 2017. Bryan was previously a consultant microbiologist in 
Northumbria Healthcare NHS Foundation Trust. 
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Nurse Staffing Facilitator 
Lori Pattinson will be left the Board in May 2017 to join NHS Education for Scotland.  
Lori started with NHS Dumfries and Galloway in 2006. 
 
Podiatry 
Kyle Willis has recently been appointed a post in Podiatry MSK (Muscular Skeletal)  
for  Stewartry/Wigtownshire teams. 
 
Health Facilitators Team 
Gail Adams joins the Health Facilitators team for Learning Disabilities. 
 
 
Women, Children’s and Sexual Health Services Directorate Updates 
The Women, Children’s and Sexual Health Services Directorate would like to 
congratulate the following on securing their new posts: 
 

• Karen King – Head of Midwifery/Consultant Midwife 
• Gill Jess – Clinical Manager 
• Angie Adams – Clinical Performance Manager 
• Lynda Glover – Senior Charge Midwife/Team Leader East 
• Anne Kingstree – Administration/IT Manager 
• Karen Conlan – Business Support Manager 

 
Dental Services New Appointments 
Following Penny McWilliams (Director of Primary Care Dental Services), recent 
retirement and a review of senior leadership for NHS Dental Services I am delighted 
to advise that the following positions are now in place: 
  

• Professional Lead For Dental and Oral Health Services 
Valerie White, our Consultant Dental Public Health/Public Health, has now 
taken on this role for NHS Dumfries and Galloway 

 
• Public Dental Service (PDS) Clinical Lead 

Alison Milne has been appointed as our new Public Dental Service (PDS) 
Clinical Lead in NHS Dumfries and Galloway. Alison has worked in our  PDS 
for many years and provides Special Care services, she also brings with her 
experience of working in the General Dental Services and Hospital Service.  

 
• Dental Practice Adviser 

Laura Kerr has been appointed to the post of Dental Practice Adviser and will 
join the team on Monday 8 May.  Laura has been a general dental practitioner 
in Dumfries & Galloway since completion of her General Professional Training 
in 2007  Laura opened Birch Valley Dental Practice in Dalbeattie in 2010. 

 
 
 
 
 
 

NOT PROTECTIVELY MARKED 
Page 5 of 7 



The following staff have received Loyalty Awards from January-April 2017: 
 
• Michelle McAuley, RDU Co-ordinator, Newton Stewart Hospital 
• Gail Templeton, Healthcare Support Worker, Ward 14, DGRI 
• Agnes McCleary, Support Services Assistant, Newton Stewart Hospital 
• David Bryson, General Manager – Facilities, DGRI 
• Sarah McClune, Healthcare Support Worker, Cree Ward, Midpark 

 
 
Section 3 - Current Consultations 
 

From Topic Response 
due by 

Scottish Government 

Police Scotland 2026 Strategic Programme 
and Consultation 
 
Response submitted 

07/05/2017 

Scottish Government 
A Severance Policy for Scotland - consultation 
on severance arrangements across the 
devolved public sector 

23/05/2017 

National Services 
Scotland Safe and Effective Staffing Consultation 05/07/2017 
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Section 4 – Chief Executive and Chairman Commitments 
 

Chief Executive’s Diary 
Key Events 

 Chairman’s Diary 
Key Events 

June  June 
8 NHS Board Workshop - Annual Accounts  8 NHS Board Workshop - Annual Accounts 
13 NHSScotland Senior Leaders Forum  13 NHSScotland Senior Leaders Forum 
13/14 NHS Chief Executives Meeting  15 Fit for Work Scotland Programme Board 
20 NHSScotland Event  16 Strategic Partnership 
23 MP/MSP Quarterly Briefing  19 Special NHS Board Meeting for Annual Accounts 16-17 
29 Management Team  20/21 NHSScotland Event 
30 WoS RPG & Chairs Group  29 MP/MSP Quarterly Briefing 
   30 WoS Chairs Group 
July  July 
17 Board Workshop Infrastructure & Technology  17 Board Workshop Infrastructure & Technology 
20 National Specialist Services Committee   
25 Management Team 
26 Scottish Trauma Network Steering Group 
 
Chief Executive Appointments to Regional and National 
Groups 

Chairman 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 

• 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  
 
HEALTHCARE GOVERNANCE COMMITTEE 
 
13 March 2017                 
10 a.m., New Board Room, Crichton Hall 
 

Present: Mr. Phillip N. Jones Chairman  
 Mrs. Penny Halliday  Non Executive Member (Chair) 
 Mr. Jeff Ace   Chief Executive  
 Dr. Grecy Bell GP Representative  
 Dr. Angus Cameron  Medical Director 
 Dr. Andrew Carnon  Joint Interim Director of Public Health  
 Mr. Eddie Docherty   Nurse Director  
 Ms. Laura Douglas Non Executive Member 
 Mrs. Joan Pollard Associate Director of AHPs  
 Mr. Bill Rogerson  Lay Member  
 Ms. Gillian Stanyard Non Executive Member  
 Mrs. Alice Wilson  Deputy Nurse Director  
   
Apologies: Ms. Lesley Bryce Non Executive Member  
 Ms. Lorna Carr  Chair – Area Clinical Forum  
 Dr. Martin Connor Infection Control Doctor 
 Dr. Ken Donaldson Deputy Medical Director 
 Mrs. Elaine Ross Infection Control Manager  
 Mrs. Julie White  Chief Operating Officer  
   
In Attendance: Ms. Margaret Johnstone E.A. to Nurse Director  
 Ms. Ananda Allan Health Intelligence Specialist  
 Mrs. Vicky Freeman  Head of Strategic Planning  
 Ms. Ashley Johnstone Nurse Co-Ordinator, Looked After 

Children and Young People  
 Dr. Andrew Eccleston  Consultant Paediatrician   
 Ms. Emma Murphy  Patient Feedback Manager  
 Dr. Gregor Purdie  General Practitioner  
 
1. Apologies for Absence  

Apologies as noted above.   
 

2. Declarations of Interest  
Nil.  
 

3. Notes of the meeting held on 16 January 2017          
Approved with some minor changes.  
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4. Matters Arising 
 
Palliative and End of Life Care  
PH highlighted her request for an update paper for this meeting and the 
planning paper which was not ready, noting there was no paper on the 
agenda.  She requested ensuring there is a paper.  VF offered a verbal 
update and PNJ accepted this but also requested a paper for the next 
meeting.  
 
VF confirmed that the initial paper was complete and work carried out with 
Primary Care Services to put in some short term measures.  The paper for 
the future model is under development just now.  PH explained that she had 
spoken with Dr. Mary Donnelly and the GPs are keen to be engaging with the 
Board around palliative and end of life care and would like to be part of the 
planning going forward.  The previous model had two Macmillan Nurses as 
part of the team who were able to cover at night but this no longer exists.  VF 
responded that they are looking to see how we support primary care in the 
community, asking about what we can provide and what is sustainable to 
support people at home with end of life care.  VF assured PH that the GPs 
will be included.  LD asked if we connect with the group at the University 
around community based palliative care and VF responded that she had 
been in touch with them.  PNJ commented that he had met with Dr. David 
Clark and was encouraged around the potential hospice, Maggie’s Centre.   
 
Transport Issues  
PH highlighted that AC had agreed to arrange a meeting with the Scottish 
Ambulance Service and he responded that the manager, Sam NcNeish, was 
retiring but would arrange for a representative to attend the May Committee 
meeting.  PNJ requested that AC, on behalf of the Board, send Sam NcNeish 
our best wishes.  
 
Hospital Standardised Mortality Ratio (HSMR)  
AC highlighted previous concerns about how reliable HSMR is, noting that 
the figure for DGRI was satisfactory, but very low at under one and included 
measures from the community hospitals.   He explained that he had met with 
the coders and IT staff and the outcome is that training is now in place for the 
community hospital coding.  AC went on to say that there has been a change 
but not sure if it is because of the training, DGRI is now 0.71 which is 
remarkably good.  Although statistics assume there is a process problem it is 
reassuring that this looks better.   
 

5.  Action List  
ED commented that all the actions are up-to-date, noting that the Palliative 
and End of Life Care paper had been deferred to May.  LD requested bullet 
points in the action plan and this was agreed.  PNJ requested that a draft 
agenda for the next meeting be included as a standing agenda item.  
 
GS asked JA if the Patient Experience in the West paper would be available 
for the May meeting and he responded that there was a good possibility that 
this will happen, explaining that this project keeps growing.  JA has asked 
Nicole Hamlet, returning to work on a phased-in basis, to pull together all the 
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pieces of work being done around Galloway Community Hospital and initial 
meetings have taken place with work being handed over.  JA acknowledged 
the lateness of this paper.   
 
PNJ suggested that an update on regional planning maybe helpful particularly 
around resources input and JA agreed an update on both risk and planning.  
PNJ suggested a workshop around this.   
 

STANDING ITEMS 
 
6. Patient Experience Report     

JP presented the paper highlighting a drop to 44% compliance in responding 
within 20 working days noting that this was due to staff absence.  She 
explained that the Team are working towards the new Complaints Handling 
Procedure (CHP) and developing an action plan which will address these 
performance issues.  JP noted that the total number of complaints received 
was 64 with 25 compliments in addition to those recorded on Patient Opinion.  
However, 5 new complaints have been raised with the Scottish Public 
Services Ombudsman (SPSO).  JP highlighted ongoing work around “Caring 
Conversations” explaining that the Person Centred Health and Care 
Committee (PCH&CC) would be discussing a pilot of the Good Conversations 
Tool.   
 
JP explained that Dawn Allan, Spiritual Care Lead, is out and about mapping 
what spiritual care support is available and what is required, focussing her 
support initially on providing staff support in and around DGRI before 
transition to the new hospital, also working with the Artists in Residence 
around sensitive spaces in the new hospital.  Dawn is meeting with 
volunteers and we are now at a point where we are recruiting to volunteer 
roles for the new hospital.  We have invested in the Volunteer Scotland 
Award, are looking at policies and procedures and currently working on the 
first draft of the revised Volunteer Strategy.   
 
JP noted that the Participation and Engagement Network had been launched 
with a couple of consultations being sent out and EM is working with the 
Network Group to move this forward.   
 
EM noted the implementation of the new CHP, developed by the SPSO to 
ensure a consistent approach to complaints handling across NHS Boards in 
Scotland with effect from 1 April 2017.  She highlighted poor compliance with 
timescales; the triage of patient feedback on receipt; early resolution; 
compliments and improvements to move this forward.  The procedure is 
almost finalised and will be signed off at Management Team next week.  LD 
commented that it was good to see a move away from just complaints as we 
have not had this information before and it would nice to see compliments.   
 
LD highlighted the new policy asking EM if we were confident that this will 
help us to move forward as she feels more comfortable that it will.  She 
acknowledged that next month’s report will not have good focus but given 
what you are saying about making improvements would like to see if the next 
few months show these improvements.   
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LD highlighted Appendix 1, Patient Opinion Stories, “My daughter’s life” 
asking if there was any follow-up with this story.  JP responded that we had 
communicated with the individual and received an email to say the daughter 
is now in a better place.  ED noted that one of our key objectives was to put 
time back into the team and cross-reference our learning by doing a 
standalone piece of work tying it in with Significant Adverse Event Reviews 
so that investigations are the same so that learning will look the same.  EM 
noted that one of the key benefits is the move to a two step process to 
include early resolution which will remove 70% of complaints at the start 
which is expected by the SPSO and will be better for patients and families.  
PNJ commented that he pleased to see this is moving forward, measuring 
complaints is one part of the bigger picture of measuring patient experience.  
Just focusing on complaints helps us to understand what we do in detail and 
what people are experiencing in the services.   
 
GS highlighted how we measure learning we extract from feedback, outlining 
the process at Midpark Hospital where people are still looking at responses 
from two years ago.  She asked how we are sharing good practice, good 
communications training and how will we create gaps so that this training can 
become refined and be passed on.  JP noted that conversation training will 
head towards similar documents, look at conversation tool, reaching numbers 
in small cohorts of 20 – 25 people every month over the next year.  Need to 
do first test to see how this fits with work AW has been doing.  A piece of 
work around VBRP will be included.  EM is working towards identifying 
complaint feedback co-ordinators within the directorates who will be key co-
ordinators for the Patient Opinion feedback.  We have just undertaken care 
information extended sessions on the use of patient feedback, which comes 
under health, with social work and care home providers which will give us the 
bigger overview picture of how we are working with delivery in partnership 
threaded through what we have.  JP explained we will have a conversation 
around learning at the HCAT agenda item as one of the steps of the HCAT 
will help with this.  ED commented that his last discussion was quite clear, 
that we are stabilising what is going on with lots of work around this and to 
look at this from where we were a year ago is not where we are today.  He 
agreed that HCAT will bring a level of assurance and learning within our 
systems.  EM commented that learning is an issue across the public sector 
explaining that the SPSO has just developed a learning centre to help us to 
better identify learning and to link it up.  PNJ noted the good progress around 
this work.  
 
The Committee:  

• Noted the report  
 

6a Patient Experience: Healthcare Complaints Analysis Trial (HCAT)  
ED explained that the presentation was a taster for HCGC to show what can 
be done.  HCAT appears to be a powerful system which will provide robust 
data for discussion around this table but we need to look at costs and take to 
MT.   
 
PNJ noted his support for the system with PH in agreement.  PH commented 
that we have been asking for a long time now around getting more 

 NOT  PROTECTIVELY  MARKED 
Page 4 of 11 

  



meaningful information out of complaints, where can we say we have 
problems and answer our questions.  This system is based on outcomes 
which can then advise our services and as long as we can share the learning 
PH feels this ticks the box.  LD agreed and commented that coming from LSE 
gives confidence, we can take on board the costs around this and asked for 
feedback in general.    
 
AA explained the experienced users in Health Intelligence Team would look 
to triangulate patient experience.  A general level can be programmed and 
then do something a bit more in depth.  Looking at system holistically trying to 
move forward in a good way, not just looking at complaints but developing the 
tool which will have questions on customer satisfaction added in outlining the 
best information which we have not seen before.  ED noted that this will be 
the same process we have with adverse events which will give us a level 
around the severity of complaints, patient and public experience rather than 
the closing work we do.  PNJ noted the support around the table for this.   
 
GS asked if GP complaints would be capture in the system and AC 
responded that they would not as the vast majority of practices handle these 
themselves.  JA noted that some do come through to the Board.  GB noted 
that complaints are incorporated in GP performance data and if we 
encouraged GPs to put information in Datix and allow us to look at it, we 
could look at what sort of information we can glean and how can we use this.  
We do get some information but not much.  
 
The Committee:  

• Agreed support for the system  
 

7. H.A.I. Report  
ED presented the paper explaining that we will not meet the SAB target for 
the year, highlighting the rise in relation to IV drug users which has been 
investigated by a Problem Assessment Group and will continue to be 
monitored.  He noted that we are on target for C.Diff.      
 
ED highlighted E.coli bacteraemia explaining that an assessment process is 
starting nationally and, although our surveillance has been ongoing for quite 
some time, this will likely become one of our targets.   
 
ED highlighted a recent gastrointestinal outbreak at Annan Hospital noting 
that the hospital had been closed for 6 days with 3 patients and 15 staff being 
affected.  The ICT had pro-actively turned this around.  He explained that an 
outbreak of diarrhoea and vomiting in Ward 14, DGRI, had been confirmed as 
Norovirus by local PCR testing.  Feedback is very good from this.   
 
The Committee:  

• Noted the update  
 

8.  Patient Safety Report : Primary Care   
AW presented the paper highlighting the work currently being progressed in 
Primary Care in relation to General Practice, General Dental Practice and 
around reducing pressure ulcers in Care Homes, noting that nationally there 
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is no intention to continue funding.  She explained that there has been lots of 
improvement in Dental but really the message is to see how much they can 
encourage practices to continue.  AW explained that we are one of three 
Boards testing collaborative work in relation to pressure ulcers with five care 
homes starting work on the pilot and building relationships with partners in 
the 3rd Sector and the Independent Sector to ensure we are all supporting the 
same message.    
 
PNJ asked if the Dental Practices had been enthusiastic about this work and 
AW responded that they were and had worked really well on this.  PNJ 
highlighted Patient Safety in Mental Health and when AW noted that this 
report is particularly about Primary Care he asked if the two programmes 
would be learning from each other and AW explained that the QI Hub would 
bring all workstreams together.  PNJ noted that SPSP give very good 
feedback on the work taking place, acknowledging that everyone has a 
capacity issue and AW responded we could build capacity amongst the 
teams we have by staff attending one of the improvement courses.  
 
GB commented that she was meeting with Maureen Stevenson in relation to 
how we can source some of the funding we have in the Board to use in 
primary care and is making some progress around this.  
 
The Committee:  

• Noted the report  
 

INTERNAL REPORTS  
 
9.  Specialist Health and Wellbeing Service for Looked After Children (LAC)  

AE and AJ attended to present the paper noting that the LAC Team had been 
in place since 2014 and highlighting a dramatic step change in the service 
delivery, focussing on improving health and wellbeing of all looked after 
children and fulfilling the Board’s role as corporate parent.  The children come 
in lots of different groups, ie, foster care, looked after at home, supervision 
orders or can be placed in Dumfries and Galloway from across the UK.  The 
Committee is asked to note progress in relation to health assessments 
undertaken and the training and education delivered over the past year with 
the aim of having a trauma informed system in Dumfries and Galloway.  The 
paper provides a summary of some of the ongoing work.    
 
AE explained that we are failing children in some targets.  He explained that 
when doing assessments for LAC at home within the LAC Health Team there 
were some big gaps and they would like to move back to assessment within 
the skilled health service and rejig some of the medical staff.  A major issue 
recently has been lack of time and new IT which will help with the quality of 
our data as we are not sure it is trustworthy at present.  
 
PH highlighted funding asking if anything is required for team support and AJ 
responded that additional IT resources and support with data would help.  
She explained that by the time funding runs out the process will be 
established and we will change where we gather data.  Currently using e-
pens but having teething problems with this.  ED highlighted a recent 
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leadership walkround where data capture was demonstrated and this is 
working well but we cannot evidence as yet how we will structure this and 
extract data but IT work is the next step for evidence of suitable assessment.   
 
PH highlighted children being referred to CAMHS Services with an RTT of 18 
weeks asking if this is a risk that we do not have this information and if it is 
how can we address this?  AJ explained that we are seeing children well 
within times and when referred to mental health services they are seen very 
quickly, this is not direct clinical work but working with multi agencies.   AE 
explained that the child presents in the children’s ward and is referred to the 
LAC Team who respond to this crisis extremely quickly, assessment identifies 
the child’s needs and the risk is mitigated in this way.   
 
PH highlighted issues in information sharing asking about a communication 
report from a couple of years ago and AJ responded that it was not in relation 
to information shared when the child first becomes looked after.  Complex 
cases often have no information around them and this is not a safe way to 
proceed.  Team works closely with inter-agency colleagues who send a 
notification form which is necessary to carry out assessment in a safe way.  
However, parental rights still sit with parents who may not give information 
and if they do not give consent social work cannot share this.  PNJ asked 
about children who come from other areas and how do we ensure we have 
communication as the placing local authority should notify us they are placing 
children here but this does not always work, there is no trail for the numbers 
coming in and private providers tout for business.  AE explained that often 
our first contact with a child is in A&E and some of them are badly damaged 
children.  ED noted that the Children’s Services Executive Group (CSEG) 
have linked with the Care Commission around some of the work going on we 
were not aware of.  AJ explained that one of the hardest things around 
children we are not notified about is the long process, with lots of different 
steps, that the team managers from social work go through and there is a bit 
of tension at the moment as we are not sure where we are falling down.  PNJ 
asked if this would be better or worse when the “named person” comes in 
and AJ responded that she was not sure as the main difficulty is that social 
work are not sure they will have “named persons”.   
 
LD highlighted sharing of information asking if we place a child outwith the 
region do we share appropriate information.  AJ noted that there is very 
limited information when moving from England and that assessment is much 
better in Scotland where we have a good network of LAC nurses and will 
contact them in other Boards.  There are less issues in Scotland than in 
England.  AE acknowledged that some children go to England as they have 
family there.  LD highlighted the 24 referrals not accepted, asking about the 6 
incomplete referrals and AJ replied that social work will send a referral which 
is subject to all of our LAC procedures, including mental health, and she will 
follow this up.   
 
PH highlighted LAC Champions and children being looked after in Dumfries 
and Galloway from areas outwith, noting her concern that this is no further 
forward and asking if the LAC Champions Board should be doing this or 
something different through the Care Commission around this.  ED will ask 
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this question at CSEG, who are also concerned, and this could be an 
opportunity to escalate our concerns and have these discussions with senior 
officers of the Champions Board.  ED noted that only in the last two weeks 
there has been an established process change in the core questions, 
previously we have been told we need to go through the complaints process 
and we are renegotiating with this as we do not want to complain, we want to 
work with them.  AJ explained that they have been working with care 
providers around this, following process and seeing a slight improvement.  
PH explained that she was still concerned about this and requested an 
update at the July meeting around where we are with this and AE agreed to 
provide a paper around the pro-active links with private providers for children 
who move into our area.  This is complex due to the England and Scotland 
assessments being so different.      
 
GS asked what would be expected from further delivery of the seven week 
training programme and AJ responded that she would hope to see increasing 
confidence and some positive feedback from social work managers.  Two 
members of staff were unable to complete the seven weeks but will be given 
the opportunity to do this.  A series of half day training sessions was very 
successful.     
 
GS asked about locum supervision and if there were risks?  AE explained 
that this depends on locum involved and we have no major concerns around 
the one we currently have.  The Consultant Community Paediatrician 
provided medical leadership with in LAC Team but we failed to recruit to this 
post and it was readvertised.  We have taken on a locum for six months for 
career development community experience who is a safe pair of hands.    
 
PNJ noted assurance to the Board from the LAC Team around the significant 
ongoing progress from where we started with the initial report, we are much 
better placed and seeing a huge difference in Children’s Services.      
 
GS asked AE what he would recommend and he responded that with a blank 
cheque book, lots could be done.  The biggest difference would be more LAC 
nurses who really do the work and get involved, engaging and advocating for 
this group of children which makes a powerful difference to these young 
people.   
 
The Committee:  

• Requested an update for the July meeting   
 

10. Exceptional Referrals Panel (ERP) Annual Report    
ACar and GP attended to present the report around the workings and 
decision making of the ERP not only for costs in their own right but how this 
impinges on other areas of the Board.    
 
ACam explained that these referrals incur extra costs to the Board but the 
main focus is the clinical needs of patients.  There are a number of gaps in 
the protocol and we are looking to find ways to improve this.  There are 
issues around patients being referred to Carlisle, going through the English 
system rather than being referred in Scotland.  Occasionally the ERP request 

 NOT  PROTECTIVELY  MARKED 
Page 8 of 11 

  



is prompted by receipt of an invoice.  Clinicians need to remember to follow 
similar pathways for ERP referrals.  The numbers are interesting and the 
themes are useful.  He highlighted discussion and disinvestment noting that 
we are no longer funding acupuncture.  However, having stopped the 
providing contract we find out that this is still happening because some of our 
physiotherapy staff are trained in this.  ACam will follow this up.  JP 
commented on the difficulties in referring someone for acupuncture with ED 
noting there is some tension in the system.  ACam noted these are difficult 
decisions and there is some anxiety about withholding.  Could be provided by 
physiotherapy if appropriate but would not fund acupuncture.  JA commented 
that given that most of this is around palliative care, we need to have clear 
discussions not to contract out.  LD asked how many retrospective invoices 
were received and ACar responded a significant number, 5 – 10% of costs.  
He highlighted a potentially expensive creeping development around 
prosthesis for aortic aneurysm with patients being sent for tests before 
agreeing funding.  GP acknowledged that ACam is very supportive in this 
work with lots of discussions.   
 
PNJ highlighted the ten things we should do to make a difference noting that 
the better value part of this is about managing demand.  This first report is a 
good thing and we need to focus on where there are departures from our 
process and come back with proposals around where we need to invest.   
 
GB highlighted the number of panel members and the need to meet 
fortnightly, agreeing that this is necessary.  LD asked, over the past year, 
what was the amount of money we spent.  ACam explained that he is looking 
for this information but it is difficult for Finance to find time to provide this.  For 
Mental Health Directorate this is in excess of £100,000 and ACam is having 
discussions with David Hall.  He has also asked for reports from the other 
Directorates.   GP highlighted that the need to get an appropriate placement 
at the appropriate time can be difficult if we have no capacity within our 
contracts and the patients need to be placed elsewhere.  AW commented 
that estimated costs against this would be good, especially retrospectively, 
acknowledging that we are not focussed on the money.     ACar will pick this 
up with Finance colleagues.  ACam noted that he spends a lot of time going 
back to the referrers as clear and comprehensive criteria is required despite 
having written to the Consultants and GPs time and again.  GB commented 
that we have to take ownership of how we use resources, make financial 
decisions and then we can apply to the ERP before discussing with patients.  
In response to PH asking about the mental health trends increasing and more 
demands for treatment outwith the region ACar responded that we have small 
but regular numbers of patients from Midpark requiring care elsewhere and 
this is slightly lower than it has been in recent years and are steady at the 
moment.  GS asked for clarity around the next steps and ACar confirmed this 
will be discussed at the next ERP meeting.   
 
PNJ noted that the Committee are encouraged by the progress you are 
making on this explaining that it is important that the issues we are talking 
about come here.  
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The Committee:  
• Noted the report  

 
11. Safety Action Notice 16/03: Nasogastric Tube Misplacement:  

Continuing Risk of Death and Severe Harm   
AW presented the paper explaining that the action notice was very clear 
around the number of things we had to do and bringing a paper to the 
Committee was one of them.  She highlighted the self assessment questions 
noting that many of the responses read “no further action required” or “no 
plan for a change in process” explaining that we are compliant except in a 
few small areas.  AW noted our responses where we are not compliant are 
around doctors who are trained once in the assessment of NG tube 
replacement and we do not train them again and do not assess their 
competence.  As far as the Medical Director is concerned there is no further 
action to be taken around this.  AC commented that there had been no 
incidents in the last year and AW confirmed this with ED noting that within 
NMAHP we are comfortable about how this looks.  For those areas where we 
are advised that we must reassess competence it was agreed that anything 
more than annual is not a reasonable response to this.  PNJ noted we have 
risk assessed this area and we do not require to do any more than annual 
review.  ED commented that it was very unusual for a Director’s name to be 
attached or to present papers to Board.   
 
The Committee:  

• Noted the report   
 

12. Prevention and Management of Pressure Ulcers  
AW presented the paper explaining that pressure ulcer reporting would now 
come through via the Older People Standards.  ED commented that he was 
supportive of this which is going well in the test areas.  
 
The Committee:  

• Noted the report 
ITEMS FOR NOTING  
 
13. Notes of the Health Adult Support and Protection Committee    

The notes of the Health Adult Support and Protection Committee held on 6 
December 2016 were noted.  
 
AW highlighted the creation of an action plan around this group and it was 
agreed that six monthly reports would come to the Committee.   
 

14. Notes of the Infection Control Committee        
The notes of the Infection Control Committee held on 29 November 2016 
were noted.  
 
GS highlighted the new build update in relation to the water quality from the 
borehole and the mould issue.  JA responded that the water quality issue is 
being addressed and that the bathroom “pods” which had developed mould 
due to poor storage had been removed and replaced.  JA noted that we are 
comfortable with the remedial work and inspections will continue but so far 
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we are pleased with progress.  PNJ commented that it was an independent 
tester who had highlighted this issue and JA noted that we have Estates staff 
on site all the time doing our own walkrounds, checking on the controls we 
have in place, ensuring the building team delivers as we expect, with a three 
month “snagging list” in place on completion.  
 

15. Any Other Competent Business 
 
Perinatal Mortality Rate  
ED noted that we are an outlier in relation to the perinatal mortality rate and 
has asked health intelligence to look at this.  
 
HEI Inspection  
JA highlighted the recent unannounced inspection at Galloway Community 
Hospital noting that there were no significant issues other than the storage 
areas but generally positive feedback.  
  

Date of Next Meeting  
Monday 15 May 2017, at 10 am, New Board Room, Crichton Hall.  
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DUMFRIES AND GALLOWAY NHS BOARD  
 
HEALTHCARE GOVERNANCE COMMITTEE 
 
16 January 2017                
10 a.m., New Board Room, Crichton Hall 
 
Present: Mr. Phillip N. Jones Chairman  
 Mrs. Penny Halliday  Non Executive Member (Chair) 
 Mr. Jeff Ace   Chief Executive  
 Dr. Grecy Bell GP Representative  
 Ms. Lesley Bryce Non Executive Member  
 Dr. Angus Cameron  Medical Director 
 Dr. Andrew Carnon  Joint Interim Director of Public Health  
 Ms. Laura Douglas Non Executive Member 
 Mrs. Joan Pollard Associate Director of AHPs  
 Mr. Bill Rogerson  Lay Member  
 Mrs. Elaine Ross Infection Control Manager  
 Mrs. Alice Wilson  Deputy Nurse Director  
   
Apologies: Ms. Lorna Carr  Chair – Area Clinical Forum  
 Dr. Martin Connor Infection Control Doctor 
 Mr. Eddie Docherty   Nurse Director  
 Dr. Ken Donaldson Deputy Medical Director 
 Ms. Gillian Stanyard Non Executive Member  
 Mrs. Julie White  Chief Operating Officer  
   
In Attendance: Ms Margaret Johnstone E.A. to Nurse Director  
 Mrs. Helen Keen  Nurse Manager, Cancer and Palliative 

Care Service 
 Mrs Ann Fitzpatrick  Nurse Consultant, Public Protection, 

Women, Children’s and Sexual Health 
Service  

 Ms Kathleen McFarlane  Lead Nurse/Assistant General Manager, 
Women, Children’s and Sexual Health 
Service  

 Mrs. Linda Williamson  General Manager , Women, Children’s 
and Sexual Health Service 

 Dr. Willis Peel  Organ Donation Champion 
 Mr. Andrew Walls  Chair, Organ Donation Committee  
 
1. Apologies for Absence  

Apologies as noted above.   
 

2. Declarations of Interest  
Nil.  
 

3. Minute of the meeting held on 14 November 2016          
Approved with some minor changes.  

Agenda Item 42 
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4. Matters Arising 
 
Hospital Standardised Mortality Ratio (HSMR)  
Following on from the discussion at the November 2016 Committee Dr. 
Angus Cameron explained that, although he had not managed to complete 
his planned review of 100 casenotes, there was no evidence of any failure of 
care.  The coding is not working properly rather than anything the Committee 
should be worried about and staff training is now in place.    
 

5.  Action List  
Noted.  
 

STANDING ITEMS 
 
6. Patient Experience Report     

Joan Pollard presented the paper highlighting 93% compliance with the three 
working day acknowledgement and a drop to 24% compliance with the 
response in 20 working days target.  Joan explained that Emma Murphy, 
Patient Feedback Manager, is working on developing an action plan for the 
new model complaints process.  Training is in place and Emma is liaising with 
the General Managers in relation to the roles of the co-ordinators.  These 
actions should ensure effective implementation of the new Model Complaints 
Handling Procedure and help us address the performance issues with 
compliance.  Working with Information Services will help us to know when we 
are not achieving performance indicators and share this with the General 
Managers.  Joan noted some sickness in the Complaints Department.  
 
Joan highlighted five responses from the Scottish Public Services 
Ombudsman (SPSO) noting that one case would not be investigated further 
and the other four were either upheld or upheld in part and these were due to 
failures in the complaints process.  In the past there has been an issue 
around who the SPSO actually contacts and in future Emma will be the link to 
ensure communications work effectively.  In response to Phil Jones asking 
about Emma’s role with the SPSO, Joan replied that Emma is working at a 
higher level which we did not have within the Complaints Department before 
she was appointed and she worked directly with the SPSO in her previous 
role with the Council.  
 
Joan highlighted the Patient Opinion data noting that the national team had 
visited last week and explaining that although NHS Dumfries and Galloway is 
one of the lowest using Boards we have the highest positive feedback.  
Activity is increasing which means the feedback is more reliable.  Following 
discussion at last week’s meeting we should be using wordles pro-actively.  
Joan asked the Committee for views on how to move this forward.   
 
Penny Halliday recognised the amount of work going on in patient experience 
and how much further forward we are with this.  She highlighted that at the 
workshop on Patient Opinion we discussed how patient experience could be 
used with staff to highlight positive and not so positive feedback and get them 
to take ownership without it being a negative experience.  Joan replied that 
this could be used within services itself, and to Board, but need a way that is 
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positive and consistent.  Penny commented that if it was used for learning it 
would be useful for the Committee to see it, maybe not across the whole 
service but look at different areas for six months and then review.  Alice 
Wilson noted that care assurance work is coming up and asked if there was 
any way to link this to that work and Joan responded that the activity was too 
low but if we used it at directorate level in the future it may link to where we 
need to use it first.  Phil commented that if we are not monitoring this it would 
be unrealistic to ask for work to be done just for this Committee which should 
just receive reports whether successful or not.  There is a lot of good work 
going on here and, from time to time, with workshops and development 
sessions we can be given feedback.  Laura Douglas commented that this is 
an area close to her heart and, following her absence, noted the difference 
around what is happening, this morning’s conversation around how we use 
data is good and asked Joan to pass on her thanks to the team.  Phil 
commented that this is a good piece of work and something we are doing well 
on.   
 
The Committee:  

• Noted the report  
 

7. H.A.I. Report  
Elaine Ross presented the paper explaining that having highlighted the very 
positive picture being presented in the paper in relation to what is happening 
across Dumfries and Galloway at the last meeting there had been a slight blip 
in our figures, with five SABs and five C.Diff cases in December.  Elaine is 
hopeful we will still be able to achieve our target but this will be a bit tight, we 
may make the C.Diff target but the SABs target is more vulnerable.  Four of 
the SABs cases were IV drug users and these will always be difficult to 
tackle.  Elaine noted that the C.Diff failures were not treatment failures 
explaining that people are getting better at recording HAI on the death 
certificates, even if it is not the actual cause of death.  HAI deaths are always 
investigated and then discussed at HAI Executive Group with procedural 
outcome reasons rather than care issues.  
 
Elaine highlighted E.coli bacteraemia explaining that surveillance has been 
ongoing for quite some time now although this will be a challenge and will 
become one of our targets.  She explained that UTIs are now becoming 
resistant to antibiotics with an increase out in the community and this is 
something we need to tackle through public health in advertising campaigns. 
 
Elaine highlighted the recent Norovirus outbreak affecting high numbers of 
patients who required high dependency care but low numbers of staff.  The 
staff were excellent and the ward did not remain closed for longer than 
normal although there were bed pressures to admit to a four bedded room in 
the closed ward, which was managed as well as we could, but did delay 
opening the ward by a couple of days.   
 
Elaine noted that Dr. Martin Connor had given his apologies for this morning’s 
meeting because the DGRI was very busy with flu/respiratory virus.  Phil 
commented that we talk about hospital acquired infection and lots of people 
come in with no indication of what they are bringing through the door.  Lesley 
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Bryce highlighted flu and, noting that the usual appointment letters for staff 
had not been sent out this winter, asked if there had been a change in the 
uptake.  Elaine responded that staff uptake was much the same with extra 
clinics being put on and her opinion was that it was a good decision not to 
give letters to staff.  She acknowledged that, out in the community, getting 
vulnerable groups who should be vaccinated is difficult.  Jeff Ace commented 
that quite high numbers of patients with flu had been attending A&E last week 
but there was no notice from public health that flu was high in the community.  
Dr. Andrew Carnon responded that the national data for flu is at low levels 
although increasing in secondary care but still very much what we would 
expect for this time of year.  Laura Douglas highlighted e.coli asking if we 
could do something locally and Elaine responded that she has an appetite for 
this, highlighting the “Go With the Flow” event which was very successful and 
is being repeated in other Health Boards.  Elaine explained that the Infection 
Control Public Involvement Group attended the agricultural shows in the 
summer but other than these events and the staff newsletter there is nothing 
else.  Phil recognised the good response to the report and the huge amount 
of ongoing work being done to achieve this, acknowledging the need to deal 
with the community and get this information out there.       
 
The Committee:  

• Noted the update  
 

8.  Patient Safety Report : Patient Safety and Improvement Workplan  
Alice Wilson presented the paper highlighting a change in the way the Patient 
Safety and Improvement Team (PS&IT) are supporting other teams, working 
across all sectors of the organisation, and with partners in social care and 
education teams.  She explained that we had not done very well in primary 
care highlighting pressure ulcer prevention and linking in with care homes, 
suggesting there be more focus on the infrastructure and how we support 
across the whole organisation.  Alice noted that the Quality Improvement SIS 
programme is now running locally with the first cohort underway and the 
second just about to recruit, thirty people in each, which will allow skills of 
improvement to be taken back into the workplace.   
 
Penny Halliday highlighted the conclusions asking about the investment 
required and Alice explained that she was not sure what this is going to look 
like, that it is a web based resource with the alternative being a local 
database and doing it ourselves.  She noted the Team are not sure what will 
work but have the opportunity to try something for a year with no costs 
around this so we will try it and see, even if it is good and works really well it 
may not be a priority for the Board to fund.  In response to Grecy Bell 
highlighting support for primary care and asking how Alice envisaged this,  
Alice explained that this had been developing in the West with funding for 
primary care which will end soon but that this would be discussed with Grecy, 
and others, around what is it best to do, how to use QI hub but there is no 
great level of detail around this.  National funding will end and there is no 
local resource.  Clinical microsystem currently testing so that we can 
nationally and locally move forward and structure the teams.  Grecy 
explained that primary care is promoting a new way or working which she had 
discussed with Maureen Stevenson but still required more information.   
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Phil Jones highlighted the Quality Improvement Workshop and asked how 
many hubs do we have and Alice responded that there was one hub, virtual 
and active.  Phil asked how we measure the impact of this and how 
successful the QI Hub is, was it for exchanging ideas and not just having a 
hub because everyone else does.  Alice responded that this is just starting 
and we are encouraging these groups to work differently together.  The Team 
link with Bill Irving, as many cross floors, and this has proved itself.  Penny 
commented that the care assurance framework will come under QI Hub and 
asked where this fitted in and Alice explained that Karen Hills is leading most 
of the care assurance work, working with Paula Riley and Bill Irving.  She 
would not say they come under the Hub, but it is absolutely linked in with 
improvement work.  Laura Douglas commented that she really liked the way 
the work is going, and key things, innovation, evaluation and making 
connections are getting across.  
 
The Committee:  

• Noted the report  
 

INTERNAL REPORTS  
 
9.  Vale of Leven Action Plan Update  

Alice Wilson presented the update as the most recent submission from 
August 2016.  She explained that she had met with Eddie Docherty and Ken 
Donaldson in late November 2016 to review progress.  Following discussion 
an action plan to address the areas where there is still some progress to be 
made was created.  Alice highlighted a couple of areas, one in relation to 
Tissue Viability, “Your Tissue Viability Nurse does such and such – we do not 
have a Tissue Viability Nurse” and the other in relation to the “Recruitment 
and retention of medical staff”.  Alice explained that Care Assurance was the 
result from Vale of Leven and confirmed that NHS Dumfries and Galloway 
complies with the majority of the recommendations, has made progress in the 
remainder and continues to monitor progress.   
 
The Committee:  

• Noted the report  
 

10. Care of Older People in Hospital – Care Assurance   
Alice Wilson presented the paper highlighting the Care Assurance 
Framework, as part of the Care of Older People in Hospital process, as an 
exciting opportunity to measure care and provide assurance to the 
Committee in relation to standards of care.  She explained that Levels 1 and 
2 have been tested in pilot areas and Level 3 is currently being tested based 
on Healthcare Improvement Scotland (HIS) standards and inspection 
methodology.   Alice commented that if the applied standards are right for 
older people, they will be right for everyone.  She explained that testing would 
be people going into the wards, in all areas, at different times over a couple of 
months measuring small pieces of work which allows us to get a much better 
feel of the area, for example, is it chaotic or calm and organised.  This may 
feel like a lot more work but gives a much better outcome.  Alice noted 
ongoing work with IT on the dashboard and that her next report would be on 
Care Assurance and Standards.  
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In response to Lesley Bryce asking if the framework had been introduced at 
the Galloway Community Hospital (GCH) and if staff required extra support 
with this, Alice explained that Newton Stewart Hospital, two wards in D&GRI 
and GCH had been the pilot sites and we are currently rolling this out to all 
wards/departments and cottage hospitals.     
 
Laura Douglas commented that in general this assurance seems good but 
highlighted that the framework has 48 pages.  Alice explained that no-one will 
be doing 48 at once, each speciality will do one standard over a period of two 
months.  Staff with knowledge and understanding can recognise what we 
need to improve or what is deviating across the organisation.  Bill Rogerson 
commented that this approach would have a positive impact on complaints 
around communication.    
 
Penny Halliday commented that this was excellent, with the method being put 
in place, small pieces of work being done and a much more supportive 
approach for members of staff.  Penny explained that she likes this, it makes 
sense and all the way through this is patient engagement, measuring what is 
going on, identifying what is good, what is not so good and supporting staff 
along the way.  She had one question in relation to flexible visiting as she had 
assumed that in the new hospital it would be open visiting because of single 
rooms but, at a person centred workshop last week, had been made aware 
that this is not the case.  Penny commented that this worried her as living a 
distance away flexible visiting is important for when families visit.  Jeff Ace 
commented that his understanding was flexible visiting and people staying 
over, looking at patients and the people who look after them, focussing on 
individual patients and asking them “what matters to you” when your family is 
visiting.  Penny agreed with Jeff’s comments, commenting that sometimes 
people are reluctant to say they don’t want family to visit and it is important 
this is in place for staff to ask patients what they want and can raise with 
families.  In response to Phil Jones asking where this would be decided Jeff 
explained that this would come through the workstreams with a report which 
he would take to the Person Centred Health and Care Committee.  Laura 
highlighted meal times, asking for supported meal times to be encouraged.   
 
The Committee:  

• Requested a paper on Visiting to the PCH&CC  
 

11. Palliative and End of Life Care  
Helen Keen presented the paper highlighting the current local response to the 
information concerning NHS Dumfries and Galloway’s provision of 24/7 
access to a supportive helpline for palliative patients which was released in a 
paper written for the Sue Ryder Organisation, “Dying Doesn’t Work 9-5”.  
Helen confirmed that we do have a 24/7 Rapid Response Service, which is 
led by a lone postholder Consultant, using Out of Hours, Primary Care, 
Clinical Nurse Specialists and the Marie Curie Roving Service, with the 
exception of postcode areas DG8/DG9 who do not have 24/7 access.  A 
planning paper requested by the Acute General Manager, from the Strategic 
Planning Department, to look at what resources were required was due at the 
end of last year but there has been a slight delay.  Helen noted that the Rapid 
Response Service is not available in DG8/DG9 explaining that a pilot that 
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mirrored the service in other areas was set up for a year in 2013-2014 but the 
model proved unsustainable.  We are currently in discussions with Marie 
Curie to undertake a scoping exercise for DG8/DG9 to address the current 
inequity and will use public engagement in the area to find out what people 
want.   
 
Penny Halliday explained that she had asked for this paper after reading the 
Sue Ryder information.  She highlighted the very high health inequalities in 
the Stranraer area, looking at this from the point of view as a family member 
and asking the Committee how they would feel about this situation.  Penny 
asked if Marie Curie report would include consultation with people over the 
age of 85, from LGBT communities, from deprived areas and who are socially 
isolated or live alone.  She explained that Colin Smyth. MSP, discussed this 
last week and the recommendations have been taken on Board by Scottish 
Government.   
 
Penny requested that the paper from the Strategic Planning Department 
comes to Committee and asked, in the meantime, is there anything we can 
do whilst the scoping exercise is going on and if this needs extra investment 
to tell us this.  Helen explained that when home is a care home, or beds in 
community hospitals, Marie Curie go in and stay with the patient and this has 
been taken up about ten times.  There is a need for more investment as we 
cannot run the service with only one Consultant and it would make a big 
difference to getting patients seen and for someone to be available to 
contact.  Jeff Ace commented that this service will require investment and we 
will have to make cost reductions elsewhere to fund this.  He highlighted 
sessions last week looking at funding and palliative care came up there.  The 
paper has been delayed due to sickness in the planning department and he 
will move this forward, bring together our proposals and see in the meantime 
if there is funding we can put in place.  Penny asked if we had an additional 
Consultant in place would this make a difference to the number of people we 
see in hospital for end of life care, there are two beds in GCH which are used 
more because people are at end of life and are alone, with no families and 
they are isolated.  Helen responded that an additional Consultant would allow 
palliative care in a far more structured way, providing senior cover, as our 
current model is unsustainable.  Dr. Angus Cameron commented that less 
focus on input and more on having an extra Consultant may not resolve this 
problem and he did not feel an additional Consultant is the right answer.  
 
Lesley Bryce asked if there was a palliative care service for Paediatrics and 
Helen responded that there is no remit for this.  The Consultant will work with 
paediatrics but this tends to be on a national basis.  Linda Williamson 
explained that this was on an individual case by case basis working with 
different agencies to create a package and that more recently we have been 
using the hospice in Carlisle for children.  
 
Penny requested, and Jeff agreed, a paper for the next meeting telling us 
where we are with this and also the paper from the planning department 
which was due at the end of December, to agree some sort of structure 
around this, looking at DG8 and DG9 situation and thereafter look at 
addressing the mid and long term issues in the Marie Curie report.   
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Penny asked where this would sit under the Integrated Joint Board and Phil 
suggested we look at this, where we are, where we need to be, how we get 
there and the resource issue first.  He noted the disinvestment part is tricky 
as we will have to ask what to disinvest in to achieve this.   
 
The Committee:  

• Requested a formal update for the March meeting  
 

12. Significant Case Reviews (SCRs) 
Ann Fitzpatrick presented the paper highlighting the 2014 inspection noting 
that in terms of the Child Protection Committee (CPC) findings from the report 
were included in the CPC business plan.  She noted that lots of improvement 
work is underway, explaining that Safaa Baxter, who has written the report, 
has a good awareness of this due to her role as a reviewer in one of the 
SCRs.  The other three SCRs were undertaken by different independent 
reviewers.  Linda Williamson commented on timing skills in the feedback to 
staff and the need to be a bit smarter around this in the future, taking forward 
and improving on this.  Phil Jones explained that the CPC reports to the 
Children’s Services Executive Group (CSEG) and there is a lot of national 
guidance in undertaking SCRs.  Linda Williamson commented that we have 
doubled up on this and it does work a lot better now with monitoring and all 
reports feeding back to CSEG.  Alice Wilson commented that it was a good 
thing that Ann is the Nurse Consultant in a joint children and adult post 
ensuring that we are not missing anything here.  Phil commented that the 
multi-team working programme is very good and Ann explained that the 
MASH for children and adults comes together positively.  Jeff Ace 
commented on the huge amount of work on these four SCRs noting that the 
Team are doing well.   
 
The Committee:  

• Noted the report 
 

13. Services for Children and Young People in Dumfries and Galloway : 
Progress review following a joint inspection  
Linda Williamson and Kathleen McFarlane presented the paper.  Kathleen 
highlighted the Care Inspectorate’s (CI) 2014 joint inspection outlining the 
quality indicators evaluations and the identified five priorities for improvement.  
The CI revisited in May 2016 and after undertaking activities with staff, 
services and meeting with families concluded that good progress had been 
made in all areas but particularly in three areas.  A significant achievement 
identified was the change in culture which was evident across services, staff 
are more comfortable and able to challenge each other and the CI was 
confident that outcomes would continue to improve for children and their 
families.  Kathleen explained that there are areas where improvement is still 
required and we are continuing this work, which is reported to the Children’s 
Services Executive Group (CSEG), in Corporate Parenting, Child Protection, 
Early Years and Getting It Right For Every Child.  The 2014 inspection led to 
the set up of a Multi-Agency Continuous Improvement Group (MACIG) and 
CSEG have agreed that the work of this group should continue.   
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Phil Jones commented that this was a very short summary for what has been 
a huge amount of work and a good achievement in addressing all the issues, 
acknowledging the amount of work which will be required to keep us at this 
level.  Linda Williamson commented that, having gone through the second 
inspection which was carried out in a very different way with a huge amount 
of learning for staff, our staff will now be in a better place themselves.     
 
The Committee:  

• Noted the report  
 

14. Organ, Tissue and Corneal Donation   
Dr. Willis Peel and Mr. Andrew Walls presented the latest six monthly organ 
donation executive summary, April to September 2016, for NHS Dumfries 
and Galloway, along with our local Organ Donation Committee Annual 
Report.  Willis explained that we do not do many transplants or send people 
for transplants, in Dumfries and Galloway, as we do not have many patients 
who pass away in ways we can donate.  In 2016, two patients had died in the 
Intensive Care Unit who met the transplant criteria.  In the previous year, 
2015-2016, nine patients met the criteria with three patients going on to 
donate.  Phil Jones commented that we maximise our potential with a 
dedicated team involved in this, liaising in partnership with families.  Andrew 
highlighted the necessity of timely conversations with families to discuss the 
individual’s wishes.   
 
Andrew commented that donation was for quite a time ticking along, there 
was not a very good chance for someone in renal failure to have a renal 
transplant and to move this forward the Scottish Government has taken direct 
responsibility for transplants.  He outlined his national role which involves 
looking at Organ Donation Committees and how they function across 
Scotland and has been meeting the Committee Chairs of the larger Boards.  
A report will go to Scottish Government in March 2017 in relation to how 
things have improved.  Dumfries and Galloway is doing as well as it can in a 
very small region, with Scotland’s provision being the best in the UK.  Jeff 
Ace noted that Wales had moved to presumed consent and asked if Scotland 
would follow and Andrew responded that Scotland is in a fourteen week 
consultation period around whether we opt out or not and if we do a Bill will 
go to Scottish Government before the end of this year which will lead to 
positive change.  
 
Andrew highlighted corneal retrieval and Willis explained that the issue with 
corneal retrieval is that there is no specific person or group of people to do 
this.  If someone donates we are relying on the goodwill of the clinicians to do 
this as there is no time scheduled for this work.  It can be difficult to arrange 
and sometimes happens and sometimes does not.  Andrew noted that we are 
currently training an ophthalmologist, and others, to do this to try to make this 
service available as this is an area where we can make a positive change.  
Willis noted that any patient can donate corneas and many have signed up 
for donation but we do not take advantage of this.  Dr. Angus Cameron 
commented that this would be difficult to do in the Ophthalmology 
Department because of the process and Willis responded that we have a 24 
hours timeframe and can make arrangements for the next day.   
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Andrew explained that there was one gap in the group, a representative from 
chaplaincy and Jeff responded that the new Spiritual Care Lead, Dawn Allen, 
had started on 9 January 2017.  
 
The Committee:  

• Noted the report.  
 

ITEMS FOR NOTING  
 
15. Notes of the Health Child Protection Committee  

The notes of the Health Child Protection Committee held on 10 August 2016 
were noted.  
 

16. Notes of the Health Adult Support and Protection Committee    
The notes of the Health Adult Support and Protection Committee held on 4 
October 2016, 1 November 2016 and 6 December 2016 were noted.  
 

17. Notes of the Infection Control Committee        
The notes of the Infection Control Committee held on 13 July 2016 were 
noted.  
 

18. Notes of the Board Donation Committee  
The notes of the Board Donation Committee held on 7 June 2016 were 
noted.  
 

19. Any Other Competent Business 
 
Christmas Day Visit to Galloway Community Hospital (GCH)  
Penny Halliday shared the notes taken on her visit to GCH following 
conversations with the people in the hospital.  She acknowledged that the 
staff were under a lot of pressure but still wanted to sit down and have a chat.  
She noted that these may be small points for us but may not be for the 
people who raise them highlighting, for example, the movement of the bed in 
the IT Room.  
 
Penny highlighted transport issues particularly in relation to the Scottish 
Ambulance Service (SAS):  

• patient in the GCH had been waiting for an ambulance to take them to 
DGRI for over four hours with no communication 

• patient in GCH to travel to Glasgow for treatment and ambulance was 
cancelled with no reason given – patient was upset about this as they 
felt this was detrimental to their recovery  

• SAS transport patients to central belt and just leave them there to find 
their own way home  

Penny suggested that we use this as a patient story for the Committee and 
ask for an SAS representative to attend the meeting.  Penny noted that the 
SAS has Patient Opinion and asked how the SAS gather patient feedback on 
the patient experience and how do they use the learning.  
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Penny highlighted staff sickness in the GCH explaining that she realised this 
was for Staff Governance but is an issue that needs to be raised at this 
Committee.  Penny noted how impressed she was with the Deputy Charge 
Nurse on duty, how she dealt with the situation and calmly arranged more 
admissions.  Penny explained that during conversation with one of the SCNs 
last week they commented that staff sickness was a problem right across the 
organisation.  Penny highlighted social media postings from staff attending 
social events and being on holiday when they are off on long term sick leave.  
  

 Finally, Penny highlighted Advanced Nurse Practitioners who are now in A&E 
explaining that the doctors say they have made a huge difference but that the 
Emergency Nurse Practitioners are not being used to full potential.   
 
Phil Jones commented that staff sickness impacts on the rest of the 
organisation and that not everyone needs to be off and we need to get a grip 
on this, noting that some staff who are off are advised by their doctors to get 
out in the fresh air and exercise.   
 
Jeff Ace commented that transport issues, and what Penny is describing, are 
perennial issues in patient services in the West.  He explained that the SAS 
does come and present at NHS Board and acknowledged that they are not 
achieving the level of change we need and clearly the Ambulance Liaison 
Committee have not picked this up.  Dr. Angus Cameron commented that he 
had received communication from the SAS in relation to the content of GP 
letters and writing skills.  He noted that he was not happy about this as just 
recently a GP had spent an hour and twenty minutes caring for a patient 
whilst waiting for an ambulance and this is a regular occurrence which keeps 
the SAS afloat.  Dr. Cameron volunteered to meet with the SAS to pick this 
up, agreeing that the impact is always worst in the West, noting that whilst on 
call last week a seven hour wait for an ambulance was recorded.  Phil asked 
if this was an area we could do a piece of work on in terms of making 
investment in something to make a real difference.  Dr. Grecy Bell noted that 
capacity is an issue for the SAS explaining that she had met with them in 
relation to Out of Hours when they advised that their protocol criteria had 
been changed and they would let everyone know about this.  Grecy felt a 
conversation with the service would be the way forward.  Bill Rogerson noted 
that there were now only three call centres in the whole of Scotland working 
to the changed criteria.  Angus will arrange to meet with the SAS Regional 
Manager, requesting detailed performance data from him and invite him to 
the next Committee meeting.  
 

Date of Next Meeting  
Monday 13 March 2016, at 10 am, New Board Room, Crichton Hall.  
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DUMFRIES AND GALLOWAY NHS BOARD 
 
PERSON CENTRED HEALTH AND  
CARE COMMITTEE   
 
 
24 October 2016 
1.30 pm, New Boardroom, Crichton Hall 
 
Present:  
Penny Halliday, Chair, Non Executive Board Member, (Video conferencing from 
Stranraer) 
Eddie Docherty, Director of Nursing and Allied Health Professions 
Jim Beattie, Non Executive Employee Director, and Chair of Area Partnership Forum 
Moira Cossar, Non Executive Director and Chair of Area Clinical Forum 
Dr Ken Donaldson, Consultant Physician (until 14.30) 
Lynsey Fitzpatrick, Equality and Diversity Lead 
Carolyn Hornblow, Volunteer Member 
Jan Lethbridge, Inter Faith Council member 
Mandy Spence, Midwife 
Phyllis Wright, Social Work representative 
Vicky Freeman, Acting Head of Strategic Planning 
Caroline Sharp, Workforce Director 
Joan Pollard, Associate Director, Allied Health Professions 
 
Apologies: 
Dr Andrew Carnon, Joint Interim Director of Public Health 
Sue Newberry, Volunteer Member 
Rev Douglas Irving, Church of Scotland 
Gill Stanyard, Non Executive Board Member 
Shirley Turberville, University of West of Scotland 
 
In attendance: 
Jan McCulloch, Committees’ Co-ordinator 
Jenny Henderson, Scottish Care 
Grace Cardozo, Non Executive Director 
Karen King, Consultant Midwife, Cresswell, (Item 9) 
Lorraine Hyland, IJB Equality Lead  
Tina Gibson, Public Health Practitioner (Item 10) 
Emma Murphy, Patient Feedback Manager (Item 8)  
 
 
1. Apologies for Absence 

 
2. Declarations of Interest 

 
3. Minute of the Meeting held on 13 June 2016 

Approved    
 

Agenda Item 42 
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4.  Matters Arising 
 
The Chair asked if there had been any progress made regarding arrangements 
for an enhanced patient experience event in the West of the region.  Joan 
confirmed that this had not been taken forward yet as Emma Murphy, patient 
Feedback manager had only been in post for 6 weeks. Joan will speak with Ken 
Donaldson to arrange dates. 
 

• Development of Standing Items and Themes  
There were some discussions about future items for the Committee and 
Eddie Docherty asked if the group thought a a non- prescriptive thematic, 
approach would be appropriate over the next 2 years.  Penny suggested 
that committee members should email Joan and Eddie with suggestions 
about what the themes should be, bearing in mind the original purpose of 
the group, staff spiritual, person centred or should there be regular 
standing items. 
 
Caroline said that in the past, Staff Experience had been a theme for this 
committee’s agenda and highlighted that the statutory Health Board’s 
Staff Governance Committee already covered areas of health and 
wellbeing. Caroline also spoke about the development work being 
undertaken for IJB around the culture in terms of attitude and behaviours 
across health, social care and the 3rd sector and that there was also an 
integrated Organisational Development work stream.  
 
14.10 – Ken Donaldson leaves meeting.  
 
Penny suggested that a small group to include herself, Eddie, Joan and 
one other should to discuss and decide what the future themes should 
be.  
 

• Recruitment Update re Spiritual Care Post 
Joan informed the meeting that the spiritual care post was offered to and 
accepted by Dawn Allen, currently working with Orkney and Shetland 
Health Boards who will be starting the beginning of January. 

 
5. 
 
 
 

Equality and Diversity Update Report – Lynsey Fitzpatrick, Equality and 
Diversity Lead 
 
Lynsey presented the paper and explained that the IJB is now responsible for 3 
of the 5 quality outcomes specific to workforce and that evidence is being 
gathered for new outcomes that are aligned to national health outcomes. 
Lynsey introduced Lorrain Hyland who is the IJB quality lead focusing on 
outcomes across health Social Care and 3rd sector.   
 
Lynsey said that the equality monitoring sheet is currently being looked at and 
updated and has been used as part of the development of the Carers Strategy. 
Feedback received about the form is available and Lynsey is happy to circulate 
the draft to members.  
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In response to a question about how the organisation can  ensure that individual 
needs are being met Lorraine said that there was national work being 
undertaken about  questions being open and honest and supporting staff being 
honest when comments and feedback is received. 
 
Penny suggested that the new form could be circulated to attendees for 
comment. 
 

6 Feedback from Workshop on 17th August 2016 

Joan spoke about the workshop and following comments from those who 
attended was keen to see what needs to be taken forward and how it should be 
followed up. 
 
It was agreed the workshop had been useful and Joan said that she has a 
meeting scheduled with head of Social Services; Lilian Cringle to agree what 
should be taken forward. Joan informed members that work has taken place in 
Fife bringing together different groups. 
 
Penny said that the workshop had given time and space to identify what person 
centred means and identified how the ethos of person centred gets complicated 
across organisation. Members agreed that there would be difficulties in 
managing the delivery of training across all organisations. 
 
Joan said that she would like to take forward with Health Social Care and 3rd 
sector and that a lot of strategic planning has been done and that D &G was 
quite far ahead. 
 
Caroline commented that although she didn’t attend the workshop she had 
been reflecting about equality and diversity that was a Key theme from the 
Person Centred Collaborative and was thoughtful of the language used e.g. 
‘committee’ and if a more fundamental change to the structure of the committee 
was needed.  
 
Joan said that one thing that came from the workshop had been around 
modelling behaviours and suggested that it may be useful for the group to have 
VBRP session.  
 
It was suggested by some members that over the past 5 years the Person 
Centred Care Committee has been losing face to face interaction and is getting 
caught up in strategic matters.  
Many other committees and forums speak about patient experience care, and 
staff experience – Is this the role for this committee is it a committee? Should it 
be a group/ forum - no responsibility – governance authority. 
 
How to impact as a committee for patient staff – feedback experience after 
speaking about level of care, - committee formed for basics in patient care. 
 
PW – Should be across all organisations – should be wider across – look at 
bigger questions - opportunity to break down barriers. 
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PH - ? Membership and structure of group correct – VBRP session for group  
What is role of the group – become so complex 
LF – Remit focused on Workforce – need to treat staff individually and 
personally. 
 
 
Eddie said that all points had been well made and there were 2 or 3 strands 
coming through about what this group is here to do. Time is right to revamp 
what the group does and suggested that how to put Person Centred Care at the 
heart could have potential for a VBRP session and identifying what are the next 
steps.  
 

 
7. Value Based Reflective Practice (VBRP)  

See item 6 
 

8. Introduction - Emma Murphy, Patient Feedback Manager  
Penny welcomed Emma to the meeting. 
 
Emma said that she has joined NHS D & G following 6 years of working with 
complaints at D & G Council.  Emma explained that there will be a new way of 
complaints handling from April 2017 that will not just focus on complaints and 
will include patient information and public involvement. Emma said that the 
biggest challenges of the job will be building relationships, changing culture and 
learning from complaints. 
 

 
9. Maternity Services Satisfaction Questionnaire – Presentation by Karen 

King, Consultant Midwife 
Attached. 
 
Karen said that Maternity Services had been doing Person Centredness for a 
long time not using any particular model but including compassionate 
connections that focused on enhanced experiences 
 
The resource adopts the theoretical framework of six key themes of 
compassionate caring, identified within the Leadership in Compassionate Care 
Programme, done by Edinburgh Napier University and NHS Lothian in 2012, 
and so is evidence based.  
 
This frame work firmly under pins the resource and throughout learner is 
encouraged to identify with these six themes to enable them to really 
understand what compassionate, person-centered care means. 
 
Karen showed a chart that demonstrated that locally, 95-100% of women rated 
their care as excellent or very good over the last year.   
 
100% rated care as excellent or good, which was 8% higher than Scottish 
average and that figure was significant. 
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Grace congratulated Karen on an inspiring presentation that showed that 
although not everything was perfect, patients can have control over their own 
experience and was keen to identify ways of sharing the excellent practice 
across the organisation. 
 
It was agreed that bringing experiences together and learning from them was 
important and to encourage people using the services to make comment and 
voice opinion. 
 

 
10. Mindfulness –Progress to date Tina Gibson, Public Health Practitioner 

See attached update 
 
The Chair had requested that Tina came to the meeting to provide an update. 
 
Supported by the Dept of Psychology, Tina is teaching mindfulness courses 
with carers and will then go onto work with Social Work/ Health Staff and 
teaching staff. 
 
Courses are held for Health and Social Care staff and independent sector. Tina 
explained that Mindfulness supports some people, not all and the benefits can 
include reduction in stress and have taught carers to value themselves.   
 
The courses are advertised through Carer organisations. 
There have been increasing demands for the 8 week, 2 hour sessions that have 
had significant results across groups of staff involved and a teacher network is 
being developed in D & G and across organisation for Carers.  
 
Penny said there had been anecdotal evidence supporting a further rollout and 
suggestions have been made that volunteers could be trained to deliver the 
training.  
 
Caroline said there had been a connect with staff governance  committee to 
have a focus on staff as there is a need to endeavour to reduce staff sickness 
absence level  
 
Penny thanked Tina for attending the meeting and asked her to return in 6 
months to give progress update.  

 
11. Volunteering Update – Report 

Members noted the report from Margaret McGroggan, Volunteer Co-ordinator. 
JP informed members that the organisation will be applying to renew the 
Investing in Volunteers award and Volunteer Scotland will be holding a 
workshop in January 2017 for the Volunteering Steering group. If any member 
of PCH&CC would like to attend the workshop they would be welcome. 

 
12. Any Other Competent Business  
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DUMFRIES AND GALLOWAY NHS BOARD  
 
PERSON CENTRED HEALTH AND CARE COMMITTEE 
 
27 February 2017              
1.30 p.m., New Board Room, Crichton Hall 
 
 
Present: Ms. Penny Halliday  Non Executive Member (Chair) 
 Ms. Dawn Allan Spiritual Care Lead  
 
 

Mr. Jim Beattie Non Executive Member  
Chair – Area Partnership Forum  

 Dr. Ken Donaldson  Associate Medical Director  
 Ms. Vicky Freeman  Acting Head of Strategic Planning  
 Ms. Jan Lethbridge Inter Faith Council Member  
 Mrs. Joan Pollard  Associate Director for Allied Health  

Professionals  
 Ms. Mandy Spence Midwifery Representative  
 Ms. Gillian Stanyard Non Executive Member  
 Ms. Carylann 

Williamson 
Representing Sue Newberry  

 Ms. Phyllis Wright Council Representative  
   
Apologies: Dr. Andrew Carnon  Joint Interim Director of Public Health  
 Mr. Eddie Docherty Nurse Director  
 Ms. Lynsey Fitzpatrick Equality and Diversity Lead  
 Ms. Carolyn Hornblow  Volunteer Member  
 Rev. Douglas Irving Church of Scotland  
 Ms. Sue Newberry  Regional Integration Manager, Scottish Care 
 Ms. Jill Osborne  Lead Officer Integration Project (East), Third Sector  
 Ms. Shirley Turberville University of West of Scotland  
 Ms. Caroline Sharp  Workforce Director  
   
In Attendance: Margaret Johnstone E.A. to Nurse Director  
 Ms. Grace Cardozo Non Executive Member  
 Paula Riley  Improvement Advisor (Facilitator) 
 Paul Sammons  Improvement Advisor (Facilitator) 
 
1. Apologies for Absence  

Apologies as noted above.   
 

2. Declarations of Interest  
Nil.  
 

3. Notes from 19 December 2016 Development Day             
Penny Halliday highlighted the flip chart notes explaining that this meeting 
was a follow-on to the development day.      
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 Jan Lethbridge commented that at the December session person centred 
was not mentioned at all and was not an actual item on the agenda, asking if 
this meant that we are following on another day for person centred.  Jan’s 
feeling is if we get the values right person centred will follow.   Gill Stanyard 
agreed with Jan’s recollection, highlighting the brainstorming session before 
Christmas and hoping this is what we will do today.   Penny said her feeling is 
that part of this will be looked at today and this is the next step.  

• What our values are 
• Where we sit within these values  
• How we move forward from there 

 
Penny commented that the flipchart notes reminded her of things she had 
forgotten about the session where we covered a lot and came up with a lot, 
where we are as a group, how things are going and what the future will be 
like.  She highlighted the wordle which shows our values regarding person 
centred care.   
 

4. Matters Arising 
Nil. 
 

INTERNAL REPORTS   
 
5. Developing a Vision   

 
Following discussion, Penny Halliday summarised that we will go with what 
we have and move forward.  Good idea to have a sub-group to look at an 
action plan and how to take this forward.  She will speak to Phil Jones, Jeff 
Ace and Julie White about this Committee coming under the IJB.  Next 
session will be looking at the vision which will hopefully be agreed by email.   
 
Penny explained that the group needs depth to move things forward rather 
than governance and measurement.  We need to really move forward with 
VBRP throughout the organisation.  Ken commented that we have spent time 
talking about things and we need to start doing things around Patient 
Experience.  Feedback and how we roll out VBRP is the doing bit and 
communication beds in this work.  Penny feels that this makes sense and we 
will be able to measure person centred care in the feedback patient 
experience.   
 
Grace asked who would be on the Sub-Group to look at the vision and Penny 
asked for volunteers.  Agreed that Grace Cordozo, Carylann Williamson, Gill 
Stanyard  and Phyllis Wright would liaise with Joan Pollard.  
 

6. Introduction – Dawn Allan, Spiritual Care Lead  
Penny Halliday introduced Dawn who she has met with a couple of times, 
spending the day at Galloway Community Hospital.   
 
Dawn explained that she had started on 9 January 2017 and has been 
attending groups and meeting people on a one-to-one basis, visiting hospital 
sites and GP practices, carrying out a measuring and scoping exercise, 
around where things are, supporting patients, families and staff.  She 
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explained that she had worked within an IJB for years practising across whole 
organisations.  She is currently focussing on the acute sector, with a focus on 
the new build, but reminding people that it is not her sole focus and is 
involved in the recruitment of volunteers.  Dawn explained that she 
specialises in end of life/palliative care and will link up with Social Work and 
3rd Sector, with a focus on the acute and the rest will ripple out.  She has 
spent time with the NHS Ayrshire and Arran Spiritual Care Lead and is aware 
of the lack of funding and has been creative in recruiting volunteers.  
 
Penny explained that she was Chair of the PCH&CC, Vice Chair of the NHS 
Board, and Vice Chair of the IJB and will be Chair of the IJB from April 2017, 
and is keen that this group reflects across the whole holistic picture.  We 
should look at our vision and who we want to be sitting around the table to 
reflect the integrated world, we have input from Local Authority, Social Work 
and the  3rd Sector, not just NHS.   
 
Jim Beattie commented that he would catch up with Dawn, and welcomed 
input from the independent sector.  He noted his interest in where elected 
councillors are coming from as we have no funding, we all know the financial 
difficulties we have and it’s the right thing to do to look at the integrated side 
of things. 
 

7. Any Other Competent Business 
Nil.  
  

Date of Next Meeting  
Monday 10 April 2017, at 10 am – 12 noon, in the New Board Room, Crichton Hall.  
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Staff Governance Committee 
New Board Room, Crichton Hall 

Minutes of the Meeting held on 27 March 2017 at 10am 
 
 
Present 
 
Gill Stanyard   Non Executive Board Member (Chair) 
Jim Beattie   Employee Director  
Penny Halliday  Non Executive Board Member 
Alf Hannay   Staff Side Representative 
 
In Attendance 
Jeff Ace   Chief Executive 
Linda Davidson  Deputy Director of HR 
Lynsey Fitzpatrick  Equality & Diversity Lead 
Pamela Jamieson  Workforce Manager 
Ellen Jardine   Applied Psychologist in Health Improvement 
Ros Kelly   Occupational Health Manager 
Arlene Melbourne  Executive Assistant to Workforce Director 
Caroline Sharp  Workforce Director 
Julie White   Chief Operating Officer 
Alice Wilson   Deputy Nurse Director 
 
 
  ACTION 
1 Welcome, Introduction and Apologies 

 
Apologies were received from Laura Douglas, Val Douglas, 
Philip Jones and Fiona Patterson. 
 
Everyone introduced themselves to Ellen Jardine. 
 

 

2 Draft Minutes of the Previous Meeting held on 23 January 
2017 
 
The minutes were approved as a true and accurate record.   
 

 
 
 
 
 

3 Matters Arising 
 
Item 4 from Previous Minutes  
 
Exercise Transition to New Hospital - Jeff Ace reported that a 
most appropriate date was still awaited and the Committee 
would be advised once the date was confirmed. 
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Mitigation of staff sickness and absence around the move to 
the new hospital - Caroline Sharp reported that a discussion 
had been held by the Directors to ensure that the whole 
Board was sighted on the arrangements and be given 
detailed updates. 
 

4 Corporate Risk Register Update 
 
Caroline Sharp reported that this was the routine 2 monthly 
update and no adjustment had been made since the last 
meeting.  Gill Stanyard asked if a column around mitigation 
could be added.  Caroline stated that this was held in DATIX 
and all Non Executives have access so that they can go in 
and explore in more detail, when and if they wish.  Alice 
Wilson stated that she was unsure if a column could be 
added as this would need to be done by IT and it was not top 
of their priority with the work being done on the move to the 
new hospital. Caroline suggested writing a short narrative 
paragraph against each of the risks stating what had been 
worked on. 
 
The Committee noted the update. 
 

 
 
 

5 Workforce Planning focus and Resources 2017/18 
 
Caroline Sharp stated that Tracy Parker should be added as 
an author to the paper.  She reported that detailed 
discussions had been held to consider how best to prioritise 
the limited working planning resource within the Directorate 
and also optimise the value of workforce planning for the 
organisation.  The proposal was to focus resource to support 
the service to deliver working planning to take the IJB 
Workforce Plan forward with a level of Board workforce 
planning but with the focus being on the IJB Plan.  The most 
significant risk is that a fully worked up Board Workforce Plan 
would not be ready for submission to Scottish Government by 
30 August. Staff Governance Committee were being asked to 
agree this proposal. 
 
Julie White stated that it was essentially what would be 
produced for a Board Workforce Plan due to all the services 
involved so should not be too concerned about not having a 
Board Workforce Plan.  The Board also has ownership of 
what is produced for an IJB Workforce Plan so would almost 
see the Board Workforce Plan as a subset of the IJB 
Workforce Plan.  Caroline stated that the issue was about the 
timescale of 30 August and wanted to ensure support.  Julie 
stated that a draft Workforce Plan had been produced for the 
IJB the previous year and need to see how to create an 
update so as to fulfil as many requirements as possible and 
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need to understand that by the end of August we may not get 
the final plan. 
 
Caroline stated she would need to move existing NHS 
resources to work with partners to support IJB development 
as she did not have a dedicated IJB Workforce Planner. 
Penny Halliday asked where that left us. Caroline replied that 
as she did not have any resource available to direct IJB 
workforce planning, she was offering 0.4 workforce planning 
resource from the NHS to spend time with partners to review 
and agree next steps for development of the IJB Plan.  
 
There was discussion around getting resource from the 
Council to support this and the challenge around the Third 
and Independent Sector.  Julie stated that she was meeting 
with the Third and Independent Sector to see how they were 
using money which was allocated to them for integration and 
she agreed to discuss how they may also support workforce 
planning.  Caroline welcomed that.  Julie was also asked to 
approach the Council about provided resources. 
 
Penny asked if the Board could do anything to encourage 
young people and unemployed people to take up roles in the 
NHS by volunteering which may encourage them to start 
working for the NHS and also engage with the College and 
Third Sector to try and grow our own by doing work 
experience.  Caroline stated that for the last year we have not 
taken on any Modern Apprentices and that Pamela 
Jamieson’s team were looking at how the organisation could 
build connectivity in the workforce by reaching into schools 
etc. Up until last year we had a positive MA programme which 
were funded training placements and supported through a 
grant scheme with a high success rate.  A year ago the 
Scottish Government said that MA’s should be paid at living 
wage which moved us to have a cost of £12-13k per 
placement which had never been budgeted for.  From 1 April 
2017 the Board is going to be paying to cover an 
Apprenticeship Levy of £800k to the UK Treasury which 
would go back to the Scottish Government but they were 
putting this into the education system and not back to Boards.  
Penny asked if it could not then be accessed and Caroline 
replied that the Scottish Government, NES and HRDs were 
having discussions about how Health Boards can access the 
services.  Penny stated that it was crucial that Staff 
Governance Committee need to be kept aware of this and 
need to communicate to the public and partners.  
 
The Committee approved the proposal with the proviso that 
Julie White has discussion with the Council about providing 
resources. 
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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 uptake figures were not as 
expected.  Alice asked that as a letter had been sent to 
Boards about sending out invitations to have the flu 
vaccination, why had this Board stopped.  Jeff stated that it 
had been brought to Staff Governance Committee for 
discussion and was a cost reduction by not sending out 
letters of invitation.  If it is reintroduced then the money will 
need to be funded from elsewhere.  Ros stated that they were 
continuing to look at other ways to increase attendance and 
learn from this time around.  There was discussion about 
going to where the staff are rather than putting on clinics 
which staff need to leave their base to attend.  Penny also 
asked if we knew how many attended their GPs and Ros 
replied that we do. 
 
iMatter – last cohort is being rolled out this month so will meet 
the deadline for implementing iMatter. 
 
Accident Reduction Plan – this is reported at APF.  Alice 
stated that June and November figures looked high and Ros 
explained that it looked like a spike but was only concerned 
with one person. Ros reported that improvements 
implemented around violence and aggression were safety 
huddles at Midpark, post incident debriefs and high risk 
training which has a high level of attendance. There was 
discussion around needlestick injuries and lack of 
concentration and complacency being some of the causes 
and it was requested to look at the reasons which trigger 
these.  Jeff stated that Andy Howat goes through these in 
detail at APF and a lot of work has been done to get us to a 
better place by having retractable needles and a more 
structured investigative approach.  
 
Attendance Management 
 
Penny stated that that the paper was really helpful and asked 
which employees were referred to in Table 1 under Personal 
and Social Care.  Caroline replied that it was a small group of 
staff and if there is one absence in a small job family it looks 
like a big spike.  Penny asked what Table 4 meant around 
Equality Act and Ros replied that where someone is attending 
Occupational Health they will also record whether the 
underlying reason could be under protected of the Equality 
Act 2010 ie. having a condition which has potential long term 
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effect, or taking long term medication for over 12 months and 
can have an impact on an individual’s abilities to undertake 
daily living. 
 
Penny stated that when she visited the Galloway Community 
Hospital at Xmas and again when she had a meeting, she 
had been speaking to staff who had stated they were under 
pressure because of staff absences and she also discussed 
with a Charge Nurse, suspicious sick leave over the Xmas 
period and also staff posting on social media whilst off sick.  
Pamela stated that reports have been run over the Xmas 
period going back over a few years to look at suspicious 
activity.  She also stated that with regards to posting on social 
media, it was appropriate to take advice from Occupational 
Health and steps have been actively taken to address this but 
it is done on a case by case basis. 
 
Penny also asked that if there were no babies being born 
would it be appropriate for Midwives to undertake other duties 
in the hospital to help other staff out or is there a line that 
cannot be crossed. Alice responded that she was very 
supportive of it and in principle there was no problem with 
Midwives doing other work but it was for Natalie Adams to 
work through.  
 
There was discussion around staff returning from sick leave 
to do light duties and evidence suggests that the longer staff 
are off then it is less likely to get back to work, so they advise 
a time limited period that an individual gets back to work with 
a rehabilitation plan with alternative duties.  A phased return 
has been instrumental in getting people back into the 
workplace. 
 
Alice stated that the information Penny had provided from the 
Galloway Community Hospital was anecdotal and does not 
happen most of the time and she would not like us to get the 
impression that people are not genuine.  Penny replied that 
she understood that it goes on everywhere about people 
posting on Facebook but the point is that these are the things 
that staff latch on to. 
 
The Committee noted the report. 
 

7 Staff Health and Wellbeing Programme Update 
 
Caroline Sharp advised that there were 2 key pieces of work 
ongoing, the first is working up a Business Case with a test of 
change using coaching methodology and the other is a piece 
of work which was within the approved action plan, around 
getting internal understanding about what is driving key 
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issues around sickness absence and to ensure we are putting 
the best possible interventions in place to address them. 
Michele McCoy in Public Health had offered Ellen Jardine to 
support this review of what is happening and dong some tests 
against what is going on.  Ellen will feedback in the summer.  
Gill stated that the paper identifies key targets and asked 
Ellen if she was cognisant of the barriers of doing this work 
one day a week. Ellen responded that some of the barriers 
will be around collecting information but with a robust plan 
and timeline she should overcome this and most of the work 
will be desk based. 

 
8 Workforce Report 

 
Linda Davidson had provided more information around 
grievances including their reasons.  She reported that to date 
in 2016/17 there had been 24 grievances, 10 of which are 
linked to just 2 individuals.  The reasons for the grievances 
are 9 are linked to issues around an investigation, 9 are 
around terms and conditions, 3 are around recruitment 
process and 3 are about a Manager.  Linda agreed to bring a 
paper to next Staff Governance Committee with the final year 
figures. 
 
Alf Hannay asked if the figures were for formal stage 
grievances.  Linda responded that when someone raises an 
issue it goes on to the database.  Alf asked if this needed to 
be done if they were informal.  Caroline stated that it was her 
understanding that data provided is based on those 
grievances which have been notified to the Workforce Team 
and therefore it is at the point when there is an HR input to it.  
It may be that they are then handled informally but the trigger 
being captured and recorded is when it is put on the 
database. She stated that we were not capturing 10s and 
100s of conversations taking place between individuals and 
colleagues, individuals and managers, it is only those that 
reach the central HR database and the policy is then applied.  
Pamela advised that when it comes in in writing then it is 
logged.  Gill felt it would add value to understand how many 
were resolved at an early stage.  Alf stated that we need to be 
clear what a grievance is as a grievance should be something 
that runs.   
 
Gill asked about what else is being done around fixed term 
contracts.  Linda replied that she raises this at the monthly 
General Managers’ meetings where discussion is continuing.  
 

 
 
 
 
 
 
 
 
 

LD 

9 Equal Pay Data Statement 
 
Lynsey Fitzpatrick reported that the Equal Pay Data 
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Statement was required by Law to be published every 4 
years.  Lynsey stated that the report is quite detailed and she 
had included some national data to give some comparison.  
She pointed out that in the report there were some less than 5 
numbers but these have now been removed so the report will 
not be submitted with those numbers.  She also suggested 
starting an action plan to give regular updates to Staff 
Governance Committee. 
 
Gill thanked Lynsey for her work on the paper.  Penny asked 
as where the organisation sat regarding flexible working 
hours and how flexible was the organisation?  Lynsey wasn’t 
sure but stated that it should to be something which was 
looked at and also how it could be measured.   
 
Caroline stated that in terms of the recommendation the 
Committee were being asked to endorse the paper but it will 
be going forward for full Board review and approval by the 
main Board in April. 
 
Gill asked in terms of next steps, where do the priorities lie 
and Lynsey responded that in terms of the actions identified, 
start by doing some of those and will then start to get an idea 
if it is making any difference.  She did not think that one area 
over another would be prioritised but may start with flexible 
working arrangements. 
 
Caroline reiterated that as an organisation we have no 
flexibility around terms and conditions as they are nationally 
negotiated.  We do have national PINs that guide on a range 
of flexible working practices and also have to remember that 
organisationally we have a high proportion of female 
workforce and need to maintain a service, so need to find a 
balance.  Pamela stated that as part of the workforce and 
transition work a lot of information was collated around part 
time work. 
 

10 eESS Update 
 
Caroline Sharp updated on eESS which is the national HR 
system.  It was started locally in 2013 but with national 
challenges implementation had been slow.  Chief Executive’s 
in Scotland have given a refocus and there had been a 
redesign of the national programme board who are now 
supporting a new energy to bring eESS in across the whole of 
Scotland by the end of March 2019.  Caroline has 
commenced work with the team locally to reinvigorate the 
programme and are in the planning stages with the 
expectation that a detailed implementation plan will go to 
Management Team next month to get agreement to progress. 
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Tracy Parker is the project management lead for eESS and is 
working with Caroline to deliver eESS for the Board by 2018. 
Further details will follow and Caroline has committed to 
Management Team that they will factor what is taken to Acute 
& Diagnostics into the planning to minimise disruption with the 
move to the new build. 
 

 
 
11 
12 
 

Items to Note 
 
APF Minutes – December 2016 - Noted 
NCAL 6 Month Report – Noted 
 

 
 
 
 
 

13 Any Other Business 
 
Gill stated that Laura Douglas had asked her to raise the 
issue around agency and registered locums following paper 
which had went to Performance Committee and asked for 
assurance around Retinue as it had been reported that there 
had been problems with them.  Jeff Ace stated that he and 
Caroline had met the previous week with the Company 
Directors of Retinue to set out problems being experienced 
and demanded improvement.  Jeff has since spoke to Carole 
Morton who had reported a step up in performance but 
everyone was still a bit cautious around delivery.  He also 
stated that some Boards in Scotland had seen improvements. 
He reported that there was a couple of caveats to criticism of 
Retinue but stated that they were also trying to cap rates at 
50% greater than salary and have paid higher in the past, so 
they are doing many things at once which has created 
difficulties but seem to be seeing early signs of improvement.  
Jeff stated that an update will go to Performance Committee. 
 

 
 

14 Date of Next Meeting 

The next meeting will be held on Monday 22 May 2017 at 
10am in the New Board Room, Crichton Hall. 
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