DUMFRIES AND GALLOWAY NHS BOARD
PUBLIC MEETING
A meeting of the Dumfries and Galloway NHS Board will be held at 10am on
Monday 6th August 2018 in the Conference Room, Crichton Hall, Bankend Road,
Dumfries.

AGENDA
Time

No

Agenda Item

Who

Attached
/ Verbal

10.00am 183 Apologies

L Geddes

Verbal

10.00am 184 Declarations of Interest

P Jones

Verbal

10.05am 185 Previous Minutes

P Jones

Attached

10.10am 186 Matters Arising and Review of Actions List P Jones

Attached

QUALITY & SAFETY ASSURANCE
10.15am 187 Risk
Management
Annual
2017/2018
10.30am 188 Patient Experience Report

Report E Docherty

Attached

E Docherty

Attached

10.45am 189 Healthcare Associated Infection Report

E Docherty

Attached

11.00am 190 Volunteering Strategy

E Docherty

Attached

11.15am 191 Annual Report on Feedback, Comments, E Docherty
Concerns and Complaints – 2017-18

Attached

PERFORMANCE ASSURANCE
11.30am 192 Performance Report

V Freeman

Attached

11.45am 193 Integration Joint Board Update

K Lewis

Verbal

FINANCE & INFRASTRUCTURE
11.55am 194 Financial Performance Update

K Lewis

Attached

12.10am 195 Scheme of Delegation

K Lewis

Attached

PUBLIC HEALTH & STRATEGIC PLANNING
12.25pm 196 Regional Delivery Plan

J Ace

Verbal

J Ace

Attached

A Carnon

Attached

12.30pm 197 'Nurse Director Post; trial of joint
arrangements with NHS24
12.40pm 198 Scotland’s New Public Health Priorities:
How are they Addressed in D&G.
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Time

No

Agenda Item

Who

12.50pm 199 Tobacco Control Update

Attached
/ Verbal

A Carnon/T Attached
Grierson

GOVERNANCE
1.00pm 200 Board Briefing

J Ace

Attached

1.00pm

P Jones

Attached

201 Committee Minutes
• Audit and Risk Committee Minute –
19 March 2018
• Healthcare Governance Committee
Minute – 28 May 2018
• Performance Committee Minute –
5 March 2018
• Staff Governance Committee Minute –
26 March 2018
• Staff Governance Committee Minute –
28 May 2018

1.00pm

202

DATE AND TIME OF NEXT MEETING
203 • 1st October 2018 @ 10am – 1pm in the Conference Room,
Crichton Hall, Bankend Road, Dumfries
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Agenda Item 185

DUMFRIES AND GALLOWAY NHS BOARD
NHS Board Meeting
Minutes of the NHS Board Meeting held on 4th June 2018 at 1pm - 4pm in the
Conference Room, Crichton Hall, Bankend Road, Dumfries, DG1 4TG.
Minute Nos: 153-165
Present
Mr P N Jones (PNJ)
Mr J Ace (JA)
Mrs L Carr (LC)
Mr A Ferguson (AF)
Mrs G Cardozo (GC)
Ms L Bryce (LB)
Ms M Gunn (MG)
Dr K Donaldson (KD)
Mr E Docherty (ED)
Mrs K Lewis (KL)

-

Chairman
Chief Executive
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Medical Director
Nurse Director
Director of Finance

In Attendance
Mrs J White (JW)
Ms C Sharp (CS)
Dr A Carnon (AC)
Ms A Little (AL)
Ms A Allan (AA)
Mrs L Geddes (LG)
Mrs L McKie (LM)

-

Chief Officer
Workforce Director
Consultant In Public Health Medicine
Strategic Planning Manager/Commissioner for Cancer
Health Intelligence Specialist
Corporate Business Manager
Executive Assistant (Minute Secretary)

Apologies
Mrs P Halliday (PH)
Mr S Hare (SH)
Mr N Morris (NM)
Dr L Douglas (LD)
Ms M McCoy (MMc)

-

Vice Chair
Non Executive Member
Non Executive Member
Non Executive Member
Interim Director of Public Health

PNJ welcomed Board Members and members of the public to the NHS Board Meeting.
153.

Apologies for Absence
Apologies as noted above. PNJ confirmed that the meeting was quorate despite
the number of apologies given.
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154.

Declarations of Interest
The Chairman asked members if they had any declarations of interest in relation
to the items listed on the agenda for this meeting.
It was noted that no declarations of interest were put forward.

155.

Minutes of meeting held on 9th April 2018
The minute of the previous meeting on 9th April 2018 was approved as an
accurate record of discussions, with no amendments.

156.

Matters Arising and Review of Actions List
PNJ presented the Actions List to members, taking members through the
updates that had been given, noting that all actions listed were progressing as
expected.
NHS Board Members noted the Actions List.

157.

Patient Experience Report
ED presented the Patient Experience Report, asking NHS Board Members to
note the Board’s performance around complaints, in particular the activities of the
Patient Services team on Feedback and Complaints.
ED continued to note that it would be useful to capture more information
regarding the resolution meetings and is currently working with relevant
colleagues to explore the most effective way to capture this data. Further staff
resource and the purchasing of qualitative software to assist in the analysis of
complaints and feedback information is currently being considered.
NHS Board Members were directed to the Care Opinion Section within page 5 of
the report, confirming that Care Opinion is actively supported by Scottish
Government. ED further advised Board Members that NHS Dumfries and
Galloway received 12 Care Opinion stories during this reporting period, 10 of
which were positive.
GC enquired as to whether the feedback charts within the report were based on
all NHS facilities, ED advised that the patient feedback team were currently
working on a resolution to give as much detail as possible.
GC further enquired to whether the resolution included the views of vulnerable
patients, ED noted that the model moving forward followed the triangle of care
which was hoped would spread throughout the organisation.
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NHS Board Members:
• Noted the report which provided an update on the activities of the Patient
Services team in relation to Feedback and Complaints.
• Noted the Board’s complaints performance for March and April 2018,
including key feedback themes and details of the resulting learning and
improvements.
158.

Spiritual Care and Volunteering Report
ED presented the Spiritual Care and Volunteering Report, asking NHS Board
Members to note the key activities over the period March and April 2018, which
detailed the planned improvement actions and recent achievements.
NHS Board Members were highlighted to the support information available for
staff within the newly designed Spiritual Care Team web page on Beacon.
ED highlighted that the two spiritual care volunteers who were introduced to the
Senior Nursing Acute Group in February were proving beneficial to patients and
their loved ones in Dumfries & Galloway Royal Infirmary (DGRI).
It was highlighted that 44 of our volunteers have participated in the Wheelchair
Assistance Moving & Handling training, to give support to visitors and patients in
need of wheelchair assistance at DGRI.
LB asked whether the volunteer stories which were captured at Healthcare
Governance Committee (HCGC) could be used to recruit more volunteers. ED
noted that this would be a useful tool to encourage additional young volunteers.
GC enquired to what media coverage there would be prior to the forthcoming
Royal Visit and whether volunteers were included in the visit. LG advised that
information had been added to the NHS Dumfries and Galloway Facebook.
PNJ highlighted his invitation to attend the Volunteers Quiz Night in the
Duncan Rooms at Easterbrook Hall tonight to celebrate Volunteers Week from 1st
- 7th June 2018.
NHS Board Members were directed to the unannounced HEI Inspection from 29th
–
31st May 2018, at DGRI, with ED noting that the Inspection had followed a new
format that covered all aspects of environmental standards from leadership in the
prevention and control of infection through to traditional cleanliness standards.
ED continued to note that the draft report would be received by email on
11th July 2018, with the final report published on 8th August 2018. It was agreed
that a copy of the report would be shared with Board Members when available.
Action: ED
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NHS Board Members:
• Noted the progress within Spiritual Care and Volunteering.
• Noted the activities of the Patient Services Team.
159.

Healthcare Associated Infection Report
ED presented the Healthcare Associated Infection Report, asking NHS Board
Members to note the report and note in particular the position of NHS Dumfries
and Galloway with regard to the SAB and C Diff HAI Local Delivery Plan targets.
NHS Board Members were advised that NHS Dumfries and Galloway were one
of the Health Boards with higher rates of Clostridium difficile infection, although
remaining within the acceptable parameters and not an outlier.
ED advised NHS Board Members that whilst the Staphylococcus Aureus
Bacteraemia (SAB) LDP target was missed, NHS Dumfries and Galloway has
one of the lowest rates of healthcare associated SAB recorded within this
reporting period.
NHS Board Members were advised that a vascular access network was in place,
with ED reporting a variance in practice and knowledge levels across acute
areas. A protocol has been developed in relation to this network, which is being
implemented across the Board.
ED advised Board Members that prescribing challenges had been addressed,
following the significant increase in the early part of the year. It was thought that
this was due to an increase in prescribing for respiratory infections.
GC enquired to whether the first 6 months of the new single bedded wards had
improved infection rates. ED advised that single rooms had significantly
improved the management of infections and greatly reduced the risk of cross
contamination.
NHS Board Members received the Healthcare Associated Infection report and
noted the position of NHS Dumfries and Galloway with regard to the SAB and C
Diff HAI Local Delivery Plan targets.

160.

Improving Safety, Reducing Harm Report – Mental Health Directorate
ED presented the Acute Adult Patient Safety Programme report, asking NHS
Board Members to note the assurance from this Improving Safety, Reducing
Harm Mental Health Directorate update.
NHS Board Members were highlighted to the three key priority areas that aim to
improve the experience and outcomes of people who use mental health services.
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ED made NHS Board Members aware of the three identified risks within Mental
Health, which are the management of falls without harm, the management of self
harm and suicide and the management of stress and distress.
ED highlighted that a training package has been delivered to 95% of all
registered staff and it is expected that the team approach that underpins the new
policy will support more robust clinical risk assessment and management. The
processes and procedures will be subject to on-going review to monitor
effectiveness and identify areas for further improvement.
GC enquired to the level of community engagement to aid further improvement in
the outcomes and statement of approach, ED agreed that he would investigate
the level of community engagement and share the information with Board
Members when available.
Action: ED
AF enquired to the increase in the total number of adverse events which were
reported within the period stated within the report. ED advised that the increase
in adverse events is being reviewed through our senior team but was not
currently a cause for concern and reflected greater organisational awareness of
process.
NHS Board Members noted the update.
161.

Quarter 3 Performance Report and At a Glance Report
JW presented the Quarter 3 Performance Report and At a Glance update to NHS
Board Members, noting the activity against national performance targets for the
period 1st October 2017 to 31st December 2017.
One of the key points highlighted to members was the lower than expected
number and rate of delayed discharges for people aged 75 years and older.
NHS Board Members were made aware that following the challenges during one
of the busiest winter periods, the Emergency department had seen an
improvement in the 4 hours waiting times during the period October –
December 2017.
It was noted that planned new models of care were discussed at each
Directorate Annual Performance Review. JW mentioned that she would be
content to share the information with NHS Board Members if it would be
beneficial.
JA advised NHS Board Members that a paper on winter preparedness would be
presented to Performance Committee and NHS Board for discussion and noting
later this year.
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NHS Board Members discussed and noted the report.
162.

Integration Joint Board Update
JW gave an update on the Integration Joint Board, highlighting the activity and
any key points of interest since the last NHS Board meeting.
NHS Board Members were made aware that the Integration Joint Board last met
on 31st May 2018 at the Cocoabean Company at Twynholm. It was noted that
discussions were held at the meeting around the Primary Care Transformation
Programme, focussing on the approach being taken in relation to the
development of the Primary Care Improvement Plan for Dumfries & Galloway,
with the final version of the Primary Care Improvement Plan being presented to
the Integration Joint Board for approval in July 2018.
NHS Board Members were highlighted to the Oral Health Implementation Plan
discussions, with JW noting positive feedback from the Integration Joint Board
members on the level of engagement with the Local Community.
It was noted that a workshop had been held following the Integration Joint Board
meeting on Performance. The workshop gave members an update on activity
against the national targets.
PNJ highlighted to members a number of telephone calls he had received
regarding community concerns around General Practitioners (GP) provision in
Moffat, questioning the current communication exercise that was underway.
JW advised NHS Board Members that the operational decisions for the GP
Practice in Moffat were due to current recruitment issues; these changes were
made on a temporary basis and the locality team will continue to communicate
with communities until recruitment and financial challenges have been resolved.
JA highlighted NHS Board Members to September 2018 as the potential date for
NHS Dumfries and Galloway’s Annual Review, noting that Scottish Government
may wish to address Integration Joint Boards at the same time.
NHS Board Members noted this verbal update.

163.

Integration Joint Board – Health and Social Care Strategic Plan
AA presented the Integration Joint Board – Health and Social Care Strategic
Plan, asking NHS Board Members to note that the Public Bodies (Scotland) Act
2014 places a legislative requirement on integration authorities to review their
strategic plans at least once in every three year period.
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NHS Board Members:
•
noted the decision of the Integration Joint Board on 5th April 2018, to retain
their current Strategic Plan.
•
noted that as a result of this decision, the new ‘period of relevance’ for the
Integration Joint Board is 5th April 2018 to 4th April 2021.
164.

Financial Performance and Capital Update Report
KL presented the Financial Performance and Capital Report, asking NHS Board
Members to note the final summary position for the year as at March 2018, which
confirms a surplus of £61k and the achievement of a break-even position for
2017/18, as planned.
NHS Board Members were made aware of the External Audit Clearance Meeting
that was held on 1st June 2018, noting that Audit Scotland have requested the
submission of additional information for 2018 prior to the completion of the NHS
Overview Report.
NHS Board Members were highlighted to the additional appendix on pay costs,
with KL noting the Financial Plan for 2018/19 and the known financial risks such
as the additional Medical Locum Funding.
KL highlighted the review of the expenditure within the Integrated Care Fund and
the remaining balance, which has been carried forward again as part of the
Integration Joint Board reserve position from the health side.
PNJ asked for assurance on the additional non-recurrent schemes noted at point
7 on page 4 of the report. KL advised that due to the high level of non-recurring
savings, work was continuing with finance colleagues to reduce this figure and to
increase the recurrent savings in year. Progress on this will be continually
reported through Board Committees and NHS Board to ensure all Board
Members are aware of the current position.
AF enquired as to how the Board funds change within the delivery of health care.
KL advised that the Board already fund changes to the delivery of our services
through the Business Transformation Programme.
NHS Board Members:
•
noted the draft financial position presented for month 12 of the 2017/18
financial year, which is still subject to final review by external audit.
•
noted the capital expenditure for the year to 31st March 2018.

165.

Financial Performance Update 2018/19 – Position to Month 1 Report
KL presented the Financial Performance Update 2018/19, asking NHS Board
Members to note the revenue financial position for Month 1.
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NHS Board Members were made aware that the Board has yet to receive it’s first
allocation letter from Scottish Government, which was expected at the end of
May 2018. It is anticipated to confirm the baseline allocation of £291.5m and
other uplifts agreed in the Scottish Budget in December 2017.
KL highlighted that since the report had been drafted and circulated to Board
Members there had been a number of allocations received, which are being
worked through with the Directorates.
KL advised NHS Board Members that there was a need to increase reporting on
the financial position, proposing a review of all reports which would include
addressing governance issues to ensure that NHS Board Members were given
the appropriate level of assurance.
JW advised NHS Board Members that there should be no additional risk from the
Integration Joint Board, as the functions are delegated to both the Local Authority
and Health Board, with clear directions from the Integration Joint Board on
funding identified for the delivery of the services.
LB enquired to the assessment of the medical equipment not transferred to the
new hospital. KL advised that there were processes in place to address
equipment purchase and transfer through the Strategic Capital Programme
Board, with KL agreeing to share the Equipment Disposal Process for the items
not transferred to Dumfries and Galloway Royal Infirmary with Board Members.
Action: KL
AF raised his concerns at the Acute and Diagnostics funding which he felt could
not be long term sustainable given the risks identified within the report.
NHS Board Members noted the revenue financial position at Month 1.
166.

Regional Delivery Plan
JA gave NHS Boards Members a verbal update on activities and discussions in
relation to the Regional Delivery Plan.
NHS Board Members were advised that the regional draft Plan had been
submitted to the Cabinet Secretary, once published the plan would show the
financial position and the scale of the financial gap, which in turn should aid
dialogue and engagement with communities.
AF enquired as to what the position would be if any of the Integration Joint
Boards said no to the Regional Plan. JA advised that there had been no clear
legislative or other guidance to require Integration Joint Boards to support the
Regional Plan.
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NHS Board Members noted the verbal update.
167.

Maggie’s Centre Proposal Paper
JA presented the Maggie’s Centre Proposal Paper, asking NHS Board Members
to consider the proposal to develop a Maggie’s Centre in Dumfries and in
particular understand the Integration Joint Board’s role in the governance around
the decision, the financial contribution, the land availability and the utilisation of
Area Clinical Forum to provide formal guidance to Board and Integration Joint
Board.
JA highlighted to NHS Board Members that this was an exciting proposal for the
Board to consider having a Maggie’s Centre within the new Dumfries and
Galloway Royal Infirmary site.
Alex Little, Strategic Planning
Manager/Commissioner for Cancer, Palliative Care & Children’s Services/Child
Health Commissioner was introduced provide a detailed update to Board
Members on the proposal.
AL highlighted NHS Board Members to Appendix 1 of the paper, which was a
report prepared by Sarah Beard, Business Development Director for Maggie’s.
The report gave an overview to NHS Board Members on the potential
development of a Maggie’s Centre at the newly built Dumfries and Galloway
Royal Infirmary and the potential benefits to the community.
GC noted that this was a very positive paper, enquiring whether there was an
option to support the funding of this proposal through the Endowment Trustees.
JA stressed that as this was not an Endowment Trustees Board it would not be
possible to confirm support. PNJ noted that he would be happy to raise at a
future Endowment Trustees Board meeting, for discussion.
AF enquired to whether the addition of a Maggie’s Centre would benefit patients.
AL acknowledged the work of the local group noting that although there would be
benefits of the Maggie’s Centre within Dumfries and Galloway Royal Infirmary, it
was felt that there was a need to further analysis population figures, discuss with
clinical staff, managers and Third Sector Colleagues prior to any formal decision
by NHS Board Members.
KL questioned whether in the future there would be a need to house additional
clinical services on the new hospital site in the location where the Maggie’s
Centre is being proposed. JA advised that if the Board should approve a
Maggie’s Centre, then it would be correct to position the centre within the hospital
site and that this did create a theoretical opportunity cost versus any future
developments.
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LC highlighted that the Area Clinical Forum would welcome clinical discussions
on the paper.
LB enquired to what would the additional benefit of a Maggie’s centre would be
over and above the current cancer support services that we have, fund or
support such as the information centre, volunteer peer groups and Macmillan
nurses etc.
LB further enquired to whether there was any potential to have a community
model that would be more accessible to patients and their families and Carers
across Dumfries and Galloway rather than being placed at DGRI and was
advised that this was not possible in this current proposal.
NHS Board Members continued to discuss the lack of consultation with the public
and Cancer User groups.
LB enquired as to whether other service users would be able to use the centre.
JA advised that the paper does makes reference to additional users using the
facility.
NHS Board Members:
• agreed to commence consultation with the Integration Joint Board,
Area Clinical Forum, Area Partnership Forum, Cancer User Groups
and with wider public around the proposal.
• agreed to submit the proposal to Endowment Trustees Board in
June 2018 for discussion.
• agreed to co-ordinate a full review of the proposal prior to ensure a
fully informed decision could be made at a future Board meeting.
168.

Population Health and Wellbeing Interventions Report
AC presented the Population Health and Wellbeing Interventions Report, asking
NHS Board Members to note the information within the report and continue to
support evidence-based population health and wellbeing interventions.
NHS Board Members were highlighted to the necessity for change in how
services are provided in Dumfries and Galloway, with AC noting the key findings
from the Scottish Burden of Disease Study, which gave an update on the top
contributors to early death.
AC highlighted the population health in Dumfries and Galloway in terms of
demographics and in particular the importance of health and wellbeing in children
and young people, as well as the relevance of health inequalities and
socioeconomic deprivation.
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NHS Board Members were advised of the investigations on how the approaches
to population health can be part of the solution to the unsustainability of current
services.
AC noted the tables within section 4 of the report, which detailed the findings
from the three reviews under the different mechanisms for delivery of population
health approaches and draws out important aspects.
NHS Board Members noted the update.
169.

Register of Interest
LG presented the Register of Interest report, asking NHS Board Members to
review and approve the updated Register of Members’ Interests register as at
May 2018.
NHS Board Members were advised that the report supported good governance
through local and national policies and guidance, including the Board’s Standing
Orders and Code of Conduct.
NHS Board Members approved the revised Register of Members’ Interests.

170.

Integration Joint Board Membership and Substitutes
PNJ presented the Integration Joint Board Membership and Substitutes paper,
asking NHS Board Members to approve the proposed membership and
substitute amendments for the NHS members of the Integration Joint Board.
NHS Board Members were made aware that the proposal was that Lorna Carr
Non-Executive Board Member was to stand down as a voting Integration Joint
Board Member with effect from 31st October 2018, Nick Morris Non-Executive
Board Member would fill the vacant post as an Integration Joint Board Voting
Member from 1st November 2018, substitute voting members for the Integration
Joint Board for the period 1st June 2018 – 31st October 2018 would be
Melissa Gunn and Nick Morris. From 1st November 2018 the substitute voting
members for the NHS would then be Melissa Gunn and Lorna Carr, NonExecutive Board Members.
AF queried the number of substitute voting members that were being suggested,
highlighting that the Local Authority have identified 5 substitute for their voting
members on the Integration Joint Board and the NHS are only putting two names
forward. LG confirmed that due to the roles undertaken by other Board Members
there were not enough members on the NHS Board to propose any more that
two substitutes at this time, however, should circumstances change the position
would be reviewed.
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NHS Board Members:
• agreed that Lorna Carr Non-Executive Board Member would stand down as a
voting Integration Joint Board Member with effect from 31st October 2018.
• agreed for Nick Morris Non-Executive Board Member to fill the vacant post as
an Integration Joint Board Voting Member from 1st November 2018.
• agreed that the Integration Joint Board substitute voting members for the
NHS will be Melissa Gunn and Lorna Carr, Non-Executive Board Members,
with effect from 1st November 2018.
• agreed that the substitute voting members for the Integration Joint Board for
the period 1st June 2018 – 31st October 2018 will be Melissa Gunn and
Nick Morris.
171.

Board Briefing
PNJ 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.
NHS Board Members were highlighted to the appointment of
Dr Christiane Shrimpton as Associate Medical Director for the Community Health
and Social Care Directorate.
NHS Board Members noted the report.

172.

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.
•

Person Centred Health and Care Committee – 26th February 2018
PNJ presented the minute from the Person Centred Health and Care
Committee meeting on 26th February 2018.
NHS Board Members noted the minute.

•

Person Centred Health and Care Committee – 21st August 2018
PNJ presented the minute from the Person Centred Health and Care
Committee meeting on 21st August 2018.
NHS Board Members noted the minute.
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173.

Any Other Competent Business.
PNJ made NHS Board Members aware of the potential sale of the Crichton Hall,
giving an update on the progress around negotiations.

174.

Date of Next Meeting
The next meeting of the NHS Board will be held on 6th August 2018 at 10am –
1pm in the Conference Room, Crichton Hall, Bankend Road, Dumfries,
DG1 4TG.
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Agenda Item 186

Actions List from NHS Board – Public Meeting
Date of
Agenda
Action
Meeting
Item
05/06/2017
38.
Urological Cancer Update

Responsible
Manager

VF advised Members that to address
recruitment challenges locally, work is being
progressed with NHS Ayrshire and Arran to
establish joint working arrangements for oncall and shared clinics in Stranraer. A further
update on progress will be brought back to the
August 2017 NHS Board meeting.

07/08/2017

58.

Current Status

Vicky
Freeman

Information is still being gathered to
allow a paper to be prepared. It has
been agreed to push this paper back to
the Autumn 2018 Board meeting for
review.

Ken
Donaldson

An update on this item will be brought
back to NHS Board in Autumn 2018, to
include the data evidence of GP
referrals.

Tobacco Control Action Plan
PH further noted the reduction of GP referrals
being made to smoking services, noting that
this was a national problem as Information
Services Division data was also showing a 5%
reduction in smoking cessation specialist
services. PH requested data evidence of GP
referrals be including within the next update to
be brought back to NHS Board.
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Date
Completed

Date of
Agenda
Action
Meeting
Item
04/12/2017
96.
Lochside and Lincluden Oral Health Action
Plan Update and Lochside Dental Clinic
Withdrawal Update

Responsible
Manager

PH further enquired to whether the
communities of Lochside and Lincluden had
participated in appraisals. VW advised that
appraisals had been carried out at the start of
the process and although the data confirmed
that only 43% of patients resided in the
Lochside and Lincluden areas, data was not
available to break down any further. VW
agreed to address data issues and feedback
to Board Members at a later date.

Valerie White

A review of the data issues is being
undertaken and an update will be
provided to NHS Board when available.

Katy Lewis

An update on this item will be provided
to NHS Board members, when
available.

04/12/2017

96.

Current Status

Lochside and Lincluden Oral Health Action
Plan Update and Lochside Dental Clinic
Withdrawal Update
NHS Board Members were highlighted to the
discussion at the last Health and Social Care
Management Team meeting, where Alistair
Kelly noted his concerns at the lack of
administrative provision for Podiatry Services.
KL advised that there would be a further
review of services to aid administration
support and agreed to update Board Members
accordingly.
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Date
Completed

Date of
Agenda
Action
Meeting
Item
05/02/2018
111.
Improving Safety, Reducing Harm Report
PH enquired to how the Board’s performance
in this area compared with other NHS
Scotland Boards, highlighting the recent news
article on defibrillation figures which showed
that there were more females dying of cardiac
arrest and whether there was anything that
the Board could do to raise awareness. KD
noted that he was not aware of any national
campaign for females and ED agreed to
speak to the national team and share the
information once received with Board
Members.

09/04/2018

130.

Responsible
Manager

Current Status

Eddie
Docherty

An update on this item will be provided
to NHS Board members, when
available.

Eddie
Docherty

All future reports are being amended to
incorporate this action and will be
evident from the August 2018 NHS
Board onwards.

Patient Experience Report
PNJ enquired to whether future reports may
be amended to improve the clarity of data as
PNJ felt that the feedback charts within the
report did not highlight sufficiently the key
information for Board members. ED agreed to
review the report and amend the format for
future submissions.
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Date
Completed

Date of
Agenda
Action
Meeting
Item
09/04/2018
130.
Patient Experience Report

Responsible
Manager

LD questioned the provision of New
Testament Bibles for every patient room and
ward socialisation areas within the new
hospital and whether the books could be
provided within the Sanctuary rather than in
patient rooms. ED advised that the provision
of single new testaments within rooms and
social areas was a late development and
agreed to discuss Board Members’ thoughts
with members of Person Centred Health and
Care Committee.
09/04/2018

132.

132.

Date
Completed

Eddie
Docherty

A discussion on this item will be taken
to the next Person Centred Health and
Care Committee to agree to provide the
bibles within the Sanctuary only.

04/06/2018

Eddie
Docherty

An update on this item was given to Gill
Stanyard outwith the NHS Board
meeting.

04/06/2018

Eddie
Docherty

An update on this item will be shared
with Board Members on receipt of the
most up to date figures.

Improving Safety, Reducing Harm Report
GS enquired whether there were therapy
pathways for females suffering from
behavioural disorders. ED advised that he
would investigate and share the information
with Board Members.

09/04/2018

Current Status

Improving Safety, Reducing Harm Report
AF noted his interest in how many individuals
were involved in the number of falls without
harm.
ED advised that the Board do
investigate the number of individuals involved
and agreed to share the information with
Board Members.
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Date of
Agenda
Action
Meeting
Item
09/04/2018
133.
Safeguarding Volunteers

Responsible
Manager

GS enquired to whether Non Executive Board
Members could be Mentors for the
Volunteers. ED agreed to take the suggestion
forward.
09/04/2018

141.

158.

Eddie
Docherty

A discussion on this item was being
taken through Person Centred Health
and Care Committee and will be
reported back to NHS Board Members.

Richard
Smith

Information will be circulated to NHS
Board Members when available.

Eddie
Docherty

A copy of the report will be shared with
NHS Board Members when available.

Supporting an Increase in Physical Activity
GS enquired as to the link between social
prescribing, physical activity options and
mental health with physical activity.
RS
advised that he would source and circulate
information to Board Members.

04/06/2018

Current Status

Spiritual Care and Volunteering Report
NHS Board Members were directed to the
unannounced HEI Inspection from 29th – 31st
May 2018, at DGRI, with ED noting that the
Inspection had followed a new format that
covered all aspects of environmental
standards from leadership in the prevention
and control of infection through to traditional
cleanliness standards. ED continued to note
that the draft report would be received by
email on 11th July 2018, with the final report
published on 8th August 2018. It was agreed
that a copy of the report would be shared with
Board Members when available.
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Date of
Agenda
Action
Meeting
Item
04/06/2018
160.
Improving Safety, Reducing Harm Report –
Mental Health Directorate
GC enquired to the level of community
engagement to aid further improvement in the
outcomes and statement of approach, ED
agreed that he would investigate the level of
community engagement and share the
information with Board Members when
available.
04/06/2018

165.

Responsible
Manager

Current Status

Eddie
Docherty

Information on this item is still being
gathered and will be shared with NHS
Board Members when available.

Katy Lewis

A copy of the Equipment Disposal
Process will be shared with NHS Board
Members
in
August
2018,
for
information.

Financial Performance Update 2018/19 –
Position to Month 1 Report
LB enquired to the assessment of the medical
equipment not transferred to the new hospital.
KL advised that there were processes in place
to address equipment purchase and transfer
through the Strategic Capital Programme
Board, with KL agreeing to share the
Equipment Disposal Process for the items not
transferred to Dumfries and Galloway Royal
Infirmary with Board Members.
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RECOMMENDATION
The Board is asked to note the Risk Management Annual Report 2017/18, which
details the activity and improvements that have been made over the last 12 months
against risk management. This report has been reviewed Audit and Risk Committee
in July and Healthcare Governance Committee in July also.

CONTEXT
Strategy / Policy:
This paper is advised by the Scottish Government Audit Committee Handbook, the
Board’s Risk Management Strategy and the Audit and risk Committee Terms of
Reference.
Organisational Context / Why is this paper important / Key messages:
Part of the role of the Audit and Risk Committee is to support the NHS Board by
critically reviewing governance and assurance processes on which the Board places
reliance. One of the assurances the committee is asked to review is around risk and
risk management.
This paper provides high level information on risk management activity, specifically
giving assurance to the Committee that risk has been continuously reviewed and
managed during 2017/18.
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GLOSSARY OF TERMS
SAE
SAER
SAN
QPSLG
HCGC

- Significant Adverse Event
- Significant Adverse Event Review
- Safety Action Notice
- Quality and Patient Safety Leadership Group
- Healthcare Governance Committee
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MONITORING FORM
•
•

Policy / Strategy

•
Staffing Implications
Financial Implications
Consultation / Consideration
Risk Assessment

Risk Management Strategy
Scottish Government - Audit Committee
Handbook (July 2008)
Audit and Risk Committee Terms of Reference

Not Applicable
Not Applicable
Audit & Risk Committee
Risk assessment of each of the risks is carried out
prior to being added to the risk registers and will
continually be reviewed during the lifecycle of the
risk.

Risk Appetite
Low x

Medium

High

Patient safety is paramount to NHS Dumfries and
Galloway and as such it has a low appetite for clinical
risk.

Sustainability
Compliance with
Objectives

Not Applicable
Corporate • To promote and embed continuous quality
improvement by connecting the range of quality
and safety activities which underpin delivery of
the three ambitions of the Healthcare Quality
Strategy, to deliver a high quality service across
NHS Dumfries and Galloway.
• To maximise the benefit of the financial
allocation by delivering clinically and cost
effective services efficiently

Local Outcome Improvement Not Applicable
Plan (LOIP)
Best Value

• Vision and Leadership
• Governance and Accountability
• Performance Management

Impact Assessment
No Equality Impact Assessment required
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1. Introduction
NHS Dumfries and Galloway acknowledges that the sound and effective implementation of
risk management is considered best business practice at a corporate and strategic level,
as well as a means of improving operational activities and continually improving patient
and staff safety.
The purpose of this report is to:
•
•
•

summarise the key activities and achievements relating to risk management
undertaken between 1 April 2017 and 31 March 2018
highlight the progress in the ongoing development of our risk management
arrangements
outline the risk management objectives for the coming year

The report aims to provide assurance and evidence to the NHS Board, Chief Executive
and Audit and Risk Committee that a programme of work is in place to identify, assess and
manage risk within NHS Dumfries and Galloway.
The management of risk is achieved by ensuring an effective Governance Framework is in
place and operating effectively. This Report sets out to confirm that there have been
adequate and effective risk management arrangements in place throughout the year and
highlights material areas of risk.
The process of Risk Management is an increasingly complex one, which addresses all
areas that challenge the Board in terms of safe, effective, person centred service delivery
and management. This means being financially viable, having good governance, skilled
staff and centrally delivering safe, reliable and effective care to people who use our
services.
Good
to:
•
•
•
•
•
•

Risk Management has the potential to impact on performance improvement, leading
Improvement in service delivery
More efficient and effective use of resources
Improved safety of patients, staff and visitors
Promotion of innovation within a risk management framework
Reduction in management time spent ‘fire fighting’
Assurance that information is accurate and that controls and systems are robust
and defensible.

Application of the Risk Management Framework will ensure the Organisation’s
management understands the risks to which it is exposed and deals with them in an
informed, proactive manner.
Staff are empowered to use their professional judgement in deciding which risks are
significant. The complete elimination of risk will not be a feasible goal for the Board –
however, in certain circumstances calculated risk management will be required to achieve
creative or innovative solutions that will help to improve the services to patients.
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The Annual Risk Management report provides an assessment of the effectiveness of these
risk management arrangements which were in place throughout the year.
2. Risk Management
The management of risk within NHS Dumfries and Galloway is everyone’s responsibility
and forms an essential and integral part of the governance arrangements. For both users
and providers, it is vital that robust mechanisms are in place to identify, mitigate and
escalate risks associated with the delivery and planning of our services.
Risk Management is the systematic identification, assessment and reduction of
risks to patients, staff and the Organisation
We are continually working to strengthen our approach to Risk Management and this year
we have refreshed our Risk Management Strategy to incorporate a Risk Appetite
Statement which details the level of risk that the Board is willing to tolerate in pursuit of its
objectives and strengthened our management of Significant Adverse Events.
2.1.

Risk Management Responsibilities

The risk management function is integrated into the Patient Safety and Improvement team
with executive Leadership and direction being provided by the Risk Executive Group, co
chaired by Executive Director for Nursing, Midwifery and Allied Health Professionals
(NMAHP) and the Director of Finance. The team provides quality improvement, patient
safety and risk management advice, guidance and support to the Board, its managers and
staff.
All Directors within NHS Dumfries and Galloway have a clear responsibility and role for the
identification and management of risk. Directorate Management Teams retain operational
responsibility for managing risk within their areas of responsibility.
Risk Facilitators have been identified within each Directorate. Their role is pivotal in
providing Risk Management support to their Directorate and in liaising with the corporate
risk function to ensure that the day to day management of risk is informed and can inform
Board policy and shared learning.
Audit and Risk Committee
The Board has an established Audit and Risk Committee which supports the Board in their
responsibilities for issues of risk control and governance. The Audit and Risk Committee
meets quarterly and met on four occasions in 2017/2018. The committee seeks to monitor
and gain assurance through:
•
•

•

Reviewing the Board’s Risk Management Strategy and advising the Board of the
Committee’s views as to its adequacy.
Forming an opinion on the exposure to risk relevant to the Board’s Risk
Appetite, and the adequacy and effectiveness of the systems of internal control
for individual areas/subjects.
Reviewing, discussing and assessing organisational risk and seeking assurance
that effective risk management systems are in place.
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•

•
•
•

Drawing attention to weaknesses in systems of risk management, governance
and internal control, making suggestions as to how these weaknesses can be
addressed.
Considering the Corporate Risk Register and risk management arrangements
for key organisational projects on a quarterly basis.
Gaining assurance that financial risk and change in risk are being monitored.
Monitoring financial risk management.

Risk Executive Group
The Risk Executive Group was established in January 2015 to oversee arrangements for
Risk Management and ensure NHS Dumfries and Galloway has appropriate governance
arrangements in place to maintain operational co-ordination of risk management, in
accordance with the Board’s Risk Management Strategy. The Risk Executive Group meets
quarterly, and met on four occasions in 2017/2018.
The role and function of the Risk Executive Group is:
•
•
•
•
•
•

To agree a Risk Management Strategy for NHS Dumfries and Galloway,
integrating, overseeing and directing the Risk Management agenda
To oversee and provide assurance to the Audit and Risk Committee of the
effectiveness of Risk Management arrangements
To provide direction and guidance to the Risk Management Steering Group
To ensure that Risk Management is integral to all business decision making,
planning, performance reporting and delivery processes
To set a model for agreeing and monitoring risk appetite
Responsible for the review and monitoring of the Corporate Risk Register and
any escalated/uncontrolled risks from Directorates.

Risk Steering Group
The Risk Steering Group takes a balanced approach to risk (including clinical, service,
reputational, financial and environmental) and reports directly to the Risk Executive Group.
It meets bi-monthly with membership drawn from across the Board areas. This forum
enables risk to be shared and discussed from a tactical perspective and informs future risk
management policy and procedure. The group provides assurance to the Risk Executive
Group that appropriate governance arrangements are in place to maintain operational coordination for risk management in accordance with the Boards Risk management Strategy.
The purpose of the Group is to:
•
•

•

Develop, review and seek assurance on Risk Management Strategy, Policy and
Procedures
Bring together those with responsibility for delivering Risk Management across
the Board, including technical experts and Directorate Leads to ensure that a
consistent approach is being applied across NHS Dumfries and Galloway
ensure that the Risk Management Strategy is implemented effectively across
NHS Dumfries and Galloway – this will include reviewing Key Performance
Indicators (KPIs), Internal Audit Reports, external reports and performance
reviews
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•
•
•

Develop and review annual Risk Management Work Plan – this will include a
Training Plan and Annual Report
Escalate areas of concern to Risk Executive Group
Share areas of good practice/learning

The Risk Steering Group met on 3 occasions during the year (2 meetings were cancelled
due to adverse weather) and considered and progressed work around:
•
•
•
•
•

•

•
•
•
•
•

IJB Risk Strategy development and implementation
Policy and Procedure Updates
Risk Training Plan; including promotion of LearnPro module and training needs
analysis
Internal Audit Report and Action Plan (DATIX)
Adverse Event Terminology Review – 3 levels of review were agreed: Strategic
i.e. Significant Adverse Event Review (SAER), Tactical (Directorate Review) and
Operational (Local Review)
Categorisation of incidents – agreement was reached to reduce adverse event
categories from 9 to 3 in line with the National Adverse Event and Learning
Framework
Key Performance Indicators – Risks/ Adverse Events/ Health and Safety
Risk Register Configuration including new build and Health and Social Care
structure refinements
Development Learnpro Module for adverse events
Safety Action Notice (SAN) (SC) 17/01
Duty of Candour Implementation

Work is ongoing to provide support on risk to the IJB and the IJB Audit & Risk Committee
as part of the ongoing support to the Health & Social Care Partnership (H&SCP).
Risk Facilitators
Risk facilitators provide support and co-ordination of risk management within Directorates.
They work on behalf of managers to:
•

•
•
•

•

Manage the development of clinical/non clinical risk across their Directorate,
ensuring risk, patient and staff safety underpins the Directorate’s approach to
Risk Management
Take responsibility for the effective management and co-ordination of all
clinical/non clinical risks and adverse events across the Directorate
Provide support and co-ordination during an adverse event/risk investigation and
are the first point of contact in their Directorate
Develop and maintain efficient and effective systems that ensure lessons are
learned and shared as appropriate to continually improve services across NHS
Dumfries and Galloway
Co-ordinate Directorate Risk Management structures and process.
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General Managers
General Managers retain operational responsibility for implementing the Boards Risk
Management Strategy within their Directorate. The Chair of the Risk steering Group meets
with General Managers as a group and individually 2-3 times annually.
Work Plan 2017/2018:
•
•
•
•

2.2

Review tactical implementation of Board and IJB Risk Strategy
Development of Risk Register module
Refinement of KPI’s
Deliver Risk Training/Learning Plan

Risk Management System

NHS Dumfries and Galloway, in line with many other Boards in Scotland, use DATIX Risk
Management System to record and manage Risks and Adverse Events. The DATIX
system has a wide range of configurable modules, which can be tailored to the needs of
the end user. NHS Dumfries and Galloway currently use the following modules:
•
•
•
•

Risk Register
Adverse Events
Complaints
Actions Module.

The modules were configured to meet local needs and, as such, continually require to be
updated to reflect changes in Organisational structure, coding and advances in the
technology itself.
During 2017/2018 we continued to upgrade DATIX system to keep pace with changes to
organisational structure and to improve end user functionality. We planned to, overhaul
the Risk Register Module to simplify the process and forms for end users however this did
not happen due to a lack of capacity within Patient Safety & Improvement Team and IM&T
and will be taken forward into 2018/19 work programme.
Work Plan 2017/2018:
•
•

2.3

Overhaul Risk Register Module; simplify levels to reflect
operational, tactical and strategic risks
Ensure social work staff have access to DATIX

Risk Register

Risk Registers are an essential component of the organisation’s internal control system.
They are used as a systematic and structured method of recording all risks (clinical,
financial and organisational) that threaten the objectives of the organisation. This process
forms an integral part of day-to-day practices and culture, utilising a single co-ordinated
approach to the identification, assessment and management of all types of risk.
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Risk Registers are designed:
•
•
•
•
•
•
•
•
•

to achieve greater visibility of exposures and threats that may prevent NHS
Dumfries and Galloway from achieving its objectives
to implement a rigorous basis for decision making and planning
to create a record of the identification and control of key organisational risks
to achieve a more effective allocation and use of resources by prioritising risk
to respond more effectively when potential risks occur
to assess and monitor if management controls or resources are adequate to
manage risks
to achieve pro-active, rather than reactive, management and therefore
reduce the likelihood that risks will occur
to further develop the integrated approach to risk management, whether the
risk relates to clinical, non clinical, financial or organisational risk
to ensure all significant risk management concerns are properly considered
and communicated to the Board.

Each Director and Directorate is responsible for maintaining their own Risk Register. The
Risk Register is used by management teams to inform priorities, planning and decision
making. Management teams are expected to regularly review and update their risk
registers.
Each risk is allocated a risk owner(s) who will be responsible for taking appropriate action
to control or minimise its impact.
NHS Dumfries and Galloway Management Team is responsible for maintaining a
Corporate Risk Register which records and reports on action being taken to manage the
strategic risks facing NHS Dumfries & Galloway. NHS Dumfries and Galloway has an
established Corporate Risk Register around the core areas of Governance:
•
•
•
•

Information Governance
Staff Governance
Financial Governance
Clinical Governance.

The Corporate Risk Register has been monitored and reviewed throughout the year and
overseen by Management Team, Board and Audit and Risk Committee. Each of the
standing committees review their section of the Corporate Risk Register
The Directorate Risk Registers are reviewed and monitored by Directorate management
teams and reflect core business. The Review Process is fully owned by the Directorate
management team. The Risk Registers are managed in Directorates by Risk Facilitators
(Key Contacts) on behalf of General Managers. They are maintained on the DATIX system
with nominated persons to manage changes and provide management reports.
The number of risks identified and assessed per Directorate as of 31 March 2018 is shown
below. There has been a 25% decrease in the overall number of risks recorded and it is
believed that this can be further reduced by the amalgamation of risks and the closing of
risks which are now obsolete.
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The Acute & Diagnostics Directorate has the highest number of risks and the most risks
graded as High, this is partly due to scale and partly due to the nature of its business. We
are working with Mental Health to understand the increase in risks recorded.
Caution should be taken when reviewing the data. DATIX is a live system and figures may
change over the course of a day. The figures are correct at the point at which they were
drawn for this report on 2 April 2018.
Work continued this year to support development of the IJB Risk Register. The Health and
social Care Directorate in particular have reviewed their risks to ensure they reflect the
integrated nature of health and social care. Work will continue into 2018/19 to ensure both
health and social care staff can access Datix.
Area/Directorate

2016/2017

2017/2018

+/- %

15

16

+6%

123

108

-12%

285
182
52
211
40

228
60
185
198
37

-20%
-67%
+255%
-6%
-7.5%

High

Very
High

Ungraded

NHS Dumfries and Galloway Corporate Risk Register
Corporate Directorate Risks
Corporate, inc Finance, Medical, NMAHP and Public
Health
Directorate Risks
Acute and Diagnostics
Community Health and Social Care
Mental Health, Learning Disability, Psychology
Operational Services
Women and Children’s Services

Risk Grading by Directorate 2017/18:
Directorate

Low Medium

NHS Dumfries and Galloway Corporate Risk
Register
Corporate Directorate Risks
Corporate, inc Finance, Medical, NMAHP and
Public Health
Directorate Risks
Acute and Diagnostics
Community Health and Social Care
Mental Health, Learning Disability, Psychology
Operational Services
Women and Children’s Services

0

5

10

1

0

21

41

14

1

31

32
10
53
76
7

90
28
81
62
15

18
13
18
17
7

2
0
0
0
0

86
9
33
43
8

Although some Directorates appear to have a high number of risks as stated above, the
majority (89%) are graded medium or low, as seen below in Graph 1.

Graph 1. Number of Risks by Directorate
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The level of confirmed Risk Grading dictates the maximum timescale by which that
particular risk is required to be reviewed. The agreed timescales for reviewing risks are:
•
•
•
•

Low – annually
Medium – 6 monthly
High – quarterly
Very High – monthly

Work Plan:
• During 2018/2019, work will continue to systematically review Risk
Registers to ensure all risks are updated within the specified timeframes or
closed if they are no longer valid.
• A fundamental review and simplification of Risk Register Structure will be
undertaken.
• We will work with Directorates to simplify their risk register, reducing
number of levels to 3; strategic, tactical and operational.

2.4

Adverse Events

Adverse Events are reported on DATIX System. All members of staff have the ability to
submit an adverse event report on the system, which is immediately flagged via email
notification to their Manager and their local Risk Facilitator. The Risk Facilitator reviews
the report and allocates the adverse event to the appropriate individual or team for
investigation. 5288 Adverse Events were reported this year.
Significant Adverse Events
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Significant Adverse Events are defined as an event with the capacity to cause death or
significant harm. Not all events reported as a Significant Adverse Event are preventable or
avoidable.
Significant Adverse Events (SAEs) are reviewed and monitored on a weekly basis by the
Quality and Patient Safety Leadership Group (QPSLG). .
QPSLG consider the need for a full Significant Adverse Event Review (SAER) and, where
relevant, commission a SAER with clear Terms of Reference to guide the investigator.
They receive the SAER report and continue to oversee the significant adverse event
review process ensuring that actions are taken and lessons are learned and shared.
The remit of QPSLG is to:
•
•
•
•
•

Oversee SAER process – ensuring actions have been taken and lessons
learned are shared
Commission SAER’s - including setting Terms of Reference for investigator,
identifying investigators, agreeing when report due
Oversee Significant Complaints process - ensuring actions taken and lessons
are learned and shared
Oversee the process of Safety Action and Risk Notices
Provide reports to Management Team and commission reports for Healthcare
Governance Committee

Significant Adverse Event’s (SAE’s) are classified as any adverse event with a category G,
H, I or, since the 1st of April 2018, any Category 1 adverse events. All SAE’s are taken to
QPSLG who consider whether a SAER should be commissioned.
In total there were 5288 adverse events reported between 1st April 2017 and 31st March
2018. Of these 72 were categorised as SAE’s with 23 commissioned by QPSLG as full
SAER’s.
Adverse Event Key Performance Indicators
NHS Dumfries and Galloway adhere to Healthcare Improvement Scotland (HIS) guidance
for the time taken from reporting an adverse event to closure following investigation. The
closure times for adverse events are as follows:

Categories A – D (from 3 April 2018 – Category 3 ‘Near Miss/No Harm’)
Close within 10 working days
Category A
Circumstances or Events that have the capacity to cause error
Category B

An error that did not reach the patient or person

Category C

An error that reached the patient or person but did not cause harm

Category D

An error that reached the patient and required monitoring or intervention to
confirm that it resulted in no harm to the patient or person
Categories E and F (from 3 April 2018 – Category 2 ‘Temporary Harm’)
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Close within 20 working days
Category E
Temporary harm to the patient or person and required intervention
Category F
Temporary harm to the patient or person and required initial or prolonged
hospitalisation
Categories G to I (from 3 April 2018 – Category 1 ‘Significant Harm/Death’)
Close within 90 working days
Category G
Permanent patient or person harm
Category H
Intervention required to sustain life
Category I
Patient or person death

Timescales are set from the point the adverse event is reported to its closure following
investigation.
The Table below provides a breakdown of the number closed within each of the categories
and time to closure.
Number of incidents closed within each of the categories.
Total
Closed
Cat A to D
Cat E and F
Cat G to I

•
•
•

3490
1208
50

Closed
Closed within Closed within
within 90
10 working
20 working
working
days
days
days
1507
669
1076
647
198
295
5
7
22

Closed
outwith
Timescales

Remain
Open

238
68
16

335
169
28

43% of Category A to D Adverse Events were reviewed and closed within the
agreed timescales
70% of Category E and F Adverse Events were reviewed and closed within the
agreed timescales
68% of Category G to I Adverse Events were reviewed and closed within the
agreed timescales

Work is ongoing with directorates to improve the time from open to closed. In relation to
significant adverse events, the nature of these dictates that a more robust and thorough
investigation be carried out, which can take longer than the prescribed timescale.
On occasions this can also be due to other factors, for example waiting on information
from other agencies e.g. Toxicology results from Post Mortem examination.
The Table below provides figures on the number of Adverse Events reported within the
Directorates for 2016/17 and 2017/18.
The year on year figure shows a >5% increase for all but one directorate, however, we
have seen reporting rates grow year on year as can be seen in graph below. This can be
interpreted positively in that our staff are more comfortable and confident to report
incidents whilst also providing an indication of systems under pressure. The only
Directorate showing a decrease in the number of reported adverse events over the past
year has been Operational Services. This may be due to changes in the Directorate
Structure which saw catering and support services move to Acute and Diagnostics
Directorate.
Directorate

2016/2017
12

2017/2018

+/- %

Acute and Diagnostics
Corporate (inc Finance, Medical, NMAHP and Public
Health
Community Health and Social Care
Mental Health, Learning Disability, Psychology
Operational Services
Women and Children’s Services

2323
133

2449
144

+5%
+8%

1004
1113
83
322

1117
1191
54
333

+10%
+7%
-34%
+3%

Graph 2 below provides the detailed number of adverse events submitted on a month by
month basis for each of the last three financial years. The year on year increase should
be viewed positively and is an indication that staff recognise and feel supported to report
when things go wrong.

Number of adverse events

Graph 2. Number of Adverse Events reported monthly over 3 financial year periods
Number of Adverse Events reported on a Monthly Basis
Over 3 Financial Year Periods

550
500
450

Median
442

Median
414

400
# of Events Reported
Median
382

350

Median 15-16
Median 16-17

300

Median 17-18

250
Feb 2018

Dec 2017

Oct 2017

Aug 2017

Jun 2017

Apr 2017

Feb 2017

Dec 2016

Oct 2016

Aug 2016

Jun 2016

Apr 2016

Feb 2016

Dec 2015

Oct 2015

Aug 2015

Jun 2015

Apr 2015

Month and Year

The Top 5 reported type of Adverse Event/Accident occurring is set out below for each of
the last 3 years. The Top 5 reported categories have remained fairly constant although
variation does exist between Directorates.

1)

2015/2016
Slips, Trips and Falls (1573)

1)

2016/2017
Slips, Trips and Falls (1541)
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1)

2017/2018
Slips, Trips and Falls (1480)

2)
3)
4)
5)

Violence and Aggression
(538)
Treatment Problem (502)
Medication Incident (429)
Other Incidents (196)

2)
3)
4)
5)

Treatment Problem (697)
Violence and Aggression
(496)
Medication Incident (363)
Communication (188)

2)
3)
4)
5)

Treatment Problem (759)
Violence and Aggression
(556)
Medication Incident (469)
Communication (209)

Adverse Event data informs both local and national quality improvement initiatives and is
aligned to improvement programmes, e.g. Scottish Patient Safety Programme (SPSP).
Work Plan 2017/2018:
•
•
•

We will work with Health and Social Care Directorate to ensue all health
and social care staff are able to report on DATIX.
Work with Directorates to ensure that incidents are reviewed within
prescribed timescales
For significant adverse events we will:
• Prepare for roll out of Duty of Candour legislation by April 2018
• Produce local learning summaries for all SAER
• Share learning summaries nationally.

2.5 Leadership Walkrounds
The Patient Safety Leadership Walkround process is designed to give frontline staff and
senior leaders in the organisation an opportunity to discuss safety and improvement and
the things which can help in delivering safe, effective, person centred care. The walkround
conversation is intended to engage staff in order that:
•
•
•

They can discuss what they do well and are proud of.
They can raise safety or quality concerns.
The participants can agree actions and timescales to address any concerns.

From April 2017 to March 2018 a total of 59 Walkrounds took place across the
organisation. Walkrounds take place each week in different areas of the organisation and
are part of a continuing cycle of improvement.
Themes raised include:
Theme

Staffing

Discussion Points
• Staffing levels, sickness and vacancies.
• GP crisis
• Lack of induction for locum doctors.
• Challenges of recruiting to the area, central belt being preferred.
• Issues with how long the recruitment process takes.
• Issues when staff are re-deployed or new into a clinical area.
Lack of experience causes issues.
•

IT Systems

Communication

•
•
•

Localities experiencing issues with mobile phone connections –
causes delay in text messages being received and calls are cut
off.
Communication between clinical staff.
“communication from the top could be better”
Duplication in paperwork due to localities and acute not using
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Visibility of the
Leadership Team

•
•

Move to the New
Hospital

Patient Safety

•
•
•
•
•

•

the same forms.
The departments welcome more frequent but less timely
walkrounds to their departments.
Concerns around providing care to patients, now in new build,
due to single beds.
Staff in Mountainhall feel they may be isolated once new build
migration has taken place.
Design of new build enhances privacy and dignity for patients.
Highest normal birth rate in Scotland for last 7 years.
Peri-natal mortality is increasing (both locally and nationally).
Patient transport being cancelled prior to appointments and
therefore patients are unable to attend their scheduled
appointments.
Falls – numerous sensors tested but not always robust for
patients with different needs/ abilities.

Actions identified during discussions are agreed and carried out by the senior managers or
nominated staff members. Themes identified are discussed by Management Team and
incorporated into business planning processes. Samples of the actions are detailed
below.
Theme
Staffing
IT Systems
Communication
Visibility of the
Leadership Team
Move to the New
Hospital
Patient Safety

2.6

Actions
• Conversations with Vacancy Control Group (VCG) regarding
new starts/ redeployment skills
• Conversations with IT regarding mobile phones.
• Action plan for improved communication to be put into place.
• From April 2017 there will be 2 Leadership Walkrounds a week
when possible to give staff more opportunities to meet with the
Leadership Team.
• Shuttle service will be put in place to accommodate journeys
between sites.
• Conversations regarding frequent missing medication charts.

Risk Management Audit

During 2013 NHS Dumfries and Galloway’s Risk Management process was reviewed by
internal audit. From this audit a limited assurance report was issued with 12
recommendations identified. All of the recommendations have now been closed.
Progress is being made in relation to the re-design of the Risk Register module, however,
due to the plans for the move to the new hospital and Risk Co-ordinator vacancy the
development work was postponed until 2018.
A further audit was undertaken in 2016, where a moderate level of assurance was issued,
which demonstrated the significant improvements that have been made to our risk
management systems.
The purpose of the second audit was to provide assurance on the adequacy and
effectiveness of the Board’s Risk Management Strategy and to demonstrate the Board’s
commitment as a driver in the process, 15 recommendations for action were made, six of
these have now been closed.
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Appendix 1 provides a table of the status of actions taken to address the
recommendations.
2.7

Directorate Updates

All Directorates including those which come under corporate services have reviewed and
updated or strengthened their approaches to Risk Management in year. This is subject to
review as part of the Annual Performance Reviews.
Each of the Directorates now produces an ‘Improving Quality Reducing Harm’ paper which
is presented to HCGC on an annual cycle.
These papers highlight the Directorates approach to risk, safety and improvement and
demonstrate an increasing level of sophistication or maturity in connecting and learning
from areas of identified risk. The table below gives highlights from each Directorate.

Directorate
Mental Health

In Year Highlights
•
•
•

•

•

•

Plans for 2018/19

MH Healthcare Quality Committee
Establishment of a quarterly SAER
Leadership Group
Development of an action plan template
(which includes bespoke QI Projects) for
the mitigation and management of risks
and incidents.
Establishment of a reciprocal
arrangement with NHS Borders, to
support objective scrutiny and shared
learning from SAERs.
Routine monitoring of KPIs associated
with risks and incidents, monitored
through the MH HCQC
Clinical Risk Management Training to
95% of staff

•

Handover of new Acute Hospital
Move to new hospital went very well
Busiest winter in 10 years
Significant staffing challenges
Increase Nursing staff templates for
wards and review of skill mix to take
account of new environment and ways of
working
Increase in incidents and complaints
correlating with pressure on staff and the
system
Vulnerability of Galloway Community
Hospital
Split site working for some specialties

•

•

•

•

.

Acute &
Diagnostics

•
•
•
•
•

•

•
•
Directorate
Women
Children’s &
Sexual Health

•
•

In Year Highlights
Handover of new Women & Children’s
Unit within DGRI
Integrated the multi-disciplinary Clinical
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•
•
•
•

•
•

Information from the SPSP climate tool
will be aligned with findings from
iMatters survey and Leadership
Walkrounds, to improve experiences for
patients and staff.
Commitment to improving safety and
reducing harm will be further realised
through our on-going development of a
culture of continuous quality
improvement.
Priorities for QI work will be considered
through the refreshed risk management
and governance structures, to ensure
they attend to areas of highest risk.
Projects underway which aim to
mitigate risk include: Understanding
Staff Absence, Prevention of Harm from
Falls and Improved Access to Detox
Beds.
Review and refresh risk management
approach
Overhaul Risk Register
Strengthen Risk Triage with slot at
monthly leadership meeting
Increase integration with localities
Work with corporate recruitment and
communications team to increase
profile and presence on social media

Plans for 2018/19
Adverse incident and Risk Training for
key staff
Implement national peri natal review

•

•

•

Health & Social
Care

•

•
•
•
•

Operations

•
•
•

•

•

2.8

Incident Review Groups to have joint
neonatal, obstetric and paediatric group
Datix reporting has increased for neonatal
and acute paediatrics due to awareness
raising.
Perinatal review process now involves
parent’s views and they receive feedback
and apology.
Improved sharing of learning across
Directorate Nurse Manager and Team
leader for service now update risks
aligned with 1:1 meetings to ensure review
dates are met.
Integration of Health and Social Care
Risk Management Systems at tactical
and operational level
Relaunch of Directorate ‘Connecting
Quality Group’
Supporting third and independent sector
organisations
STARS team full Datix users
Emergent risks around sustainability of
Out of Hours Service, Workforce, Estate
and Information sharing
Handover of new Acute Hospital
Agreement of Risk Transference
Arrangements with Highway Health
Weekly Triage established with SERCO
to ensure ‘snagging’ addressed in timely
manner
Monthly management Team meetings
incorporate all aspects of Risk
Management
Introduction of Equipment Librarian &
Repair service

•

•

•
•
•
•
•
•
•
•
•

•

tool
Review structure and composition of
Directorate Risk Register to ensure risk
dependencies are explored and
mitigated

Enable all Social Work teams full
access to Datix incident and risk
register modules
Primary Care Transformation
Programme
Review of Estate
Improve information sharing
arrangements
Increase utilisation of Technology
enabled care
Support third and independent sector
organisations to become equal partners
Improve KPI around incident review
and closure
Ensure Incidents are correctly assigned
Provide peer support for RM via
Directorate Management Team
Establish role of Estates Compliance
Officer to ensure compliant with
legislation and policy
Comprehensive Review of Risk
Portfolio

Internal and External Hazard and Safety Notices and Alerts

NHS Dumfries and Galloway received 83 Safety/Hazard Notices during this financial
period from bodies such as HIS.
An update on Circulars and Safety Action Notices are presented to Healthcare
Governance Committee (HCGC) on a bi-annual basis to give assurance that notices are
reviewed and acted on as appropriate.
QPSLG receive and review responses to any high risk notices where there is a risk of
severe death or harm.
Our local Protocol ensures that notices and alerts received into the organisation are
reviewed, risk assessed, implemented and monitored.
Notices are reviewed for
applicability by Specialist/Technical Advisors and then sent out to appropriate areas for
review and action. 95 % of notices were sent out within the specified timescale of 3 days.
Directorates are required to complete a signed declaration and respond within 20 working
days of receipt of the Notice. 42% of declarations were returned within 20 working days of
receipt.
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The table below details last year’s activity.
Type
Product Recall Notice

Total Received
2017-2018
4

Medical Device Alert

42

Field Safety Notice

9

Customer Alert Notice

3

Patient Safety Alert

10

Estates Facilities Alert

4

Safety Action Notice

3

Information Message

8

A number of directorates were failing to adhere to the timescales set within the Protocol
and were supported to understand and improve performance. We have also worked with
the Lead Nurse for Primary and Community Care to improve the Locality Hazard and
Safety Action Notice procedure. The protocol document is being reviewed and we have
redesigned the current recording database.
Work Plan 2018/2019:
•
•

3.

Review and update HAZ/SAN protocol
Work with Directorates and Localities to improve compliance with
response timescales

Risk Appetite

Organisations are increasingly being asked by stakeholders, analysts and the public to
express clearly the extent of their willingness to take risk in order to meet their strategic
objectives. Risk Appetite goes to the heart of how an organisation does business, how it
wishes to be perceived by stakeholders and can be described as the amount of risk the
organisation is prepared to accept.
NHS D&G have agreed a Risk Appetite Statement which is included within the Risk
Management Strategy, agreed by Audit & Risk Committee in June 2017. A copy of the
approved Risk Appetite has been incorporated into the newly approved Risk Management
Strategy, the Risk Appetite is attached at Appendix 2.
Work Plan 2017/2018:
•
•
•

4.

Risk Appetite will be incorporated into the Risk Training Plan.
A communication plan will be developed to raise awareness of Risk
Appetite.
Board Paper templates to be amended to include consideration of Risk
Appetite

Corporate Risks

In 2016, a complete review of the Corporate Risks was undertaken, reducing the number
of risks from 30 to 14. The themes of all 30 old risks filtered through the new risks, to
ensure a more focussed and manageable register.
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During 2017/18 a number of changes were made to the risks to ensure they captured the
challenges being faced by the Board, through financial constraints, changes to service
delivery, the introduction or revision of legislation and the integration of Health and Social
Care.
As part of the development of the register, the following two new risks were added to the
register during the year:
•
•

Information Sharing within and across Children’s Services
Organisational culture and development (staff experience)

The first new risk focuses on the potential confusion that exists around information sharing
across agencies due to changes regarding named person legislation implementation which
has been put on hold by the Scottish Government.
The second new risk focuses on the failure of the organisation to have a culture, systems
and processes in which staff feel safe and confident to speak up and raise concerns and
ideas for improvement, which could have an adverse impact on staff and/or patient safety,
health, wellbeing, relationships and reputation of the Board, which could result in the
Integration Joint Board failing to deliver anticipated cultural change resulting in
fragmentation and disjointed services impacting adversely on patient / user and staff
experience.
In accordance with the Risk Management Strategy, quarterly meetings have been held
with the Directors to undertake individual reviews of each of the corporate risks and to reassess the risk grading, taking into account any further control measure that have been
identified and implemented, as well as legislative changes and developments within
service delivery.
The risks within the register continue to be wide ranging, covering a variety of areas
including medical staffing, health inequalities and financial risks. The worksheet attached
at Appendix 3 details the Corporate Risks on the register and the level of risk associated
with each. We currently have 1 risk graded as Very High, 10 risks graded as High and the
remaining 5 risks as Medium.
Update on the progress that has been made around the Corporate Risk Register has been
presented to the Risk Executive Group and Audit and Risk Committee as part of the
Quarterly Risk Management Update paper, throughout the year.
Risk registers are held for each key developments being progressed including the New
Hospital project, Service Change Programme and Mountainhall Treatment Centre Project.
These are presented routinely to Audit and Risk Committee for scrutiny; however, they are
not recorded on DATIX.
Work Plan 2018/2019:
The Corporate Business Manager will continue to meet with each of the
Directors on a quarterly basis to update the live risks and develop new and
existing controls with the aim of reducing the risk grading to the target position in
the long term, which would be 13 medium rated risks and 3 high risks on the
Corporate Risk Register.
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5.

Risk Assurance Framework

From discussions that were held at Audit and Risk Committee in both March and June
2016, it was highlighted that as part of good governance and the management of risk
assurance, the Board should be able to demonstrate the assurance routes for all areas of
Board business.
An Assurance Framework is used to provide a structure and process that enables the
Board to focus on the risks to achieving its annual objectives and be assured that
adequate controls are operating to reduce these risks to an acceptable level.
The Audit and Risk Committee receive a copy of the Assurance Framework as part of the
quarterly Risk Management Update Reports throughout the year to ensure that there is an
appropriate spread of assurance across the Board that will demonstrate that risk
management is embedded within the organisation, enabling them to provide assurance on
to NHS Board, as part of the Audit and Risk Committee’s Annual Report, in support of the
Governance Statement process.
The Corporate Business Manager will continue to meet with each of the Directors on a
quarterly basis, when reviewing the Corporate Risk Register, to look at the assurances
that were expected during the three months that have passed and to confirm the level of
assurance they took from the information or process.
At present the Framework only focuses on the 16 Corporate Risks for the Board, however,
a new Assurance Map is also being developed with will provide an overview of the
assurance Board wide, identifying any gaps or challenges from the wider remit.

Work Plan 2017/2018:
Further development of the Framework and the new Assurance Map will be
discussed with Audit and Risk Committee and Risk Executive Group to ensure
they are fit for purpose and give the appropriate levels of assurance to both
Committee and Board members.

6.

Communication of Risk Management Information

All risk information and guidance is hosted within the Datix Risk Management Portal on
Beacon.
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The Datix portal enables access to the Risk Management Strategy, Risk Management
Guidance, SAER Management, ‘How to Section’ and directly links to other associated
internal and external web sites e.g:
•
•
•
•

Health and Safety Executive
Occupational Health and Safety (SALUS)
SPSP
DATIX

6.1 Reports
The Patient Safety and Improvement team provide a variety of papers and reports to
Boards, directorates and management teams to stimulate reflection, learning and for
governance purposes. During 2017/2018 reports were received by:
•
•
•
•
•
•
•
•

NHS Board
Healthcare Governance Committee
Management Team
Audit and Risk Committee
Quality and Patient Safety Leadership Group - weekly
Monthly directorate management teams
On line live reports are available on DATIX and via Qlikview
In house Safety notices and alerts for areas of emergent or significant risk

6.2 Training, Education and Development
During 2017/2018 there was no overarching Risk Training Plan, due to a gap in recruiting
to Risk Coordinator post of 8 months. Where training needs were identified these were met
with bespoke training modules delivered by the Patient Safety & Improvement Team.
Local Risk Facilitators provide operational support and training within their Directorate.
Human Factors training which aims to increase understanding of factors involved in human
error and how we might develop better resolutions to minimise risk and improve how
adverse events are handled is delivered by the Education Centre. Three courses and a
total of 35 staff attended this year.
A LearnPro module is available for online adverse event management training. More than
200 members of staff have accessed the module. The module has been updates and will
be further promoted during 2018/19.
Greater Glasgow and Clyde supported us to train nearly 80 people in Significant Adverse
Event Review. These people will be further supported during 2018/19 with facilitated
workshops and coaching.
Risk Workshops were facilitated for IJB, Health & Social Care Senior Management Team
and NHS Board to support the development and review of their Risk Registers.
A Training Needs Analysis was undertaken to help us understand development needs and
this has informed the training/learning plan for 2018/19.
The focus of training and development during 2018/2019 will be on the proactive
identification and management of risk. Themes from recurrent risks will continue to be an
integral component of our safety and improvement programmes.
21

The ultimate aim is to provide staff with the necessary knowledge and understanding to
achieve:
• A workforce with the competence and capacity to manage risk and handle risk
judgements with confidence;
• An organisational focus on identifying malfunctioning systems rather than people
• Organisational learning from adverse events
• Ensure risks are identified, assessed and managed in accordance with policy
and procedure
• Lessons are learned and improvements reliably applied to prevent further
harm/risk exposure
Work Plan 2018/2019:
• A Prioritised Risk Training/Learning Plan will be agreed to support
implementation of IJB Risk Strategy
• DATIX Training will continue to be delivered throughout 2018/2019 by
the Adverse Event Coordinator and Risk Project Officer with a focus on
social work staff.
• NHS Dumfries and Galloway will continue to work with NHS Glasgow
and Greater Clyde to share training resources

7.

Involvement in National Programmes

NHS Dumfries and Galloway have members of staff who represent the Board at the
following meetings:
•
•
•
•
•

Risk Manager’s Network
Datix Scottish User’s Group
HIS Adverse Event Education Framework - Short Life Working Group
Adverse Events Network
Scottish Patient Safety Programme

7.1 Learning from Other Boards
The above national meetings and work groups enable NHS Dumfries & Galloway to
continuously review and refine our approach to Risk Management in line with other Boards
across Scotland and to work with HIS to define national policy and share best practice.
As a result we have taken forward developments around Adverse Event form design, Risk
and Adverse Events Training and implementation of “Duty of Candour” legislation.
We have worked with HIS to test a national template for collating learning from Significant
Adverse Events which will enable lessons to be shared across Scotland via a secure
database and are now rolling this out for all SAER’s.
7.2 Improving Safety, Reducing Harm
Clinical Risks and patient harm identified through Adverse Events reporting are
incorporated in our Patient Safety and improvement Programmes.
22

We currently have programmes in:
•
•
•
•
•

Acute Adult Care
Primary Care which includes Care Homes and Dentistry
Mental Health
Maternal/Neonates/Paediatrics (MCQIC)
Early Years

Each of the programmes has distinct aims, interventions and a management framework to
assess impact. These are reported through Management Boards, HCGC, NHS Board and
externally to HIS.
Areas of high risk being addressed include:•
•
•
•
•
•
•
•
•

Medication Management
Management of patient deterioration
Falls
Communication
Healthcare Associated Infection (HAI)
Pressure Ulcers
Catheter Associated Urinary Tract Infection (CAUTI)
Management of stress and distress
Safety Culture

A brief synopsis of some of this work is described below.
Falls
As a Board we have seen an increase in the number of falls and falls with harm.
We have developed and tested a falls bundle which is now a core component of
assessment documentation on admission for all inpatients in DGRI.
Mental Health have worked to improve identification and management of older adults at
risk of falls in Midpark and have seen a significant reduction in their falls rate.
We are currently exploring the use of assisted technology, interventions and engagement
to prevent social isolation.
Falls links with the frailty collaborative which we are working on with support from HIS.
Next steps include development of a real time falls investigation process, which will further
support teams to minimise risk of falling and possible harm for those at highest risk.
Medicines
Four local dental practices took part in a pilot improvement collaborative to reduce harm in
dentistry. High risk criteria were identified, and processes in each practice were improved
to ensure medical histories were at the heart of conversations between dental patients and
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staff, so that appropriate treatment plans are made. Results were fed back to the
national team to feed into a potential national rollout of the initiative.
Deteriorating Patients
Increasing recognition and response to patient deterioration continues to be a priority
across the system, with teams in Acute Care, Paediatrics and Mental Health all working to
implement early warning or risk assessment processes to highlight patients at risk.
The National Early Warning Score has been implemented within Acute, contributing to a
52% reduction in hospital cardiac arrests.
Pressure Ulcers
We have seen a significant increase in Pressure Ulcers both in and outwith hospital.
In response to this and the severity of impact this has on individuals a focussed
collaborative programme of work, will be under taken for 12 months commencing on 30th
April 2018. Teams from community and inpatients will participate and support the changes
required to reduce harm.
During 2017/17 a local collaborative of 5 care homes worked to reduce pressure ulcer
prevalence in older adults. The project focused on staff engagement, awareness and
training, recognising that a culture of safety is essential to proactively manage risk of harm.
3 of the 5 care homes have virtually eradicated acquired pressure ulcers with more than
300 days since the last pressure ulcer.
Communication
As a key factor in most adverse events, we know this is an area that requires continued
focus.
We are currently taking a whole system approach to understand and review both written
and verbal communication to enable effective handover of patient care at all points of
transition within acute care. From assessment, admission and transfers through to
discharge. Engaging with teams to give assurance of good practice and identify areas for
improvement which it is hoped will reduce duplication between paper and electronic
systems.
Hospital and ward based huddles continue to be refined in Women, Children’s and Sexual
Health, in DGRI and in Midpark to improve communication.
Work Plan 2018/2019:
•
•
•
•
•

A Patient Safety and Improvement Workplan that incorporates areas of known
risk is developed and updated annually.
NHS Dumfries & Galloway will continue to participate in SPSP
The Patient Safety & Improvement Team will work with Directorates to
prioritise areas for improvement
Continue to develop Quality Improvement Capability through delivery of
Scottish Improvement Skills (SIS)
Provide coaching support to individuals and teams working on areas of
risk/improvement
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8.

Assurance Statement

The Audit and Risk Committee advises the Board and Accountable Officer on their
responsibilities for issues of risk, control and governance and associated assurance and
seeks to ensure that:
•
•
•

There is a comprehensive risk management system in place to identify, assess,
manage and monitor risk at all levels within the organisation.
There is appropriate ownership of risk in the organisation and that there is an
effective culture of risk management.
There is a clearly defined risk appetite statement in place, which is regularly
reviewed and utilised organisation wide to assess risk tolerance.

Based on the core requirements of the framework already in place the following are the
areas of significance for both strengthening of the Risk Management Framework and the
areas identified for improvement in this review period : –
Strengthening of the Risk Management Framework:
•
•

•
•

•

•

Annual reviews of the Board’s approved Risk Management Strategy are undertaken
to ensure continuous development of Risk Management Systems.
Annual reviews of the Board’s approved Risk Appetite Statement are undertaken to
ensure the appropriate tolerance levels for risk is managed and embedded within
Risks Management organisation wide.
Review and re-launch of the Risk Management Guidance on Beacon – Adverse
Event Recording; SAER; Root Cause Analysis
Regular (usually weekly) meeting of the Quality & Patient Safety Leadership Group
to consider Significant Adverse Events, commission investigations, seek assurance
with regard to action and promote learning.
Use of adverse event data to inform local and national Quality Improvement
initiatives overseen by Management Team and aligned to programmes of
improvement, e.g. Scottish Patient Safety Programme
Continuous review of Risk Profile through the management of the Corporate and
Directorate Risk Registers to reflect current and emerging risk through Management
Team.

The Risk Facilitators within all directorates with the additional support of Patient Safety and
Improvement team ensure that operational risks are consistently monitored and managed.
This is further enhanced by the bi-monthly RSG meetings which feed directly into the Risk
Executive Group, ensuring a clear line of communication and awareness of Risk at all
levels of the organisation.
In addition to the above directorates operate a weekly/monthly ‘Risk Triage’ meeting to
ensure risk is being managed at an operational level. This ensures repeat trends are dealt
with at an early stage and the appropriate managers are being provided with the
necessary assistance. These meetings have the added benefit of ensuring risk is
discussed and embedded in to daily business.
9.

Priorities
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Summary of Progress against Priorities 2017 – 2018

Work activity identified for 2017/2018
Activity Progress
Increase Compliance against Risk Key Continuing to support Directorates to
Performance Indicators
improve compliance through refinement of
local review and improvement process’
Validation of CHI numbers in Datix through Complete
SCI store
Risk Register Development and Upgrade
Preparation has progressing to upgrade the
risk register module but was delayed due to
lack of IM&T and Patient Safety &
Improvement capacity.
Risk Management and Adverse Events Prioritised training on SAERs with bespoke
Training Plan
training and facilitated workshops offered to
Management Teams
Develop a more robust “learning system” to QPSLG lead this activity and now publish a
ensure that lessons learned are clearly quarterly
newsletter
and
Learning
articulated, reviewed and shared.
summaries for all SAER’s.
Adverse Event System Development
Complete.
Reduced
Adverse
Event
categories from 9 to 3 in line with National
Guidance.
Rollout Datix Adverse Event System to STARS team now use Datix, further roll out
Social Care Staff
planned.
Duty of Candour Legislation Implementation Implementation Plan developed and being
progressed.

Summary of Priorities for 2018 - 2019

Risk Management
Strategy
Implementation

•
•
•
•
•

•
•

Review tactical implementation of Board and IJB Risk Strategy
Development of Risk Register module
Refinement of KPI’s
Deliver Risk Training/Learning Plan
During 2018/2019, work will continue to systematically review Risk
Registers to ensure all risks are updated within the specified
timeframes or closed if they are no longer valid.
We will work with Health and Social Care Directorate to ensue all
health and social care staff are able to report on DATIX.
For significant adverse events we will:
• Prepare for roll out of Duty of Candour legislation by April 2018
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Risk Appetite

Corporate Risks

• Produce local learning summaries for all SAER
• Share learning summaries nationally
• Review and update HAZ/SAN protocol
• Work with Directorates and Localities to improve compliance with
response timescales
• Risk Appetite will be incorporated into the Risk Training Plan.
• A communication plan will be developed to raise awareness of Risk
Appetite.
• Board Paper templates to be amended to include consideration of Risk
Appetite
The Corporate Business Manager will continue to meet with each of the
Directors on a quarterly basis to update the live risks and develop new and
existing controls with the aim of reducing the risk grading to the target
position in the long term, which would be 13 medium rated risks and 3 high
risks on the Corporate Risk Register.

Risk Assurance
Framework

Further development of the Framework and the new Assurance Map will
be discussed with Audit and Risk Committee and Risk Executive Group to
ensure they are fit for purpose and give the appropriate levels of
assurance to both Committee and Board members.

Risk Management
Learning System

•
•

•
•
•

Improving Safety
Reducing Harm

•
•
•
•

•
10.

A Prioritised Risk Training/Learning Plan will be agreed to support
implementation of Board and IJB Risk Strategy
DATIX Training will continue to be delivered throughout 2018/2019 by
the Adverse Event Coordinator and Risk Project Officer with a focus on
social work staff.
NHS Dumfries and Galloway will continue to work with NHS Glasgow
and Greater Clyde to share training resources
QPSLG will produce quarterly newsletters
A communication plan will be developed to ensure learning is shared
A Patient Safety and Improvement Workplan that incorporates areas of
known risk is developed and updated annually.
NHS Dumfries & Galloway will continue to participate in SPSP
The Patient Safety & Improvement Team will work with Directorates to
prioritise areas for improvement
Continue to develop Quality Improvement Capability through delivery
of Scottish Improvement Skills (SIS)
Provide coaching support to individuals and teams working on areas of
risk/improvement

Conclusion

NHS Dumfries and Galloway aims to deliver excellent care that is person-centred, safe,
effective, efficient and reliable and to reduce health inequalities across Dumfries and
Galloway. To ensure this is achieved we have embraced a proactive approach to Risk
Management and aim to promote a positive culture of learning and sharing the learning in
order that we improve our systems and processes. The information detailed in this report
provides assurance that Risk Management is being embedded into the organisation and
that processes are in place to ensure the appropriate people are managing risks and
promoting a culture of learning within the organisation.
It is recognised that continual development of staff, maintaining links with other Boards,
promoting a cultural of learning and the development of IT based Risk Management
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systems will ensure continued maturity of Risk Management within NHS Dumfries and
Galloway.
2017/18 was a challenging year with many major projects including the integration of
health and social care, build and opening of a new hospital, a very busy winter period and
continued financial constraints and difficulty in recruiting to key staff groups.
We have continued to work with IJB and locality and Directorate teams to ensure a
consistent approach to Risk Management is adopted and that Governance Mechanisms
ensure safe and planned transitions of risk between partner agencies.
Positive risk taking is as important in such times as the need to develop creative and
innovative solutions to meet service pressures, societal changes and the move to
regionalisation of some services.
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APPENDIX 1

Table showing the status of action taken to address the 15 recommendations from
Internal Audit Report.
No
1

Key Risk / Control weakness

Management Action

There is a lack of promotion and
awareness of risk management across
the organisation, more notably at times
of vacancy which means that the risk
management agenda may not be
advanced.

Discussions have been held with Risk Executive
Group and Audit and Risk Committee members
regarding a Risk Champion. A Non-Executive Board
Member has been appointed to this role and will be
attending future Risk Executive Group meetings.
Closed

2

3

Where a plan to action the stipulations
of the IJB Risk Management Strategy is
not established there is a risk that risk
management arrangements are not
initiated
timeously
and
that
arrangements fail to meet those set out
by the strategy.

The Risk Steering Group continues to support
Directorates to develop their implementation plans.
Review during Annual Review process.

Risk Management documents are not
up-to-date which means that current
guidance is not available to the
workforce and documents do not
capture document control.

The Risk Management Strategy has been updated
to meet with the Document Development and
Approval Policy and was approved through Audit
and Risk Committee in March 2017.

Ongoing – Plans progressing to implement

The Risk Register Policy, Adverse Event Policy and
the Significant Adverse Event Guidance have been
reviewed and are awaiting approval through the
relevant committees.
Ongoing – awaiting approval

4

There is a risk to embedding risk
management arrangements where
there is inconsistency in terminology
and documents are not explicit in
defining key roles.

As part of the document review process, a
consistency check on the terminology used within
the documents has been undertaken by the Risk
Steering Group (RSG) approval is now sought for all
Risk policies, procedures and guidance from
relevant committees.
Ongoing – awaiting approval

5

There is a risk to the achievement of
risk management goals where the Risk
Management Strategy does not define
what will be measured and reported to
demonstrate the achievement of such
goals. Further, where there is no
correlation
between
the
Risk
Management Strategy and annual risk
management reporting there is a risk
that reported statistics are of no
organisational value.

Existing KPI’s are routinely reviewed by RSG with
proposals taken to Risk Executive Group on how
they can be developed throughout the year to
improve on the performance reporting aspects of
risk and adverse incidents.
Details on revisions to the KPIs will be included
within future updates of the Risk Management
Strategy and evidenced within the Annual Risk
Management Report.
Ongoing – development of the KPIs will be
undertaken during the year and included in the
next Strategy update
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No
6

Key Risk / Control weakness

Management Action

There is a risk to staff training and
awareness in relation to adverse event
reporting where training is not
promoted and assessed.

A review of the learnPro module has been
undertaken and will be actively promoted to all staff
to raise awareness of risk management and adverse
incidents.
A clear Board wide communication will be developed
to direct staff to the revised module for training,
which will also include appropriate assessment of
staff knowledge.
Ongoing – changes have been made to the
module with promotion activity ongoing.

7

8

9

Where there is no framework for risk
management training there is a risk that
staff knowledge of risk management
and local arrangements is varied and
inconsistent. Ultimately this could
impact risk maturity where the Risk
Management Strategy is not being
fulfilled.

A training needs assessment has been undertaken
and will inform a risk training plan. The RSG will
develop an implementation plan for approval by Risk
Executive Group.

Where a process and responsibilities
for the review of corporate risks is not
defined such risks could lack the
necessary review to ensure corporate
objectives are being achieved and
associated risks managed.

A robust process is highlighted within the Risk
Management Strategy around the review and
development of Corporate Risks.

There is no clear role of a Risk
Facilitator for those where this does not
form part of their job description
presenting a process weakness where
identified individuals are unclear of their
responsibilities
in
assisting
risk
management oversight.

A definition of this role is included within the Risk
Management Strategy. A copy of the Risk Facilitator
role definition has also been circulated to both RSG
and Risk Executive Group members and agreed
with General Managers who require to update job
descriptions

Ongoing – Plan is currently under development

Closed

Closed

10

11

There is a risk that KPIs are not being
used
and
therefore
continuous
improvement through performance
monitoring is not being fostered where
measures are of limited organisational
value and presentation of KPIs is not
meaningful.

Existing KPI’s will be routinely reviewed by RSG with
proposals taken to Risk Executive Group on how
they can be developed throughout the year to
improve on the performance reporting aspects of
risk and adverse incidents.

There is a risk to organisational
performance where the timescales for
the closure of adverse events is not
communicated consistently between
documents resulting in variances in
compliance.

As part of the document review process, a
consistency check on the terminology used within
the documents has been undertaken by the Risk
Steering Group.

Closed

Closed
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No
12

Key Risk / Control weakness

Management Action

There is a risk to the embedding of
organisational
risk
management
arrangements where risk registers are
not routinely reviewed in accordance
with the stipulations of local policy.

Risk Facilitators undertake this work within their
directorate.
Corporate Business Manager carries out quarterly
reviews with corporate directorates.
Ongoing

13

The risk management agenda is at risk
where the supporting resource is not
sufficient to drive and develop
organisational needs in accordance
with local strategy.

This risk has been assessed and a Control Plan has
been agreed with Risk Executive Group.
A discussion has been held at Risk Executive Group
as to whether it would be appropriate to add this as
a risk to Datix following the current review of staffing
resources for the team.
Closed

14

15

Where all directorates are not
represented by the RSG and the group
is lacking a clear workplan to advance
risk management practice there is a
risk to the embedding of risk
management
arrangements
and
achievement of the organisational
goals set out by the Risk Management
Strategy.

An analysis of the RSG membership has been
undertaken with additional members asked to
attend.

There is a risk to the embedding of risk
management where there is a reactive
clinical focus.

A review of the staffing resource and team structure
for Risk Management has been undertaken. The
role of Adverse Event Coordinator has been
increased from 30 hours to 37.5 hrs.
The REG has agreed to prioritise workload.

An annual workplan will be developed for the RSG
and agreed by Risk Executive Group.
Ongoing

Ongoing
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Appendix 2

NHS Dumfries and Galloway
Risk Appetite Statement
1.

NHS Dumfries and Galloway’s purpose is to deliver excellent care that is
person-centred, safe, effective, efficient and reliable and to reduce health
inequalities across Dumfries and Galloway. This purpose is supported through
our corporate objectives.

2.

The Board recognises that it is not possible to eliminate all the risks which are
inherent in the delivery of healthcare and is willing to accept a certain degree of
risk where it is considered to be in the best interest of patients, staff and the
long term health and wellbeing of our communities. The Board has therefore
considered the level of risk that it is prepared to take and the following
statement is believed to be reflective of the corporate objectives within the
business plans and other key aspects of the business, and acknowledges a
willingness and capacity for the Board to take calculated risks.

Service
3.

The Board acknowledges that healthcare operates within a highly regulated
environment and we have to meet high levels of compliance expectations from
various regulatory sources. We will endeavour to meet those expectations
within a framework of prudent controls, balancing the prospect of risk
elimination against pragmatic operational imperatives and our desire to
continuously enhance the quality and safety of the care we offer. We therefore
have a low risk appetite in relation to compliance and regulatory requirements
to ensure we meet the duties placed upon us. Out with core regulatory
requirements, we have a high risk appetite in relation to service innovation.

Quality
4.

The quality of our services, measured by clinical outcome, patient safety,
wellbeing and patient experience is at the heart of everything we do. We are
committed to a culture of quality improvement and learning, ensuring that
quality of care and patient safety is considered above all else. We will put
quality at risk only if, on balance the benefits are justifiable and the potential for
mitigating actions are strong. We therefore have a low appetite for risk in
relation to the delivery of services that are, clinically effective, safe, efficient and
person centred with the exception of innovation where we have a high risk
appetite.

People
5.

The current and anticipated future workforce challenges the Board needs to
address, defines the kind of organisation and employer the Board aspires to be,
and outlines our commitments and objectives to our people and, reciprocally,
what the Board expects from its people.
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6.

We have a moderate risk appetite, but still retain a cautious approach to ensure
we attract the right people with the right skills and values. We acknowledge the
standard of expectations placed on the Board and individuals in relation to Staff
Governance Standards and we have a low risk appetite for any deviations from
these standards.

Finance/Value for Money
7.

We have a low risk appetite in respect to adherence and compliance to
Standing Financial Instructions, financial controls and financial statutory duties.
In relation to investments, the Board has a moderate risk appetite where we are
prepared to accept the possibility of some limited financial loss. Value for
money is the primary concern but we are willing to consider other benefits or
constraints.

Risk Appetite Framework
8.

When determining what level of risk appetite to apply, consideration should also
be given to the following criteria and how the level of risk would be assessed
against the below table:
•

Anticipated level of transformation of service;

•

Efficiency, level of savings and future cost avoidance;

•

Extent to which, the proposal is in line with the strategic direction
(national, regional or local);

•

Likely unacceptability/acceptability to public, politicians or staff;

•

Extent to which, the proposal addresses the area of pressure;

•

Deliverability of the proposal;

•

Organisational risk; and

•

Extent of prevention of higher-level service use.
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Appendix 1

Risk Appetite Framework
Risk Category

Current Risk
Appetite

Business

High

Clinical

Low

Finance

Information
Governance

Reputational

Staff

Low

Low

Medium

Medium

Reason
NHS Dumfries and Galloway places high importance on services and processes. The Board has a high risk
appetite aimed at increasing the impact of existing services as well as improving the way these operate. The
high risk appetite also allows the board to explore the opportunity of radical service redesign.
Patient safety is paramount to NHS Dumfries and Galloway and as such it has a low appetite for clinical risk.
NHS Dumfries and Galloway place a low appetite in relations to financial risks, specifically in respect of the
adherence and compliance to the Standing Financial Instructions, financial controls and financial statutory
duties.
NHS Dumfries and Galloway places high importance on using and handling information properly. Having the
correct information when required is vital to patient care and effective service delivery. The Board has set a low
risk appetite to safeguard sensitive data and ensure regulatory compliance is maintained.
NHS Dumfries and Galloway aim to maintain a high reputation and have set a medium appetite for this risk. The
Board seeks to conduct its activities in a way that maintains its reputation; mitigating anything that might
jeopardise this and result in adverse publicity. Maintaining the trust and confidence of the population of
Dumfries and Galloway remains central to the Board’s values. However, it is accepted that some risk exposure
is taken when improving, managing and sustaining a person-centred, safe and effective health care system.
Staff are critical to NHS Dumfries and Galloway achieving its objectives. The Board therefore invests heavily to
support and develop its people. This medium appetite allows the Board scope to implement initiatives and
procedures that seek to inspire staff and support transformational change whilst ensure it continues to attract the
right people with the right skills and values to promote a safe working environment. Staff engagement,
involvement and empowerment are all themes that emerge from this medium risk stance.
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Corporate Risk Register - Assurance Report
Risk Status Key
On target
Off Target
On target, increased risk grading
ID

Ref

2392

New Corp Risk 1
(2392)

New Corp Risk 2
2393
(2393)

Description

Sustainable workforce

Unable to deliver care /
services to the patients of NHS
D&G.
Unable to recruit right staff (of
all disciplines - medical, other
clinical and other staff).
Unable to attract independent
contractors (GPs, pharmacists
etc) to region to deliver
independent contractor
Failure to recruit and retain essential and
services.
sustainable workforce poses a significant risk to
Impact of staff challenges
service sustainability. This could results in a lack
adversely effects staff health,
of availability of suitably qualified and
wellbeing and experience of Very High
competent medical (including GPs), other
remaining staff team members
clinical and other staff/carers/volunteers,
which adversely impacts on
resulting in inability to deliver services for
retention levels.
partners as set out in the IJB Strategic Plan.
Number of staff available does
not meet the needs of the
service.
Unable to deliver Board
objectives.
Failure to recruit substantive
staff increases the risk of
excessive temporary staffing
costs, in excess of organisation
budgets.

Finance

Failure of the Board to meet financial target

Hazards

Risk level
(current)

Title

Risk of adverse publicity /
damage to reputation of
Board.
Board not able to deliver
against financial targets.
Ensuring that the financial
position does not impact on
patient safety.

High

Risk level
(target)

High

High





Current control measures

Further control measures required/ action plan

Target Date

Risk Status

• Vacancy Control Group – Management Team / General
Managers
• Workforce Plan (Annual)
• Workforce Reports/Updates to Staff Governance and
Performance Committee
• Board Workshops including Integrated Workforce Planning
• Medical Staffing reports to Board
• Workforce Policies through APF
• Finance reports on locum/agency spending and sustainable
funding
• External reports on quality of medical staffing
• Leadership training courses delivered, for example DTF/AZL etc
* Framework agreement with Retinue for supply of medical
locums.
* Mid and annual reviews with Directorates
* Establishment of Short Life Working Group led by Medical
Director
* Increased advertising presence in BMJ
• Midyear and annual review process from Scottish Government
* Regional service and workforce planning through Regional
Planning structure.
* In-depth analysis of medical workforce information was
collated for regional workforce plan in spring 2018
* Undertook Strategic review of service and workforce needs
(workshop held 13/12/16) and incorporated outcomes into next
Board workforce plan.
* national workforce plan Parts 1, 2 and 3 now in place.
*ASSURANCES:M di l Di
d W kf
Di
i d

* Await outcomes of discussions on regional medical
bank arrangements - Summer 2018.
* Implementation of new national employment
arrangements for junior doctors commencing August
2018, which will reduce the impact of multiple
employment contracts across Boards during training
years and thus enhance the training and employment
experience of junior doctors.
* Review and enhance the workforce report taken to
Staff Governance Committee to include explicit
narrative on workforce risks and relevance of indicators
- August 2018
* Implementation of the new GMS contract and
associated transformation within primary care will
support sustainability in primary care - April 2021
* MOU under development with partners for shared
approach to recruiting posts in integrated services - July
2018
* Medical Director and Workforce Director to agree
future strategic approach to medical workforce
challenge and present paper to July 2018 Staff
Governance Committee.

Summer 2018



August 2018



August 2018



April 2021



• 3 Years Financial Plans – to board and Performance Committee
• Audit & Risk committee regular reviews
• External and Internal Audit verifications to Audit & Risk
Committee
• Annual Accounts to Board (including Best Value reports)
• Standing Financial Instructions and Scheme of Delegation to
Audit and Risk Committee and Board
• Fraud Plan & Reports to Audit and Risk Committee
• Monthly financial reports, plus quarterly reviews to Board /
Performance Committee
• Workshops on risk assurance
• Governance Statements
• Statement from Chair of Audit and Risk Committee
• Midyear and annual review process from Scottish Government
Revised timescale for delivering operational targets for future
years.
Review key strategic objectives to deliver business critical
projects in year.

• Regular Budget Review meetings with Chief
Executive, Director of Finance and General Managers to
review savings plans and financial position
• Update to Board and Health and Social Care
Management Team meetings on financial position
• Adhoc workshops with Board and IJB members as
required
• Development of business transformation work as a
partnership
• More focussed sessions at Management Team
around the financial position

July 2018




July 2018

Ongoing

Ongoing

Ongoing






Ongoing



Ongoing



ID

Ref

Title

Description

Hazards

Risk level
(current)

Risk level
(target)

Failure to deliver Primary and
Secondary Care Services.

2394

2395

2396

New Corp Risk 3
(2394)

New Corp Risk 4
(2395)

New Corp Risk 5
(2396)

Infrastructure

Health Inequalities

Vulnerable individuals

Hazards are principally of
business continuity - water,
steam, fire control, electrical,
Infrastructure is inadequate to meet both
air handling and medical gas
Medium
physical and technological service user needs in systems require major life
future.
cycle replacement or
maintenance which cannot be
delivered whilst maintaining
usual hospital services. Failure
of such systems could lead to
substantial service disruption
and interruption.

Failure to address inequalities resulting in
poorer health outcomes for certain groups or
parts of the population.

Funding current and changing
service provision.
Gaps in support to teams to
deliver services.
Working on basis of evidence
to effectiveness.
The risk is that health
inequalities in Dumfries &
Galloway are not reduced or
mitigated against. If health
inequalities are not reduced
this will pose a number of risks
to the organisation. These
High
include but may not be limited
to: poorer health outcomes,
greater provision of
interventions required, higher
treatment costs, adverse
outcomes for people from
groups suffering exclusion,
increased demand on services
and damage to Board
reputation.
Worsening social and
economic circumstances
across D&G.

Failure for multi agencies to
communicate appropriate
information on vulnerable
individuals or families.
Staff unable to meet clinical
demands due to capacity.
A person dies or comes to significant harm as a
Failure to adhere to protocols.
result of failure to protect vulnerable individuals
High
Effective assessment of
/ support families.
vulnerable individuals or
families not being carried out.
Failure to respond effectively
to the requirement of
vulnerable individuals or
families.

Medium

Current control measures

Further control measures required/ action plan

Target Date

ASSURANCES:• Annual Asset Management Report to Performance Committee
• Acute Services Redevelopment Project delivered December
2017.
• Tender evaluations to Audit and Risk Committee
• Contracts Portal and Log
• Procurement Policies
• eHealth Board feeding in to Information Assurance with
quarterly update to Audit and Risk Committee
• Property Transactions Policy and Audit to Audit and Risk
Committee
• Strategic Capital Programme Board to NHS Board / Performance
Committee
• Midyear and annual review process from Scottish Government
* Annual Reviews with Directorates.
* Mountainhall Programme Board reporting to Performance
Committee
* Implementation of final prioritised capital programme.

Advanced Plans agreed and work for Mountainhall and July 2019
CRH to be progressed by July 2019
Delivery of the Dumfries Property Strategy by July
July 2020
2020.



ASSURANCES:
• ISD reports on health and deprivation
• Local Delivery Plan target reports to Performance Committee
and Board
• Public Health reports direct to board
• Midyear and annual review process from Scottish Government
* Director of Public Health appointed as non-voting member on
IJB.
* H&SC Delivery Plan Performance Reports to IJB
* Development of a health inequalities strategic framework.
* Working in partnership with local authority on community
planning.

* Further work to support impact assessment.
* NHS Board Non-Executive Directors to hold the
Board to account for addressing health inequalities
using the actions listed in the NHS Health Scotland
report.
* The Directorate of Public Health to have a presence
on the Strategic Planning Partnership.
* Evidence of Health Inequalities Framework
embedded across service provision




Ongoing



ASSURANCES:
• Child Protection Committee to Healthcare Governance
Committee
• Adult Support and Protection to Healthcare Governance
Committee
• Policies and Procedures
• Mandatory Training
• CSEG to Chief Officers’ Group
• Chief Officers’ Group reviews
• Subject reviews to Healthcare Governance Committee
• QPSLG / complaints review to Healthcare Governance
Committee
• Significant care reviews to Chief Officers’ Group
• Prison Inspection reports shared with Healthcare Governance
Committee
• MAPPA updates to Chief Officers’ Group
• Midyear and annual review process from Scottish Government
Implementation of multi-agency safeguarding hubs.
* Public and staff awareness campaign in relation to vulnerable
adults.
* Multi agency safeguarding hub

Ongoing training and development within the high risk Ongoing
areas, covering issues such as vulnerability and neglect Ongoing



Ongoing
Ongoing

Ongoing

Risk Status





High

Medium

Ongoing development of multi-agency approaches to
this potentially significant risk - Ongoing
Awaiting establishment of the Multi Agency Public
Protection Committee - December 2018

Ongoing

December 2018





ID

Ref

2397

2398

2399

New Corp Risk 6
(2397)

New Corp Risk 7
(2398)

New Corp Risk 8
(2399)

Title

Redesign

Health and wellbeing of
our staff

Quality of care

Description

Hazards

Risk level
(current)

Lack of pace due to scale of
change required. Inability to
train and recruit to new
models. Political opposition to
radical change. Change
Unable to redesign quickly enough to meet the capacity inadequate. Savings
demands of the service. Services will need to be accrue too slowly to provide
High
redesigned to address demographic / workforce financial liquidity. Drug and
/ financial realities into 2020s.
other health technology
change increases cost base
faster than redesign savings.
Lack of governance clarity on
change ownership between
IJB, Board and region.

Failure to realise optimal health and wellbeing
of staff impacts adversely on service delivery
and financial sustainability.

Failure to assure and improve quality of care
and services.

Increase costs due to
excessive locum and agency
use.
Reduction in service quality
due to inconsistent and or
fluctuating team membership.
Increase workload for
managers, staff-side and
support services (HR and
Occupational Health).
Reduction in quality of staff
experience.
High
Potential reduction in quality
in patient experience.
Unable to deliver services to
patients, due to staff being off
sick.
Poor motivation of staff.
Further absence of other staff
members.
Failure to meet government
standards.
Increase in critical incidents.

Complexity of changing
patient and workforce
demographics
changing and complexity of
health care
Recruitment and retention.
Financial challenge

Medium

Risk level
(target)

Medium

Medium

Medium

Current control measures

Further control measures required/ action plan

Target Date

Risk Status

ASSUANCES:
• Clinical Change Programme – Acute Services Redevelopment
Programme and Performance Committee
• Financial planning to Board
• National Clinical Strategy to Healthcare Governance Committee
• ISD reports on Key Performance Indicators
• Data Dashboards internal and published data.
• Strategic and Locality Plans of the IJB to Board
• Inspection reports to Performance Committee
• Local Delivery Plan and performance reports to Performance
Committee and Board
• Engagement and consultation policies
• Midyear and annual review process from Scottish Government
* Workforce planning reports
* Engagement with Regional Planning Board including
preparation of Regional Development Plans in September 17 and
March 18.
* Engagement with Sustainability & Value Board national
planning.
* Realistic Medicine programme led by Dr Ewan Bell and
reporting to Management Team.

New national and regional planning framework - June
2018
Work ongoing with Scottish Government around
governance alignment - June 2018
GP Contract impact on recruitment difficulties - April
2019
Review of IJB/Board governance alignment in summer
2018

June 2018



June 2018



ASSURANCE:
• Staff Governance reports to Staff Governance Committee
• Workforce reports to Staff Governance Committee
• Mandatory and bespoke training
• Health and Safety reports to Staff Governance Committee
• Occupational Health reports to Staff Governance Committee
• PIN and other policies to Area Partnership Forum / Staff
Governance Committee
• Workshops for Board
• Partnership forum minutes
• Cultural diagnostics to Staff Governance Committee
• Roll out of iMatter Board wide, including progress updates and
EEI scores to Staff Governance Committee
• Appraisal and revalidation of professionals
• Workforce plans to Board
• Equality and Diversity reports to Staff Governance Committee
• Whistleblowing Champion and reports to Staff Governance
Committee
• Partnership Conference and reports
* Mid and annual review with the Directorates
* Staff Governance annual monitoring return
* OD Integration Plan
• Midyear and annual review process from Scottish Government
* Strategic Plan "Working well" to address current attendance /
absence issues has been developed and presented to Staff
Governance Committee January 2017.
* Review of current workforce attendance profile and drivers has
b
d
k b Ell J di
P h l i i P bli H l h
ASSURANCES:-

* Review and enhance the workforce report taken to
August 2018
Staff Governance Committee to include explicit
narrative on workforce risks and relevance of indicators
- August 2018
* Progress Working Well communications plan as per March 2019
timetable set and agreed by Working Well Steering
Group - March 2019
March 2019
* Progress Working Well Action Plan through OD
Steering Group - March 2019

April 2019
Summer 2018

Development of professional compentency assessment Ongoing
• Performance reports
structures - Ongoing
• SPSP reports to Healthcare Governance Committee
Changes in reporting mechanisms and shared learning Ongoing
• Quality reports to Healthcare Governance Committee
from adverse events and complaints - Ongoing
• HAI reports to Healthcare Governance Committee
• Patient experience report to Board
• Person Centred Health and Care committee reports
• HSMR data to Healthcare Governance Committee
• External reports to Healthcare Governance Committee
• QPSLG reports to Healthcare Governance Committee
• Minutes of assurance sub groups to Healthcare Governance
Committee
• Midyear and annual review process from Scottish Government
* Development of care assurance processes.












ID

Ref

New Corp Risk 9
2400
(2400)

2401

2402

New Corp Risk 10
(2401)

New Corp Risk 11
(2402)

Title

Change Capacity

Health and wellbeing of
our population

Emergency Planning

Description

Loss of focus on operational delivery due to
other significant change programmes, such as
the Integration of Health and Social Care and
the Primary Care Transformation Programme.

Hazards

Risk level
(current)

Restrictions to resources and
poor management would
result in continued breaches
to the TTG Performance.
Failure to monitor operational
activity on a regular basis.
Financial constraints leading Medium
to reduced services and failure
to deliver the Strategic Plan.
Failure to deliver a sustainable
model of primary care
resulting in increased pressure
on secondary care services.

Funding of current and
changing service provision.
Failure to take action on prevention and early
Gaps in support to teams to
intervention which impacts on future health and deliver services.
High
wellbeing of our population in medium to long Not implementing evidenced
term.
based approaches.
Non-delivery of actions within
the Locality Plans

Emergency Planning – failure to plan for major
incidents and disasters. This could lead to harm
to patients & staff (as well as reputational
damage) through the failure of effective
business continuity processes.

Gaps in comprehensive
business continuity plans.
Unexpected events for which
Medium
no plans exist.
Failure to respond
appropriately to changes in UK
threat level escalations.

Risk level
(target)

Medium

Medium

Medium

Current control measures

Further control measures required/ action plan

Target Date

Risk Status

ASSURANCES:
• At a Glance Performance Report to Performance Committee /
NHS Board
* Quarterly Performance Reports on all 74 key performance
indicators to IJB and to NHS Board following approval.
• Patient safety reports to Board
• Annual Reviews of Directorates Performance.
• Operational Management processes (daily huddles)
• Midyear and annual review process from Scottish Government
* Directorate Management Team Meetings
* H&SC Management Team and IJB established.
* Budget Scrutiny Meetings
* Weekly review of TTG Performance.
* Engagement with Scottish Government regarding TTG breaches
and plans in place to reduce breaches.
* Health and Social Care Integration General Manager appointed
and four Locality Managers appointed.
* Strategic Plan being implemented across the localities.
* Annual Operational Plan agreed with SG
* Learning from the Acute Service Redevelopment Project to
inform the Primary Care Transformation Programme.

* Regular Operational Waiting Times meetings - July
2018
* Performance reports to be presented to Directorate
Management Teams - September 2018
* New management structure within health and social
care partnership being developed - September 2018

July 2018



September
2018



• Local Delivery Plan reports to Board
• Public Health reports to Board
• Immunisation rate reports to Healthcare Governance
Committee
• Midyear and annual review process from Scottish Government
* Further development of Health & Wellbeing Outcome Focussed
Plan.
* Development of a generic Health & Wellbeing Service.
* Director of Public Health approved as a non-voting member of
the IJB
* Health Protection and Screening Annual Reports
* Working with Locality Managers and PHPs to help inform future
Locality Plans

* NHS Board Non-Executive Directors to hold the Board Ongoing
to account for addressing health inequalities using
tools as described in the Health Inequalities
Framework.
* The Directorate of Public Health to have a presence Ongoing
on the Strategic Planning Partnership.
Ongoing
* Annual reporting on action against the Outcome
Focussed Plan.

September
2018

ASSURANCES:* Update to Gold Command controls - September 2018 September
• Business continuity plans to Audit and Risk Committee
2018
• Major exercise reports to Management Team
• Chief Officers’ Group
• Major Incident Reviews to Management Team
• Pandemic Flu Plan to Healthcare Governance Committee
• PREVENT Policy to Audit and Risk Committee and Board
• Engagement with regional structures
• Midyear and annual review process from Scottish Government
* SG guidance April 17 on preparedness for an increased threat
level.
Internal Audit Review of Emergency Planning 2016/17.
* Cross Scotland exercise - Border Reiver.
*Exercise testing at new hospital site May 2018
* Winter Planning
* D&G Major emergency Scheme - Public Health Incident
Response Plan has been implemented locally.










ID

Ref

2403

New Corp Risk 12
(2403)

New Corp Risk 13
2404
(2404)

Title

Information Security

Corporate Governance

Description

Failure to maintain information security
standards leading to loss of reputation and
severe financial penalty.

Board breaches compliance with standards on
Corporate Governance including risk of best
value not being obtained.

Hazards

Risk level
(current)

Information systems accessed
by hackers and cease to
function effectively.
Insufficient safeguards result
in loss of or inappropriate
access to sensitive personal
information.
Medium
Failure to effectively store and
access information results in a
poor standard of care for
patients or staff.
Threat of internal security
hacks.

Risk of preventable harm to
patients or staff if corporate
governance fails.
Litigation and criminal
proceedings eg fraud.
The Board may be unable to
provide required assurance to Medium
government.
Adverse reputation or
publicity if corporate
governance fails.
Qualified accounts
Best Value not being obtained.

Risk level
(target)

Medium

Medium

Current control measures

Further control measures required/ action plan

Target Date

Risk Status

ASSURANCES:Major incident exercise on cyber security is being
December 2019 
• Information Assurance Committee reports to Audit and Risk
discussed and planned to take place before December
committee
2019.
• Public Records Management Plan to Information Assurance
Committee and Audit and Risk Committee
• Policies through Area Partnership Forum
• Fair warning system
• Annual FOI report to Board
• Governance Statements
• Midyear and annual review process from Scottish Government
* External Assessment of security of IT systems against ever
changing threats.
* Clarification of data owners in respect of practices.
* Increased warning to staff at regular intervals regarding
behaviour required.
* Attendance by the Medical Director and General Management
for IM&T at the Cyber Security Conference.
* Monthly review of security - meeting with Medical Director /
Head of IT, Deputy IT Lead and Data Protection Officer - object of
the meeting is to discuss progress with Information Governance
Framework.
ASSURANCES:• Standing Financial Instructions, Scheme of Delegation and
Standing Orders to Audit and Risk Committee, Performance
Committee and Board
• Fraud reports and Fraud Champion to Audit and Risk
Committee
• Counter Fraud Services Alerts to Audit and Risk Committee
• Internal and external audit reports to Audit and Risk Committee
and Board
• Financial reports to Performance Committee and Board
• Reports on Standing Financial Instruction compliance to Audit
and Risk Committee
• Gifts and Hospitality reports
• Annual Accounts
• Publication Scheme
• Midyear and annual review process from Scottish Government
* Revision of risk Management Strategy and development of
assurance framework
* Developments made to the register for recording members
interests, which has been opened up to all staff with
authorisations against budgets.

Infrastructure in place to manage risk.
Roll out of Datix.
Appropriate induction programme to ensure that
individuals are adequately trained to take on their new
Board member role.
Newly issued and implemented Corporate governance
framework which has replaced previous SIC guidance.
Internal Audit review has highlighted improvements to
be implemented.
Regular reporting on Best Value to MT and then on to
Audit & Risk Committee.
Report evidences Best Value across the organisation.
Further Corporate Governance being issued.
Reviewing Datix to include Health and Social Care
Integration.
Development of the Assurance Framework and Map.
Ongoing review of Best Value Framework.
Review of governance arrangements in line with
Scottish Government recommendations following
governance failures in other health boards.

Ongoing



Ongoing



Ongoing

Ongoing




Ongoing



Ongoing



Ongoing
Ongoing
Ongoing
Ongoing
Ongoing







ID

Ref

2405

New Corp Risk 14
(2405)

Title

Strategic Planning

Description

Strategic commissioning fails to identify and
adequately plan for the health and care needs
of the people of Dumfries and Galloway.

Hazards

Risk level
(current)

Strategic Commissioning and
Planning
* Reduced staffing capacity
resulting in potential
insufficient contract
management, strategic and
service planning.
* Challenges in recruiting staff
experienced in planning and
commissioning.
* Dual procurement systems
with NHS and Council
* Inconsistent practices with
Council and NHS staff in the
High
department.
* Lack of single systems and
processes between the NHS
and Council.

Risk level
(target)

2553

2565

New Corp Risk 15
(2553)

New Corp Risk 16
(2565)

Information Sharing with
and across Children's
Services

Potential confusion exists around information
sharing due to changes in legislation regarding
information sharing across professional groups
within Children's Services. This can allow
practitioners and children potentially to be at
risk due action or omission.

Failure of the organisation to have a culture,
systems and processes in which staff feel safe
and confident to speak up and raise concerns
and ideas for improvement, resulting in adverse
impact on staff and/or patient safety, health,
Organisational culture and wellbeing and/or relationships and reputation of
the Board.
development (staff
experience)
This could result in a risk that the IJB fails to
deliver anticipated cultural change resulting in
fragmentation and disjointed services which
have an adverse impact on patient / user and
staff experience.

Staff experience
Patient/user/carer experience
Impact on reputation
Impact on patient safety and
care
Impact on relations with IJB
High
partners
Failure to deliver the IJB
strategic plan
Failure to deliver the Board's
Corporate Objectives

Further control measures required/ action plan

Target Date

Risk Status

* 2wte Strategic Planning and Commissioning Managers in post
replacing some vacancies in department.
* Business partner models to support General Managers with
service planning now in place.
* System of regular contract monitoring in place.
* regular contract monitoring meetings in place.
* Regular Contract Management meetings in place.
* Masters degree in planning sourced.
* Regular Business Intelligence Group meetings established.

* Map the dual procurement processes for NHS and
Council and include within the developing contracts
management framework - March 2019
* Developing a single contracts management
framework for the whole department - August 2019
* Review the effectiveness of the Business Partner
Model - September 2018
* Development of Market Facilitation Plan - October
2020
* Support and encourage Planning Managers to
undertake Masters Degree in Planning - September
2018

March 2019



August 2019



September
2018
October 2020




September
2018



January 2019



Medium

Performance and Business
Intelligence
* Challenges in recruiting staff
experienced in performance
management.
* Challenges in meeting
statutory performance
reporting requirements due to
i b l
fd
d d
Lack of clarity in the
legislation.
Difficulties of interpretation.
Potential contradictory advice
High
from national directives.
Practitioners and children
potentially at risk due to
action or omission.

Current control measures

Medium

Regular updates from Children Services Executive Group.
Position Statements from CSEG.
Regular discussion within Child Protection Committee and
position reviews.
Multi-agency Safeguarding Hub.
Established use of Child Protection Advisers both for supervision
and direct advice.

Clarity from Scottish government and multiprofessional groups around information sharing Expected January 2019

The legislative framework being put in place - Expected January 2019
January 2019
Launch of practitioner guidelines - Expected January
2019

Medium

Organisation culture and development work programme in
partnership with IJB partners in place, led by a steering group and
reporting to Health and Social Care Management Team.
Whistleblowing, grievance and bullying and harassment policies
in place and accessible to staff via Beacon.
Named whistleblowing champion, lead and confidential contacts
in place.
Whistleblowing, grievance and bullying and harassment
monitoring and reporting to Staff Governance Committee.
Core values developed, in place under leadership and direction of
the Board and being embedded into recruitment selection and
leadership and staff development programmes and interventions.
iMatter roll-out complete across all staff groups during 2017.
Implementing the actions from the Whistleblowing review action
plan approved by Staff Governance Committee in November
2017.
* Continuing work to embed core values and constructive "blue
print" behaviours aligned to our core values into all recruitment
selection and development activity to promote them as the norm
for all interactions staff and leaders with each other and service
users.
* Reviewed results from Pulse Survey and iMatter and reports
taken to Staff Governance Committee March and May 2018 and
follow-up actions set out in SAAT submitted to Scottish
Government following approval by Staff Governance Committee
May 2018
* Implementation of TURAS appraisal process for all AFC staff
d
k
i A il 2018



January 2019



* Paper to H&SC Management Team June 2018 to
June 2018
propose implementation of GSI Team Development
tool and ODL Asset List.
Summer 2018
* Paper to H&SC Management Team to propose
extension of iMatter tool to key social care staff
groupings (e.g. CASS) this summer.
* Whistle blowing Policy and Process review completed Summer 2018
and awaiting formal approval from APF.
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RECOMMENDATION

The NHS Board is asked to :
• consider this report which provides an update on the activities of the Patient
Services team in relation to Feedback and Complaints.
• note the Board’s complaints performance for May and June 2018 including
key feedback themes and details of the resulting learning and improvements.
• Note the Annual Feedback and Complaints report 2017/18.

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:
•
•

The Board continues to face challenges around compliance with complaint
timescales.
Patient Services are continuing to work with Responsible Managers and
Feedback Coordinators to address compliance issues.
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GLOSSARY OF TERMS
NHS D&G
DGRI
GCH
CHP
SPSO
ISD

-

NHS Dumfries & Galloway
Dumfries and Galloway Royal Infirmary
Galloway Community Hospital
Complaints Handling Procedure
Scottish Public Services Ombudsman
Information Services Division
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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
Risk Assessment

/ Not required
Actions from feedback followed through and reported
to General Managers and Nurse Managers who have
a responsibility to take account of any associated risk.

Risk Appetite
Low

Medium

x

High

It is considered that the risk appetite for this paper is
medium in the context of Reputational where the
Board has an expressed risk appetite of medium.
Sustainability

Not required

Compliance with Corporate To promote and embed continuous improvement by
Objectives
connecting a range of quality and safety activities to
deliver the highest quality of service across
NHS Dumfries and Galloway
Local
Outcome Outcome 2, 3, 6, 7 and 8
Improvement Plan (LOIP)
Best Value

Vision and Leadership
Effective Partnerships
Governance and Accountability
Performance Management

Impact Assessment
Not undertaken as learning from patient feedback applies to all users
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1. Introduction
This report outlines the key activities in relation to patient feedback and complaints
for the period May and June 2018 and details planned improvement actions and
recent achievements.
2. Patient Feedback
This following section provides a commentary and summary statistics on patient
feedback throughout NHS Dumfries and Galloway for the period May and June
2018.
2.1 Feedback Received
Patient Services recorded 59 pieces of feedback in May and 62 in June 2018. Of the
feedback recorded 35 in May 2018 and 25 in June 2018 were complaints. This is in
line with the monthly average of 27 complaints per month for 2017/18 and slightly
less than the same period last year of 34 complaints in May 2017 and 36 in June
2017.

Feedback Type
Stage One Complaints
Escalated to Stage Two
Stage Two Complaints - Direct
Comments
Compliments
Concerns
Totals:

May 2018
Number
%
13
22%
2
3%
20
34%
2
3%
8
14%
14
24%
59

Source: Qlikview – 03/07/18
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June 2018
Number
%
6
10%
1
2%
18
29%
5
8%
4
6%
28
45%
62

Feedback by first received date (month/year) and feedback type

2.2 Care 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. NHS Dumfries and Galloway received six Care Opinion stories during the
period, most of which were positive. Where a story is critical we encourage the
author to make contact with Patient Services in order that we provide further advice
and support to resolve issues raised.
During the period, we received one ‘strongly critical’ story:
Over a 2 year period, starting summer of 2016, I had x2 Gastro appointments symptoms: severe right lower abdominal pain, diarrhoea and significant
swelling to stomach. Both consultants dismissed my concerns as to having a
potentially serious condition. No endoscopy or CT arranged. Neither Dr even
physically examined me. They promoted that I had work stress and anxiety
related IBS. I was also diagnosed with non alcohol related 'fatty liver' but no
explanation as to how to manage it was provided.
Further appointment made for early 2018 but this was cancelled by the hospital.
From 2016 til 2018. I endured significant pain, discomfort, work place
problems and anxiety over my symptoms- never really being sold to the
diagnosis of IBS.
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I attended DGRI early this year (A&E) with worsening symptoms. Was told by
Gastro Duty Consultant that I should have been directed to change my diet to
combat 'fatty liver'. Bloods taken but no examinations carried out. However the
consultant stated that he would write to my GP advising rapid referral to
Gastroenterology.
Recently I attended the Great Western Hospital Wiltshire due to symptoms
worsening and being accompanied by weigh loss and appetite suppression.
Medical staff excellent in arranging examinations.
I received an Ultrasound which indicated the 'fatty liver' and a kidney stone.
Concerns expressed as to my Gastro symptoms and advised I should have
been endoscopied at least 8 months ago. An endoscopy was arranged - for 2
days later.
Endoscopy took place where it was found I had a serious ulcer to the
duodenum ( which been there for more than 18 months) further more it had
ruptured some weeks earlier (When I attended A&E the first time) and at time of
endoscopy was fully bleeding out - I nearly died if not for the swift actions of a
Gastro surgeon. I still have ongoing health problems as a result.
I make no complaint against the nursing staff of the DGRI nor other medical
professionals. My issue is specific to the Gastro Consultants. Advice to
anyone facing a Consultant appointment:
. Arm yourself with National Institute for Clinical Excellence (NICE) guidance which sets out timescales, what examinations and treatments are neededspecific to the nature and type of medical concern you have.
. If you feel you are not listened too, challenge the Dr !and demand further
investigation and or a second opinion !
. If concerns are ignored make an immediate complaint and report concerns to
your GP.
Another area in which the DGRI is lacking in my opinion (potentially detrimental
to patient health) is the timescales from GP referral and consultant appointment
or investigatory procedure. Patients in Dumfries and Galloway wait way too
long for such appointments- I fear there is arbitrary rationing of services to save
money . The swift scheduling of examinations by the medical team at the
hospital in Wiltshire - which in probably saved my life.
NHS staff on the whole do sterling work under difficult circumstances which are
beyond their control; I however exclude the Dr's I experienced who I felt were
indifferent and dismissive of my legitimate health concerns.
A response was provided through Care Opinion by the Associate Director Allied
Health Professions, inviting the patient to make direct contact:
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Dear patient with concern
Thank you taking the time to provide feedback. This sounds like a very
challenging experience and for this I apologise. It is not the level of service we
would wish to deliver and the General Manager for our acute services is
therefore very keen to understand more about your care journey. We would
really like to look into what has happened and to see what we can learn too.
In order to investigate what happened in your case I would be very grateful if
you would get in contact with us and provide us with further information
including your name, date of birth and your contact details via 01387 272 733
or email our patient services team on dg.complaints@nhs.net. Many thanks.
I am sure you will understand that without your details of your case we’re not
able to provide you with the full response we would want to at this point.
However, I would want to reassure you that there is no arbitrary rationing of
services to save money.
I look forwards to hearing from you soon,
Best wishes
Joan
The patient made contact following the response and the issues raised are now
being progressed through the Complaints Handling Procedure.
Appendix 1 and 2 provided by Care Opinion, provide more information on the Stories
received by NHS Dumfries and Galloway between 1 April 2018 and 30 June 2018.
2.3 Compliments
During this period, and in addition to compliments received by local teams and Care
Opinion, NHS Dumfries and Galloway received 12 formal ‘compliments’. This
positive feedback was largely around the caring and professional attitude of staff and
the excellent care and treatment received. We also recorded two comments.
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2.4 Complaints
The complaints received related to the following areas:

Service
Acute and Diagnostic
CH&SC
Prison
Women and Children
Corporate
Mental Health
Operational Services
Totals:

May 2018
Number
%
15
43%
6
17%
3
9%
3
9%
0
0%
8
23%
0
0%
35

June 2018
Number
%
16
64%
2
8%
0
0%
5
20%
1
4%
1
4%
0
0%
25

NB: Figures include complaints escalated from Stage 1 to Stage 2

Complaints by first received date (month and year) and service
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2.5 Themes of Feedback
Issues of complaints raised in May 2018 and June 2018.
NB – Feedback often contains more than one issue

Clinical Treatment
Staff communication (oral)
Staff attitude and behaviour
Waiting time for date for appointment
Staff communication (written)
Other
Premises
Waiting time for date of admission/ attendance
Cleanliness
Delay in outpatient and other clinics
Failure to follow procedure
Patient property/ expenses
Personal records
Policy and commercial decisions of the Board
Staff competence
Transport
Waiting time for test results
Total

May 2018
26
10
2
5
0
1
2
0
1
1
1
1
0
0
1
1
1
53

Source: Datix 26/07/2018

Source: Datix 26/07/2018
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Jun 2018
33
10
7
1
4
2
0
2
0
0
0
0
1
1
0
0
0
61

Total
59
20
9
6
4
3
2
2
1
1
1
1
1
1
1
1
1
114

Issues of concerns and comments raised in May and June 2018
NB - Feedback often contains more than one issue.

Aids/ appliances/ equipment
Cleanliness
Clinical Treatment
Other
Personal records
Policy and commercial decisions of the Board
Premises
Staff communication (oral)
Staff communication (written)
Staff shortage/ availability
Waiting time for date for appointment
Waiting time for date of admission/ attendance
Waiting time for test results
Total

May 2018
5
2
0
1
1
1
0
2
1
1
0
1
1
16

Source: Datix 26/07/2018

Source: Datix 20/07/2018 N.B
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Jun 2018
6
3
5
2
2
1
2
0
0
0
1
0
0
22

Total
11
5
5
3
3
2
2
2
1
1
1
1
1
38

Under the Regulations of the Complaints Handling Procedure, Family Health
Services Contractors are obligated to provide us with regular performance figures in
relation to complaints. Below are the performance submissions for this period.
May-18

Jun-18

Number of
responses

Number of
complaints

% of all
complaints

Number of
responses

Number of
complaints

% of all
complaints

25
8

4
0

100
0

24
2

4
0

100
0

19
7

0
0

0
0

14
6

0
0

0
0

59

4

46

4

Service

GPs (n:31)
Pharmacy*
(n:34)

Dental (n:33)
Opticians*
(n:21)

Totals:

NB - data for Pharmacy and Opticians is currently incomplete as the majority of these services report
quarterly and the deadline for reporting is beyond submission dates for this paper.

As part of the new Complaints Handling Procedure introduced from 1 April 2017, all
NHS Boards in Scotland are required to report their complaints performance against
a suite of new indicators determined by the Scottish Public Services Ombudsman
(SPSO). Those indicators can be summarised as follows:
Indicator

Description

Indicator One:
Learning from complaints

A statement outlining changes or improvements to services or
procedures as a result of consideration of complaints including
matters arising under the duty of candour.
A statement to report the person making the complaint’s
experience in relation to the complaints service provided.
A statement to report on levels of staff awareness and training.

Indicator Two:
Complaint process experience
Indicator Three:
Staff awareness and training
Indicator Four:
The total number of complaints
received
Indicator Five:
Complaints closed at each stage
Indicator Six:
Complaints upheld, partially upheld
and not upheld
Indicator Seven:
Average response times
Indicator Eight:
Complaints closed in full within the
timescales
Indicator Nine:
Number of cases where an extension
was authorised

Details of the number of complaints received per episode of
care and recorded against a consistent benchmark such as the
number of staff employed.
Details of the number of complaints responded to at each stage
of the Complaints Handling Procedure.
Details of the number of complaints that had each of the above
listed outcomes.
Details of the average time in working days to close complaints
at each stage of the Complaints Handling Procedure.
Details of how many complaints were responses to within the
timescales required of the Complaints Handling Procedure.
Details of how many complaints required an extension to the
standard timescales.

Further details of the indicators can be found in appendix six of NHS Dumfries and Galloway’s
Complaints Handling Procedure.
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Indicator 1 - Learning from complaints
As part of this indicator, the Board are required to record how many resolution
meetings took place with complainants. These meetings may take place during the
complaints process or following the provision of the complaints response. Eight
resolution meetings took place over the reporting period.
As previously reported, the Board’s recording of learning from feedback requires
further development. In order to improve in this respect, Patient Services are piloting
a new approach to capturing, reporting and sharing learning. This approach is being
tested in the Women, Children and Sexual Health Directorate initially and will be
rolled out if effective. Further information will be provided in a future Board report as
the testing moves beyond the development phase.
Women and Children’s Directorate
The directorate received a complaint relating to an error in administering intravenous
fluids. A Significant Adverse Event Investigation was conducted and the findings
highlighted a number of areas where processes and practice could be improved,
including:
•
•
•
•
•
•

Prescribing methods
Training
Competency checks
Record templates and completion
Information sharing
Infection control

The directorate undertook a number of improvement actions in response to this
learning. The investigation, findings and action planning were overseen by the
Patient Safety Group (formerly QPSLG).
Indicator 2 - Complaints Process Experience
Complainants are now being invited to share their experience of the complaints
process. Five responses have been received in total to date; three responses have
been received in this reporting period.
The responses have been generally positive, in terms of staff dealing with complaints
being professional and showing compassion, however there have been some useful
comments on areas where improvement to the process can be made.
Four people have commented that finding out how to make a complaint was not
easy. Patient Services are currently reviewing information available on Beacon and
the NHS Dumfries and Galloway Website to ensure clearer signposting to the
services Patient Services offer. This review will take into consideration information
about accessing the Complaints Handling Procedure.
Four complainants commented that staff dealing with their complaint did not check
what outcome they wanted.
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It is important to establish with a complainant what outcome they are seeking in
order that the person handling the complaint can manage the complainant’s
expectation and ensure that if the desired outcome can be achieved then it is.
Four complainants commented that their complaint was not handled in a timely
manner and they were not kept informed of any delays.
Compliance with complaint timescales continues to be challenging. Patient Services
are working with individual directorates to improve compliance with the complaints
process. It is important that where complaint timescales cannot be met, that the
complainant is kept informed of the progress of their complaint and an extension to
the timescale agreed with them.
Three complainants commented that not all of the issues they raised were
responded to and it was not clear what the outcome of their complaint was.
Patient Services are again working closely with individual directorates to improve the
quality of complaint investigations and responses. Patient Services have developed
a number of templates to assist Investigating Officers so that key elements of the
complaints process are captured and reported to the complainant. The complaint
response template design is based on that used by the Scottish Public Services
Ombudsman in their decision letter as this is considered the gold standard of
response.
Indicator 3 - Staff Awareness and Training
Staff continue to be provided with opportunities to attend training and awareness
raising sessions on feedback and complaints. Around 200 staff have been trained in
‘Complaints Handling’ to date with over 100 of those staff also attending complaints
‘Investigation Skills’ training. These courses have been well received with staff
reporting that they feel more confident dealing with complaints and feedback
following the training.
There are three further dates scheduled for Complaints Handling and Investigation
Skills sessions over the remainder of 2018. Patient Services are also planning to
offer additional sessions directly to a number of teams this year.
An initial awareness raising session on local advocacy services was delivered in
June 2018 in Dumfries and was well received by staff attending. Further sessions
will be delivered across the region later in the year. Patient Services are also
coordinating a similar awareness raising session with Scottish Mediation which is
due to be delivered on 31 July in Dumfries.
As well as scheduled training and awareness raising, Patient Services also offer
direct support and advice to staff across the organisation as required. Staff contact
the team on a daily basis for guidance and assistance. Patient Services work
particularly closely with Feedback Coordinators and Senior Managers to assist with
procedural enquires, early resolution advice and complex cases.
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The Patient Feedback Manager is in the process of scheduling regular staff ‘drop in’
sessions across the region. These sessions are intended to further strengthen the
relationship between the central Patient Services team and front line staff, to
encourage earlier discussion of potential issues and/or concerns.
The remaining performance indicators focus on the quantitative data associated with
our complaints handling and are reported as follows.

Definitions:
Stage One – complaints closed at Stage One Frontline Resolution;
Stage Two (direct) – complaints that by-passed Stage One and went directly to
Stage Two Investigation (e.g. complex complaints);
Escalated Stage Two – complaints which were dealt with at Stage One and were
subsequently escalated to Stage Two investigation (e.g. because the complainant
remained dissatisfied)
Indicator 4 Total number of complaints received
“Details of the number of complaints received per episode of care and recorded against a consistent benchmark such as the
number of staff employed.”

Indicator 4 - The rate of complaints received per.....
Description

May 2018

June 2018

0.2

0.2

Per 1000 population

* It is not possible to provide the rate of complaints in relation to patient episode as not all episodes are captured in an
electronically searchable manner. Rate per population has therefore been selected as a proxy measure. Work is ongoing to
explore the potential to measure against staff employed.

All information from this point forwards relates to Complaints which have been
completed i.e. have received a response.
Indicator Five: Complaints closed at each stage
“Details of the number of complaints responded to at each stage of the Complaints Handling Procedure.”

Indicator 5 - Complaints closed (responded to) at Stage One and Stage Two
as a percentage of all complaints closed (responded to).
Description

May 2018

June 2018

Number of complaints closed at Stage One as % of all
27%
complaints closed
(11 of 41)

39%
(14 of 36)

Number of complaints closed after Escalation to Stage
Two as % of all complaints closed

5%
(2 of 41)

6%
(2 of 36)

Number of complaints closed at Stage Two as % of all
68%
complaints closed
(28 of 41)

56%
(20 of 36)

NB: The escalated complaints referred to above were also responded at Stage One.
Source – Qlikview – 03/07/18
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Complaints Closed, based on closed date

Indicator Six: Complaints upheld, partially upheld and not upheld
“Details of the number of complaints that had each of the above listed outcomes.”

Indicator 6 - The number of complaints upheld/ partially upheld/ not upheld
at each stage as a percentage of complaints closed (responded to) in full at
each stage.
Upheld
Description

May 2018

June 2018

Number of complaints upheld at Stage One as % of
all complaints closed at Stage One

55%
(6 of 11)

29%
(4 of 14)

Number Escalated to Stage Two complaints upheld at
Stage Two as % of escalated complaints closed at
Stage Two

100%
(2 of 2)

0%
(0 of 2)

Number complaints upheld at Stage Two as % of
complaints closed at Stage Two

14%
(4 of 28)

5%
(1 of 20)
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Partially Upheld
Description

May 2018

June 2018

Number of complaints partially upheld at Stage One
as % of all complaints closed at Stage One

27%
(3 of 11)

21%
(3 of 14)

Number Escalated to Stage Two complaints partially
upheld at Stage Two as % of escalated complaints
closed at Stage Two

0%
(0 of 2)

0%
(0 of 2)

Number complaints partially upheld at Stage Two as
% of complaints closed at Stage Two

50%
(14 of 28)

25%
(5 of 20)

May 2018

June 2018

Number of complaints not upheld at Stage One as %
of all complaints closed at Stage One

0%
(0 of 11)

21%
(3 of 14)

Number Escalated to Stage Two complaints not
upheld at Stage Two as % of escalated complaints
closed at Stage Two

0%
(0 of 2)

50%
(1 of 2)

Number complaints not upheld at Stage Two as % of
complaints closed at Stage Two

29%
(8 of 28)

40%
(8 of 20)

May 2018

June 2018

Number of Stage 1 complaints where “other” outcome
recorded as % of all complaints closed at Stage One

18%
(2 of 11)

29%
(4 of 14)

Number of complaints Escalated to Stage 2 where
“other” outcome recorded as % of complaints closed
at Stage Two

0%
(0 of 2)

50%
(1 of 2)

Number of Complaints direct to Stage 2 where
“other” outcome recorded as % of complaints closed
at Stage Two

7%
(2 of 28)

30%
(6 of 20)

Not Upheld
Description

Other
Description

NB: ‘Other’ includes matters where consent has not been received; the complaint has
been withdrawn or is resolved. It can also include complaints that have progressed down
another route part way through the process (e.g. to a legal claim) or where an outcome
has not been recorded at the time of reporting.

Patient Services conduct regular quality monitoring to ensure that complaint
outcomes are appropriate.
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Outcome of All Complaints Closed, based on closed date

Indicator Seven: Average response times
“Details of the average time in working days to close complaints at each stage of the Complaints Handling Procedure.”

Indicator 7 - The average time in working days for a full response to
complaints at each stage
Description

May 2018

June 2018

Target

Average time in working days to respond to
complaints at Stage One

9

11

5

Average time in working days to respond to
complaints after Escalated to Stage Two

11

10

20

Average time in working days to respond to
complaints at Stage Two

38

40

20
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Stage One – Average Time for Complaint to be Closed, based on closed date

Stage Two Escalated – Average Time for Complaint to be closed, based on
closed date

NB – Some months there are no Stage Two Escalated complaints.
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Stage Two Direct – Average Time for Complaint to be closed, based on closed
date
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Distribution of time for Complaint to be closed

The Complaints Handling Procedure states that: Stage One complaints should be responded to within 5 working days and Stage
Two complaints within 20 working days. The procedure does make provision for extensions to be requested in exceptional
circumstances. Indicator 9 details the number of cases where such an extension was authorised.
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Indicator Eight: Complaints closed in full within the timescales
“Details of how many complaints were responses to within the timescales required of the Complaints Handling Procedure.”

Indicator 8 - The number and percentage of complaints at each stage which
were closed (responded to) in full within the set timescales of 5 and 20
working days
Description

May 2018

June 2018

Target

Number complaints closed at Stage One within
5 working days as % of Stage One complaints

55%
(6 of 11)

43%
(6 of 14)

70%

Number complaints Escalated to Stage Two
closed within 20 working days as % of
escalated Stage Two complaints

100%
(2 of 2)

100%
(2 of 2)

70%

Number complaints closed at Stage Two within
20 working days as % of Stage Two
complaints

25%
(7 of 28)

55%
(11 of 20)

70%

Stage One - Complaints Closed in Set Timescale, based on closed date
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Escalated to Stage Two - Complaints Closed in Set Timescale, based on closed
date

NB – Some months there are no Stage Two Escalated complaints.

Stage Two Direct - Complaints Closed in Set Timescale, based on closed date
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Indicator Nine: Number of cases where an extension was authorised
“Details of how many complaints required an extension to the standard timescales.”

Indicator 9 - The number and percentage of complaints at each stage where
an extension to the 5 or 20 working day timeline has been authorised.
Description

May 2018

June 2018

% of complaints at Stage One where extension was
authorised

27%
(3 of 11)

21%
(3 of 14)

% of Escalated to Stage Two complaints where
extension was authorised

0%
(0 of 2)

50%
(1 of 2)

% of complaints at Stage Two where extension was
authorised

61%
(17 of 28)

40%
(8 of 20)

Stage One - Complaints Closed where Extension Authorised, based on closed
date
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Stage Two Escalated - Complaints Closed where Extension Authorised, based
on closed date

Stage Two Direct - Complaints Closed where Extension Authorised, based on
closed date
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Compliance
Compliance with complaints timescales continues to be below target and continues
to fluctuate. There are a number of reasons for this including the complexity of
issues and capacity challenges. The Acute and Diagnostics Directorate have also
been working on closing a number of complex, historic cases which has impacted on
compliance figures.
Patient Services provide weekly performance data to directorates detailing their live
complaints. These reports highlight any complaints which are overdue, to ensure
senior management are aware of those cases that are not complying with statutory
timescales. The report also details which of those cases have been extended and
which are overdue without an extension, an area where we are beginning to see
improvement. Patient Services continue to work closely with directorates to further
review and improve processes and performance. General Managers recently agreed
a number of further improvement actions around complaints handling including:
•

Improving links between frontline staff and Patient Services (complaints)
Patient Services are introducing regular drop-ins, scheduled ‘catch ups’ and
walk rounds to increase contact with front line staff.

•

Increasing consistency in how adverse events and complaints are
handled
Having a more consistent approach will make it easier for both staff and
patients. It should also increase efficiency and provide more opportunities for
learning.

•

Further promoting complaints training
As well as providing staff with details of the complaints procedure, the training
also provides staff with basic tools and guidance around effective front line
resolution and conflict management. This includes providing staff with key
actions to undertake to increase the likelihood of a favourable outcome, for
example ensuring they ask the complainant what their preferred resolution is.
The guidance documents and templates also provide this information to
reinforce the learning.

•

Improving how we capture, report, progress and share learning
The testing of a new approach to complaints learning in Women, Children and
Sexual Health (as referenced above) will provide a starting point for this work.

•

Reviewing emotional resilience and conflict management supports
There is a lot of information, support and training available to staff around
emotional resilience and conflict management, but awareness is limited and
information is not always easy to access. The Patient Services and Patient
Safety teams are working together to better embed this in to processes and
procedures as well as developing a Beacon page of information and
resources.

•

Exploring opportunities to increase the use of mediation as part of our
complaints handling.
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2.6 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).
There are currently 13 complaints with the SPSO for their consideration and the
outcome of these are awaited. Two further files have been requested by the SPSO
and are being prepared for submission.
In this reporting period the SPSO have issued decision letters for eight complaints.
Of those eight, three were not upheld and two did not progress to investigation.
The Ombudsman upheld three complaints during the period, one of which was laid
before Parliament (detailed below).
Further information on SPSO decision letters and investigations can be found on
their website - https://www.spso.org.uk/our-findings.

Investigation Report to Parliament – May 2018
The SPSO found that the Board failed to:
•
•
•
•
•

arrange follow-up appointments;
arrange PSA tests that required to be undertaken;
check that PSA tests were undertaken as intended;
make adequate and timely arrangements for an MRI scan which took the
patient’s special needs into account; and
provide the patient with information that might have enabled him to make
alternative arrangements to get the necessary tests done.

The SPSO recommended that the Board:
•
•
•

•
•
•

apologise to the patient for failing to provide appropriate monitoring following a
diagnosis of prostate cancer, failing to communicate appropriate and handling
the complaint unreasonably;
review of all prostate cancer patients on active surveillance to ensure they are
being actively followed up
ensure that systems are in place to make arrangements for patients with
special needs to undergo scanning and that the system has been
communicated to all relevant staff;
ensure that patients on active surveillance for prostate cancer should have the
follow-up requirements clearly explained to them
complaints are accurately logged and responded to in line with the complaints
handling process;
undertake a review of the communication during and after the complaints
process in this case, including an assessment of why staff failed to return
patient requests for contact and action taken to avoid recurrence in future.

The Board responded to the SPSO’s findings and recommendations by:
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•
•
•

•
•

offering an apology to the patient for the Board’s failure to provide appropriate
monitoring following a diagnosis of prostate cancer, failing to communicate
appropriate and handling the complaint unreasonably;
providing the SPSO with details of the work NHS Dumfries and Galloway is
undertaking with NHS Ayrshire and Arran to provide Urology care.
providing the SPSO with details of the arrangement in place for specific
patients to attend an open scanner in North East England. The local MRI
scanner installed in the new hospital was procured to accommodate bariatric
patients. The additional size capacity serves to make this less claustrophobic.
confirming that active surveillance protocol in place and has been shared with
relevant staff.
confirming feedback has been provided to relevant staff in relation to the
handling of the complaint.

3. Conclusion
Compliance with response timescales continues to present a challenge. Patient
Services are working closely with services to ensure they are supported with training,
templates, guidance and advice as required.
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9 stories

To date, the stories in this report have been viewed on Care Opinion

641

times in all

These are the three most popular stories, out of all the stories included in this report
You can click the story title to see the story online

Indifferent attitude and lack of diligence
Posted by Patient with concern as a service user 2 months ago
Over a 2 year period, starting summer of 2016, I had x2 Gastro appointments - symptoms: severe right lower abdominal
pain, diarrhoea and significant swelling to stomach. Both consultants dismissed my concerns as to having a potentially
serious condition. No endoscopy or CT arranged. Neither Dr even physically examined me. They promoted that I had work
stress and anxiety related IBS. I was also diagnosed with non alcohol related 'fatty liver'...

I felt that my child was valued
Posted by Funky granny as a relative Last month
We attended the Children's Outpatient's service where we were treated by a nurse (think her name was Avril). I felt my
child was valued, put first and put at ease. The nurse seem to care what she was doing and we felt listened to.

[Very happy with 'Introductions']
[Very happy with 'Being listened to']

Child’s acute health episode
Posted by KarenR as a parent/guardian 3 weeks ago
Our son developed bacterial tonsillitis and was seen very quickly by our GP service, who are always very responsive to our
children’s health care needs. He prescribed antibiotics to treat the tonsillitis.
Our sonbecame more and more swollen and ill, fondling it difficult to swallow, and breathe at times. I called NHS24 who
were fantastic, as was the on call GP who saw us promptly after that at Out of Hours. He told us that our son needed to...

© Care Opinion 2018

Report dated 17 July 2018

Page 2

© Care Opinion 2018

Report dated 17 July 2018

Page 3

NB: criticality scores are assigned by moderators (not the public) to stories to support our alerting service. They are assigned per story not
per service, so may reflect criticism of services other than your own. We provide them here purely for information, with these caveats in
mind.

Where these stories have come from
NHS Dumfries and Galloway

9

Most common tags added by authors to these stories
What's good?

What could be improved?

Feelings

Listened to

3

consultant

1

ignored

2

everything possible
explained

2

Dismissive treatment

1

thank you

2

put at ease

2

not being listened to

1

amazing

1

staff

2

pain relief

1

concern

1

caring

1

Should listen

1

dismissed

1

consultant psychiatrist

1

wait for assessment

1

fear

1

easy to talk to

1

given up on

1

environment

1

reassured

1

hospital

1

sadness

1

nurse

1

stress

1

nurses

1

traumatised

1

nursing staff

1

valued

1

pleasant

1

professionalism

1

student nurse

1
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welcoming

1

Services the stories are about

Number of stories

Latest story

NHS Dumfries and Galloway

9

22/06/2018

Dumfries & Galloway Community Services

1

Community Mental Health Team
Dumfries & Galloway Royal Infirmary

27/05/2018
1

6

27/05/2018
22/06/2018

Day Surgery

1

22/05/2018

Gastroenterology

2

16/06/2018

Paediatrics

2

22/06/2018

Radiology

1

04/04/2018

General practices in Dumfries and Galloway

1

22/06/2018

Innistaigh

1

08/05/2018

Nithbank Hospital

1

20/04/2018

Rehabilitation
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Agenda Item 189

DUMFRIES and GALLOWAY NHS BOARD
6th August 2018

Involving People, Improving Quality
Healthcare Associated Infection Report
Author:
Elaine Ross
Infection Control Manager

Sponsoring Director
Eddie Docherty
Executive Director Nursing Midwifery & Allied
Health Professionals

Date 18th July 2018
RECOMMENDATION
The Board is asked to consider and scrutinise this paper.

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?
The Scottish Healthcare Associated Infection (HAI) standards are requirements
expected to be met by NHS Boards and subject to inspection by the Healthcare
Environment Inspectorate. This includes scrutiny not only of performance against
local delivery plan targets and key performance indicators but systems and
processes in place to escalate concerns and address poor performance at ward
level.
Key messages:
• This paper utilises information from the new NHS Discovery platform which
provides a dashboard of HAI indicators. This is useful for whole Scotland
comparison.
• Denominators used to track performance in this dataset differ from those used
locally which are based on previous HEAT targets. The local data is
presented to give historical context and consistency and will continue to be
presented until national performance targets are set.
• There has been a rise in Healthcare Associated Clostridium difficile infection
(CDI). An action plan to address risk factors for CDI is in place.
• HAI rates are consistently lower than the all Scotland rate for SAB and E. coli
Bacteraemia (ECB).
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•
•

The Healthcare Environment Inspectorate visited DGRI 29-31 May and
conducted an unannounced inspection over 3 days. They returned on 19 May
and 11 July to review progress against our local action plan.
The draft report will be provided to the NHS board on 18 July and the final
report published 15 August.

GLOSSARY OF TERMS
CPE
CVC
CDI
CAI
ECB
HCAI
HPS
HPT
IPCT
IVDU
LDP
PVC
PICC
SAB
SSI

-

Carbapenemase Producing Enterobacteriaceae
Central Vascular Cannula
Clostridium difficile Infection
Community Associated Infection
E.coli Bacteraemia
Healthcare Associated Infection
Health Protection Scotland
Health Protection Team
Infection Prevention and Control Team
Intravenous Drug Users
Local Delivery Plan
Peripheral Vascular Cannula
Peripheral Inserted Central Catheter
Staphylococcus aureus bacteraemia
Surgical Site Infection
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MONITORING FORM
Policy / Strategy

Healthcare Quality Strategy
Achievement of HAI LDP targets

Staffing Implications

Not applicable

Financial Implications

Not applicable

Consultation / Consideration

Healthcare Governance Committee

Risk Assessment

Addressed through corporate risk register

Risk Appetite

Low X

Medium

High

This paper gives an update on the progress in
relation to infection control within the Board, which
is directly related to Patient Safety, therefore, a low
risk appetite has been noted above.
Fewer infections will reduce bed occupancy and
use of resources

Sustainability

Compliance
Objectives

with

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

Local Outcome Improvement Outcome 6. People are safe and feel safe
Plan (LOIP)
Best Value

Performance Management
• sound governance at a strategic and
operational level

Impact Assessment
Not applicable. Update paper only.
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1. Staphylococcus aureus bacteraemia (SAB)
Our local target for SAB is no more than 2 cases per month and a rate of 0.24 per
Acute Occupied Bed Days (ACOBs) and this has been exceeded in May.
We investigate the cause of each SAB and will report using the serious adverse
events process if it involves a device or if it results in death.

Based on comparison with other NHS boards our SAB rate overall is mid range and
we have the lowest rate of HAI SAB. Our challenge is community acquired SAB.
These have been largely due to infections in skin and soft tissue.
Figure 1- National data

Figure 2- Local data
NHS D&G Monthly SAB performance
Cases per 1000 AOBDs
0.6
0.5
0.4
0.3
0.2
0.1
0
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2. Clostridium difficile
Our local target for CDI is no more than 4 cases a month and a rate of 0.32 per 1000
Total Occupied Bed Days (TOBDs). In the first part of this reporting year, April –
June, we have not exceeded this.
We continue to monitor patients closely from a clinical perspective and study the
local epidemiology.
Unfortunately for the period January to March 2018, which was the last quarter of the
reporting year, there was a higher than usual rate of Healthcare Associated CDI and
a report and action plan has been submitted to Health Protection Scotland to
address this.
Actions that have been taken to address HAI CDI include the following;
• Enhanced disinfection across DGRI using Actichlor plus
• Additional ultra violet light terminal disinfection of rooms in combined
assessment unit as a single targeted measure
• Review of antibiotic prescribing guidelines
• Discussion and improved feedback to prescribers where there has been a
deviance from prescribing guidelines
The NHS board should be aware that it may be some months before the impact of
these measures is seen due to the nature of the infection which develops in reaction
to treatment with antibiotics in susceptible individuals.
Figure 3- Local data
NHS D&G CDI Monthly performance
Cases per 1000 TOBDS aged over 15
0.9
0.8
0.7
0.6
0.5
0.4
0.3
0.2
0.1
0
Jul-17

Aug-17

Sep-17

Oct-17

Nov-17

Dec-17

Jan-18

Feb-18

Mar-18
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Apr-18

May-18

Jun-18

CDI Cases per month by origin
HAI- cases occurring after 48 hours or within 4 weeks of hospital admission
CAI - cases occurring within 48 hours of hospital admission or more than 12 weeks post
hospital admission
Unknown – between 4 &12 weeks since hospital admission

April 2018
May 2018
June 2018

HAI
2
2
3

CAI
2
2
1

Unknown
1
0
0

Figure 4- National data
Please note that nationally, different denominators are being used. The community
rate is calculated based on population rather than bed days.

We had been alert to the increase in community CDI and an action plan was
implemented. It is pleasing to see that in quarter 1, Jan- March, this year that we are
now below the All Scotland rate.
Figure 5 below illustrates the increase in HAI CDI that is subject of our local action
plan.
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Figure 5- National data

3. E. coli bacteraemia (ECB)
The challenge of addressing community infections has already been brought to the
attention of the NHS Board and we remain a little above the All Scotland rate.
However, for HAI ECB we are well below the All Scotland rate. This is pleasing and it
reflects the work done already to address the causes of HAI ECB, however, it is
likely that a target may be set that is based on a percentage reduction of our HAI
rate. When this is so low it will be hard to achieve.
April 2018
May 2018
June 2018

HAI
2
1
2

HCAI
5
1
2

CAI
11
5
5

CAI - Community Acquired Infection
HCAI - Healthcare Associated Infection
HAI Hospital Acquired Infection
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Total
18
7
9

Figure 6- Local data

Breakdown of ECBs by Cause and Origin of Infection
1 Apr 2018 to 30 June 2018
14

12

10

8
CAI
HCAI
HAI

6

4

2

0

Lower UTI

Hepatobiliary

Not Known

Respiratory

Device - Urinary catheter

Figure 7- National data
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Other

Skin Break

Device - PEG

Figure 8- National data

4. Surgical Site Infection
There are two mandatory categories for surveillance and reporting. These are Hip
arthroplasty and Caesarean section. The data presented below comes from the
National reporting system and numbers are low. NHS Dumfries and Galloway
conduct surveillance on 9 categories. Infections are entered on to the Scottish SSI
reporting system and reports can be drawn out locally at the end of each quarter,
though national reports are published using validated data from the previous quarter.
Quarter 1 ending March 2018 has not been published at the time of writing.
Numbers are small and whilst each peak should be investigated, interpretation of the
raw data as presented below should be undertaken cautiously.

Figure 9- National data – Hip arthroplasty SSI

3/50

2/36

1/39
1/52

The peaks seen represent;
1 infection out of 39 procedures performed in Quarter 1 2014
3 infections out of 50 procedures performed in Quarter 4 2016
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1 infection out of 52 procedures performed in Quarter 2 2017
2 infections out of 36 procedures performed in Quarter 4 2017
Any SSI in an inpatient or patient who is readmitted following surgery will be subject
to a root cause analysis and recorded on Datix.
Figure 10- National data – C. Section SSI
The previous caveat applies regarding the interpretation of raw data which relates to
small numbers. Earlier peaks were investigated and actions taken and reported to
the committee. These included increased cleaning and changes to theatre practice.

3/59
2/52
2/55

5. Mandatory Screening for resistant organisms
As part of admission processes for any emergency admission or pre admission for
any patient likely to be admitted for more than 23 hours, a clinical risk assessment is
undertaken.
30 patient records each quarter are audited and submitted as part of national
reporting.
We are one of the highest performing NHS boards for compliance with screening
protocols and I’m pleased to report that compliance with screening for MRSA and
Carbapenemase Producing Enterobacteriaceae (CPE) was 100% for the last
quarter.
6. Healthcare Environment Inspection
The HEI visited DGRI 29-31 May and conducted an unannounced inspection over 3
days. They returned on 19 May and 11 July to review progress against our action
local plan.
The inspection was a combined inspection which is why it took an extended time and
this differs from previous inspections. The inspectors focused on a ‘Safe and Clean
environment’ inspection, ‘Invasive device use’ and a separate ‘Theatre department’
inspection.
NOT PROTECTIVELY MARKED
Page 10 of 15

The inspecting team visited a number of wards and departments and fed back to
staff in departments verbally at the time of inspection and more formally in a verbal
debrief session at the end of the inspection.
A local action plan was drawn up based on the feedback received.
The report will be published formally on 15 August together with our action plan and
progress against this.
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NHS Dumfries and Galloway Board report card
Staphylococcus aureus bacteraemia monthly case numbers
Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

0
3
3

0
1
1

0
4
4

0
2
2

0
3
3

0
4
4

1
1
2

0
2
2

0
5
5

0
2
2

1
4
5

0
3
3

MRSA
MSSA
Total SABS

Clostridium difficile infection monthly case numbers

Ages
15-64
Ages 65
plus
Ages 15
plus

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

3

2

1

1

0

0

1

1

1

0

1

2

6

4

3

6

4

1

7

3

6

4

3

2

9

6

4

7

4

1

8

4

7

4

4

4

Cleaning Compliance (%)

Board
Total

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

96.5

96.9

96.7

97.0

96.3

-

96.4

96.9

97.7

97.0

96.9

95.6

Estates Monitoring Compliance (%)

Board
Total

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

99.7

99.7

99.8

99.6

99.7

-

99.0

99.2

99.4

99.0

99.4

99.6
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NHS HOSPITAL REPORT CARD - DGRI
Staphylococcus aureus bacteraemia monthly case numbers
Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

0
3
3

0
1
1

0
4
4

0
2
2

0
2
2

0
4
4

1
1
2

0
2
2

0
5
5

0
1
1

1
4
5

0
3
3

MRSA
MSSA
Total SABS

Clostridium difficile infection monthly case numbers

Ages
15-64
Ages 65
plus
Ages 15
plus

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

1

0

1

0

0

0

0

1

0

0

0

0

1

1

3

5

3

1

4

2

4

0

1

0

2

1

4

5

3

1

4

3

4

0

1

0

Cleaning Compliance (%)

Board
Total

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

95.2

95.5

95.3

94.1

95.8

-

92.2

92.2

94.2

95.3

95.5

95.9

Estates Monitoring Compliance (%)

Board
Total

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

98.2

98.6

98.9

97.8

98.9

-

99.2

99.2

98.4

99.7

99.0

99.4
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NHS HOSPITAL REPORT CARD – Galloway Community Hospital
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total
SABS

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

0
0
0

0
0
0

0
0
0

0
0
0

0
1
1

0
0
0

0
0
0

0
0
0

0
0
0

0
1
1

0
0
0

0
0
0

Clostridium difficile infection monthly case numbers

Ages
15-64
Ages
65
plus
Ages
15
plus

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

0

1

0

0

0

0

0

0

0

0

1

0

0

0

0

0

0

0

0

0

0

0

1

0

0

1

0

0

0

0

0

0

0

0

2

0

Cleaning Compliance (%)

Board
Total

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

95.1

96.9

97.2

98.1

97.2

-

95.7

96.6

95.9

95.4

94.9

95.2

Estates Monitoring Compliance (%)

Board
Total

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

99.4

98.9

99.2

98.8

98.6

-

97.5

98.0

99.3

99.0

99.8

98.9
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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
Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

MRSA
MSSA
Total
SABS

Clostridium difficile infection monthly case numbers

Ages
15-64
Ages
65 plus
Ages
15 plus

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

0

0

0

0

0

0

0

0

0

0

0

0

2

0

0

0

0

0

0

0

0

0

1

1

2

0

0

0

0

0

0

0

0

0

1

1

NHS OUT OF HOSPITAL REPORT CARD
Staphylococcus aureus bacteraemia monthly case numbers
Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

MRSA
MSSA
Total
SABS

Clostridium difficile infection monthly case numbers

Ages
15-64
Ages
65 plus
Ages
15 plus

Jul
2017

Aug
2017

Sep
2017

Oct
2017

Nov
2017

Dec
2017

Jan
2018

Feb
2018

Mar
2018

Apr
2018

May
2018

Jun
2018

2

1

0

1

0

0

1

0

1

0

0

2

3

3

0

1

1

0

3

1

2

4

0

1

5

4

0

2

1

0

4

1

3

4

0

3
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Volunteering Strategy
Author:
Joan Pollard
Associate Director of AHPs

Sponsoring Director:
Eddie Docherty
Executive Director of Nursing, Midwifery
and Allied Health Professionals

Date: 29th June 2018

RECOMMENDATION
The Board is asked to:
• Note the adoption of the Volunteering Strategy

CONTEXT
Strategy / Policy:
This paper demonstrates implementation of the Healthcare Quality Strategy (2010),
and supports the delivery of :
• the Scottish Government Commitment : A Nation with Ambition
• the Refreshed Strategy for Volunteering in the NHS in Scotland and the
supporting Volunteering in NHS Scotland A Handbook for Volunteering
(2014)
• the Dumfries and Galloway Health and Social Care Strategic Plan 2016-19
Organisational Context / Why is this paper important / Key messages:
NHS Dumfries and Galloway Volunteering Programme continues to recruit, train and
create new volunteering roles and develop/support the existing volunteers through
peer mentoring sessions.

GLOSSARY OF TERMS
NCVO - National Council for Voluntary Organisations
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MONITORING FORM
Policy / Strategy

Support delivery of the Refreshed Strategy for
Volunteering in the NHS in Scotland 2008 and the
commitment around volunteering in A Nation with
Ambition. The Government’s Programme for
Scotland 2017 -18

Staffing Implications

Not applicable

Financial Implications

Not applicable

Consultation / Consideration

General Managers, Volunteering Steering Group,
Person Centred Health and Care Committee,
Deputy Director of Nursing, Dementia Lead Nurse,
Interim Director of Public Health, Head of Strategic
Planning. Board Management Team

Risk Assessment

Not planned

Risk Appetite

Low x

Medium

High

This is in the context of reputational where the
Board has a risk appetite of Medium
*Demonstrate a contribution to sustainable
development by actively considering the social,
economic and environmental impact.

Sustainability

Compliance
Objectives

with

Corporate Contributes to corporate objectives 1,3,4,6

Local Outcome Improvement Outcome 1
Outcome 2
Plan (LOIP)
Outcome 6
Outcome 8
Best Value

Vision and leadership
Equality

Impact Assessment
Not required
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Situation
The NHS Board and Person Centred Health and Care Committee have requested
the development of an NHS Dumfries and Galloway Volunteering Strategy to support
delivery of the national Volunteering in NHS Scotland Programme. This paper was
approved by Health Care Governance Committee in May 2018.
Background
In Scotland there is a well established history of volunteering with as many as 30%
of adults participating in volunteering opportunities. The value of this volunteering is
being increasingly recognised with the Scottish Government committing, in their A
Nation with Ambition (2017), to the reinvigoration of volunteering across Scotland
and recognition that:
“Volunteering is transformational; for the volunteer, for the beneficiary and for
communities”
A Refreshed strategy for volunteering in the NHS in Scotland was published in 2008
and is now supported by a national steering group and a national Volunteering in
NHS Scotland Programme with the desired outcomes of:
•

•
•

“ Volunteering contributes to Scotland’s health by:
a. enhancing the quality of the patient experience, and
b. providing opportunities to improve the health and wellbeing of
volunteers themselves
The infrastructure that supports volunteering is developed, sustainable and
inclusive
Volunteering, and the positive contribution it makes, is widely recognised,
with a culture which demonstrates its value across the partners involved” 1

As a Board we recognise the significant contribution that volunteers bring in
improving the experience of people who use our services and complementing the
work of staff. Promoting volunteering offers the opportunity to enhance quality,
reduce inequalities and improve outcomes. Involving volunteers provides the
potential to create services which are more responsive to local needs, whether that
is within one of our hospitals or in the community, and in doing so improve the
experience for the people we are jointly supporting, staff and the volunteers
themselves.
Assessment
A draft volunteering strategy for NHS Dumfries and Galloway is enclosed in
Appendix 1.
Recommendation
NHS Board is requested to note the Volunteering Strategy
1

Volunteering in NHS Scotland. A Handbook for Volunteering; Scottish Health Council 2014

NOT PROTECTIVELY MARKED
Page 3 of 10

Appendix 1
Volunteering in NHS Dumfries and Galloway
2018 - 2021

Definition of a Volunteer
“A person who gives freely and willingly of their time to help
improve the health and wellbeing of patients, users, (and
their families and carers) of the NHS in Scotland”
Strategy for Volunteering in the NHS in Scotland CEL 10
(2008)

Vision Statement
NHS Dumfries & Galloway values our volunteers. Volunteering enhances the
services we provide, has benefits for our patients, individuals and helps build
stronger communities. We know that the volunteers give their time for many reasons.
Some are former patients wishing to give something back; others are former staff
with expertise they want to share, for others it is the first step into a career in health
and social care. We want to make sure that volunteers are treated in a fair and
consistent way and they receive a high quality level of support.
Volunteers must be encouraged to express their views and should be treated as
partners in the planning and delivery of NHS Dumfries & Galloway services. The
Board is committed to continue to improve our volunteering processes and support
the NHS Scotland Strategy on Volunteering.
Eddie Docherty
Nursing, Midwifery and Allied Health Professions Director
NHS Dumfries & Galloway and Galloway
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Introduction
In Scotland there is a well established history of volunteering with as many as 30%
of adults participating in volunteering opportunities. The value of this volunteering is
being increasingly recognised with the Scottish Government committing, in their A
Nation with Ambition (2017), to the reinvigoration of volunteering across Scotland
and recognition that:
“Volunteering is transformational; for the volunteer, for the beneficiary and for
communities”
The Kings Fund published a benchmarking exercise of volunteering in acute
hospitals which concluded:
“Volunteers add significant value to the work of paid professionals, and are a
critical but often underappreciated part of the health and social care
workforce; they play an important role in improving people’s experience of
care, building stronger relationships between services and communities,
supporting integrated care, improving public health and reducing health
inequalities. The support that volunteers provide can be of particular value to
those who rely most heavily on services, such as people with multiple long
term conditions or mental health problems”
As a Board we recognise the significant contribution that volunteers bring in
improving the experience of people who use our services and complementing the
work of staff. Promoting volunteering offers the opportunity to enhance quality,
reduce inequalities and improve outcomes. Involving volunteers provides the
potential to create services which are more responsive to local needs, whether that
is within one of our hospitals or in the community, and in doing so improve the
experience for the people we are jointly supporting, staff and the volunteers
themselves.
We recognise that volunteers are essential partners in the delivery of our vision and
priorities and are therefore committed to further involving local people in helping us
to provide and shape services that meet local needs. As one of the region’s largest
employers we also recognise our role in promoting active citizenship and social
inclusion by providing opportunities for and supporting volunteering particularly for
those people currently facing barriers to engaging with their communities. The
opportunity provided by volunteering to support learning and skills development will
also support future employability.
As an employer we also recognise the benefit that supporting staff to volunteer
brings in their improved self confidence, communication skills, and career
development and to the organisation in improved staff engagement and retention
and improved reputation with existing and potential employees.
It is the intention of this strategy to promote the value of volunteering and to raise its
profile as an integral service aligned to our corporate vision and objectives. It also
offers the opportunity to adopt best practice and deliver rewarding experiences for
every volunteer.
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Our Vision
Our vision is:
• to be an organisation that values and supports volunteering, and recognises
the important contribution it makes to personal and community development
• to be an organisation that encourages, supports and provides opportunities
for individuals to volunteer and for organisations to contribute
• for volunteers to have a personally rewarding experience and be able to
utilise and develop their skills
• to be an organisation that supports staff to participate in volunteering
opportunities
• to strengthen our links and engagement with the local communities.
Aims and Objectives
The aim of this strategy is to develop realistic and sustainable plans for volunteering
within NHS Dumfries and Galloway over the next five years including the resources
required to deliver this. To achieve our aims this strategy will:
• Set out the strategic aims and objectives for volunteering over the next 5
years
• Champion an organisational culture that welcomes and values volunteers and
volunteering as an integral part of NHS Dumfries and Galloway and
contributing to the improved health and wellbeing of our population.
• Explore new roles and projects where volunteering will directly impact and
improve the quality of experience and outcomes.
• Adopt approaches for recruitment to ensure the volunteer demographic
reflects that of the local population.
• Identify the infrastructure, leadership, resource and management required to
deliver this work.
We will achieve our vision through a set of objectives that will deliver best practice in
the recruitment, management, placement and ongoing support of volunteers for
greatest impact across the Board. We will:
•
•
•
•
•
•
•

Create an organisational volunteering culture that encourages, promotes,
supports, and celebrates the impact of volunteering at all levels
Increase the number and diversity of volunteers, including young volunteers,
through targeted recruitment and proactively engaging with local communities
Explore innovative roles and models of support that increases the flexibility
and accessibility of volunteer placements
Develop and empower volunteers to achieve their roles safely and effectively,
maximising the reciprocal benefits for both the volunteers and the Board
Strengthen the voice of volunteers in governance structures and through all
levels of organisational planning
Develop and deepen the evidence base around the impact of volunteering
within the organisation
Ensure appropriate policies and procedures are in place that enable safe and
accessible volunteering
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•
•

Ensure appropriate safeguarding arrangements are in place and adhered to
and that there is
training available to support volunteers, particularly in
relation to children and vulnerable adults
Build the volunteering community by providing opportunities for training and
peer support to enable the sharing of knowledge, and experience and to
develop confidence and skill in their roles

An annual workplan will be developed to deliver these objectives and reported
through the Person Centred Health and Care Committee.
Current position (2018)
The service
A Volunteer Co-ordinator, supported by shared administrative support within the
Patient Services team was introduced to extend the level of volunteering within
Dumfries and Galloway Royal Infirmary in preparation for the move to the new
hospital. Currently, this resource is recruiting and supporting 276 volunteers and will
continue to support ongoing recruitment to maintain current volunteer body due to
natural turnover and development of new roles across the wider organisation.
External voluntary/charitable organisations also provide services such as League of
Friends, Royal Voluntary Services, and Building Healthy Communities.
Volunteers
Many volunteers have been with the Board for over five years, with several in excess
of 15 years service. They may hold more than one role.
It is very clear within our policies and procedures, and volunteering agreements, that
the volunteers provide complementary services for patients and staff and cannot be
involved in, nor offer advice or opinion in relation to clinical care.
The range of activities are too numerous to list individually but have been
summarised below. Volunteer roles extend from reception to spiritual care with
almost all working directly with patients, Carers, families and staff in the clinical
environment. This portfolio of roles is currently extending with new volunteering
placements being developed in response to suggestions from staff and volunteers
alike.
Direct volunteers
Direct volunteers are people who are recruited for identified volunteering roles within
the organisation.
• Inpatients/ Hospital based: volunteers directly interacting with patients, their
families and Carers; providing a variety of befriending and social activities;
supporting staff; and in the new hospital assisting with ‘way finding’.
• Welcome Guides : in DGRI covering main reception and outpatient entrance
areas providing assistance for on screen Self Check In and to help patients
and visitors who are unsure where to go to find their way around the hospital
• Spiritual Care : volunteers offering patient and staff listening services
• Outreach : supporting peer support groups – e.g. breastfeeding, Managed
Clinical Networks
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•

Quality support roles: volunteers working as lay representatives e.g.
supporting corporate meetings, functions such as audit etc.

Indirect volunteers
Indirect volunteers are people who offer support via another organisation e.g. Blood
Bikes, Changing Faces
•

Catering: working in partnership with League of Friends to provide the shop
in DGRI.

Priorities for development
Our staff, services and Board priorities have determined where we need to focus
volunteering over the next five years and the associated annual work plan will
indicate progress.
Inpatient Volunteers
Inpatient volunteers will continue to be a major focus for ongoing volunteer
recruitment and role development. We will prioritise the recruitment, training and
placement of volunteers in existing and new roles which could have the greatest
impact on the quality of experience within inpatient areas. To deliver this we will:
• Increase the coverage of ward/ cottage hospital volunteers.
• Develop, test and evaluate new ways of involving volunteers to support
patients and their families and Carers.
• Explore volunteer-led activities for patient groups e.g. arts and crafts, music,
patient support and information groups and involving other local organisations
and charities where appropriate.
Welcome Guides
Building upon the success of existing ‘Welcome Guides’ roles there is requirement
for an ongoing focus on recruitment to maintain the service to DGRI and to explore
the potential for these roles within other facilities.
Spiritual Care Volunteers
Building upon the success of existing Community Listening volunteer roles there is a
need to increase volunteering capacity.
Health Promotion
Explore and develop opportunities for volunteering to support health promotion in
communities.
Community Services
Explore and develop opportunities in community based services
Actions
1. Supporting the Volunteer Body
• Determine the resource capacity anticipated to be needed to support a
volunteer body as described above
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•
•
•

Review the establishment of the volunteer support team and ensure it has
the necessary resource to support the volunteer body
Identify a ‘volunteer’ office ensuring that it is accessible and, ideally,
visible for potential volunteers to drop in to enquire about opportunities for
volunteering and to provide support, guidance and advice for volunteers
Design and implement monitoring and reporting processes to enable the
understanding of service scope, performance and activity.

2. Identifying the need for volunteers
• Increase awareness and visibility of volunteers and voluntary services
through agreeing the roles and models required with services and
volunteers alike, including service level agreements or memorandums of
understanding as appropriate, and assurance though the Person Centred
Health and Care Committee
• Identify those areas of service that do not have volunteers and work
creatively and collaboratively with staff teams and patient groups to
identify where volunteers might enhance patient experience or the service
and develop new roles.
3. Recruitment
• Continue improving processes and responsiveness to enhance
recruitment and retention of volunteers
• Use multimedia opportunities to extend recruitment reach
• Develop branding of volunteering to increase visibility and enhance
recruitment
• Engage with local businesses, education providers and voluntary and
community sectors.
4. Develop a positive volunteering culture
• Provide a clear definition of volunteering and its role within the Board
• Provide clear definition and expectations of the role of volunteer
supervisors
• Widely communicate the difference that volunteering makes and celebrate
successes and achievements
• Consider the potential impact that volunteers can make to service models
• Work with strategic planning, policy developers and operational managers
to ensure that volunteers and volunteering is included in Board strategies,
service plans and policies.
5. Volunteer learning and development
• Standardise delivery of core learning for all volunteers.
• Encourage volunteers to progress
as determined by their skills,
knowledge and experience and within the confines of their roles
• Facilitate sharing and dissemination of skills, knowledge and experience
within the volunteer community.
• Develop peer support opportunities
6. Evaluation
• Develop process and methodology for capturing impact and outcomes
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Implementing the Volunteering Strategy
An annual workplan will be developed based on assessed need, priorities and
strategic and service objectives.
Governance and Accountability
The Volunteer Co-ordinator reports to the Associate Director of Allied Health
Professionals and progress upon the work plan will be monitored by the Volunteering
Steering Group and supported by the Person Centred Health and Care Committee.
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Annual Report on Feedback, Comments, Concerns and
Complaints – 2017-18
Author:
Emma Murphy
Patient Feedback Manager

Sponsoring Director:
Eddie Docherty
Nursing, Midwifery and Allied Health
Profession Director

Joan Pollard, Associate Director, Allied
Health
Professions
and
Patient
Experience Lead
Date: 28th June 2018
RECOMMENDATION
The Board is asked to note the Annual Report on Feedback, Comments, Concerns
and Complaints for 2017-18 which was approved by Health Care Governance
Committee prior to submission to Scottish Government and Scottish Health Council
in June 2018.

CONTEXT
Strategy / Policy:
This work supports delivery of the Healthcare Quality Strategy Person Centred
Ambition.
Organisational Context / Why is this paper important / Key messages:
Empowering people to be at the centre of their care and listening to them, their
carers and families about what is, and is not, working well in healthcare services is a
shared priority for everyone involved with healthcare in Scotland. Scottish Ministers
want to facilitate cultural change and to create an environment that uses knowledge
to inform continuous improvement to services in a culture of openness without
censure. The new NHS Scotland Model Complaints Handling Procedures (CHP)
forms an integral part of that vision.
The CHP was introduced across Scotland from 1 April 2017. The key aims are:
•
•

to take a consistently person-centred approach to complaints handling across
NHS Scotland
to implement a standard process
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•
•

to ensure that NHS staff and people using NHS services have confidence in
complaints handling
to encourage NHS organisations to learn from complaints in order to
continuously improve services.

NHS Dumfries and Galloway is committed to being truly person centred and
learning from patient and family experiences is crucial to enabling us to do so.
Key Messages:
• The Scottish Public Services Ombudsman’s Model Complaints Handling
Procedure was successfully implemented by the Board in 2017/18.
• A number of improvements have been implemented around the handling of
feedback and complaints.
• There are a number of information sources available to staff and the public to
increase awareness of our feedback mechanisms.
• There is room for improvement around our compliance with complaints
timescales.
• A number of improvement activities are planned for 2018/19.

GLOSSARY OF TERMS
PASS
PEN
CHP
SPSO

-

Patient Advice and Support Service
Participation and Engagement Network
Complaints Handling Procedure
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

None

Consultation / Consideration

Previously consulted by Health Care Governance
Committee

Risk Assessment

None

Risk Appetite
Low

Medium x

High

It is considered that the risk appetite for this paper
is medium in the context of Reputational where the
Board has an expressed risk appetite of medium.
Sustainability

Compliance
Objectives

None

with

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

Local Outcome Improvement Outcome 2, 3, 6, 7 and 8
Plan (LOIP)
Best Value

Vision and Leadership
Effective Partnerships
Governance and Accountability
Performance Management

Impact Assessment
Not undertaken as learning from patient feedback applies to all users.
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Introduction
Feedback offers a valuable opportunity for us to learn and improve. This report has
was approved by Health Care Governance Committee in May in advance of
submission to the Scottish Public Services Ombudsman (SPSO) in June 18 and
provided an overview of feedback received from 1 April 2017 to 31 March 2018. The
report is comprised of four sections and is in compliance with guidance issued by the
Scottish Government and the requirements set out in the Patient Rights (Scotland)
Act 2011.
1. Encouraging and Gathering Feedback
1.1 General Feedback, Comments and Concerns
NHS Dumfries and Galloway are committed to delivering safe, effective and personcentred care. The use of feedback is central to ensuring delivery of these aims and
we offer a variety of approaches which allow people to choose a feedback
mechanism that best suits their needs. These include:
•
•
•
•
•
•

in writing via letters, surveys, consultations and feedback forms.
by email via our Patient Services and DG Feedback email addresses.
by telephone via Patient Services and direct to individual services.
via Care Opinion and our own website.
on social media via posts, links and direct messages.
face-to-face via scheduled events and daily contact with the public.

The Patient Advice and Support Service (PASS) provide a further communication
route and source of support for anyone wishing to provide feedback or make a
complaint. While PASS works independently of NHS Dumfries and Galloway,
information about their services is widely available throughout our wards, clinic
waiting areas, notice boards and intranet/internet. Their services are also promoted
in our feedback leaflets.
Our feedback literature and patient communications make it clear that we welcome
and encourage feedback. We also promote our commitment to learning and
improving to reassure people that their feedback can and will make a difference.
NHS Dumfries & Galloway has a small Patient Services team who act as a central
point of contact for feedback and support. The team deals with daily enquiries,
concerns, compliments and complaints ensuring each is logged and directed to the
most appropriate team so that it can be responded to appropriately. As part of that
process, the team ensure that the person giving the feedback is clear about the next
steps and any timescales associated with that.
The majority of feedback is received by the Acute and Diagnostic Services
Directorate which covers the largest number of specialties. The Directorate has a
dedicated Patient Experience Officer who investigates and responds to feedback for
the directorate. Other directorates have identified Feedback Coordinators who are
trained to manage, progress, record and track feedback in their area and act as key
points of contact for the Patient Services team.
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By having coordinators in place we can ensure we have strong local knowledge of
the processes and procedures as well as support for staff within the local teams. All
directorates have access to DATIX (electronic complaints system) which allows
capture of feedback received in real time.
What we are doing well
On reviewing our feedback mechanisms last year, we established that there was a
variety of feedback leaflets in use and we recognised that this could be confusing for
both the public and staff. In response to this issue we developed a simple feedback
leaflet that could be used across the whole Board. This leaflet details a number of
options for providing feedback to the Board and includes a form that can be
completed and returned to the Patient Services team. This leaflet was introduced in
2017 and Patient Services are now regularly receiving feedback via this form.
Patient Services began linking directly with local established groups in 2017/18 to
better understand how we can make providing feedback as easy as possible. This
approach was well received by the groups visited and will be further developed over
2018/19.
Where we can improve
Whilst we have started to build relationships with some local established groups,
there are many more groups that we need to connect with. We also need to build on
this further to ensure that the feedback gathered directly influences how we
communicate in the future. By better linking our patient feedback and patient
information work and practices, we will be able to achieve improved accessibility and
equality in this area.
We are conscious that we could still further improve how we learn from feedback.
There is still a great deal of work underway around learning and improving from
complaints (see section 4 below) and we hope to extend that to all feedback in the
near future. We are particularly aware that there is a great deal of learning potential
from positive feedback. It is important that we understand what we are doing well in
addition to reflecting on the areas in which we need to improve.
Feedback Received
NHS Dumfries and Galloway received 275 comments and concerns in 2017/18,
significantly more than the 180 items received the previous year.
Feedback
increased over the last quarter of 2017/18 in response to the opening of the new
hospital. Many of the issues raised were resolved at the first point of contact with
feedback coordinators.
The Board also received 136 compliments in relation to excellent care and
treatment. It is also acknowledged that individual wards and departments will have
received many compliments directly throughout the year and Patient Services are
working on a system to better capture this valuable information.
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Breakdown of feedback received
Comments
Compliments
Concerns
Total

Apr
2
5
15
22

May
2
12
17
31

Jun
1
13
5
19

Jul
3
10
4
17

Aug
3
7
21
31

Sep
3
15
19
37

Oct
1
11
15
27

Nov
3
10
17
30
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Dec
6
16
19
41

Jan
19
14
33
66

Feb
11
12
25
48

Mar
2
11
29
42

Total
56
136
219
411

Top themes
Comments and Concerns
Issue
Clinical Treatment
Premises
Waiting Time for Date of
Appointment
Staff Attitude and Behaviour
Staff Communication (oral)

Number
59
38
33

% of total
21%
14%
12%

18
16

7%
6%

Number
30
21
4

% of total
22%
15%
3%

Compliments
Issue
Clinical Treatment
Staff Attitude and Behaviour
Staff competence

Themes were not recorded in almost a third of cases. Patient Services will work with
colleagues to improve data capture in the Datix system over 2018/19 to ensure
information is better captured going forward.
1.2 Participation and Engagement Network
As a Board, we are keen to provide opportunities for local residents to participate in
the development, design and delivery of our services. Working closely with
Community Planning Partnership colleagues, the Board facilitates a Participation and
Engagement Network (PEN). The PEN allows members of the public to ‘sign up’ to
become more involved in local consultation and engagement activities.
What we are doing well
We are committed to building a bank of network members that are representative of
the local community. Recognising the importance of promoting the network to the
public, we developed clear branding and promotional materials for the PEN.
Leaflets promoting the network are available in public areas across our hospitals.
They have also been distributed to our partners and key stakeholders. Information
about the network is also available online via the DG Change website and
Community Planning Partnership websites.
Where we can improve
Network membership is still modest and we recognise that this is in part due to
limited awareness. Community Planning Partners are in the process of developing a
structured communication plan to promote the network more heavily through our
websites and social media channels.
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In addition, we will work closely with local established groups to ensure they are
receiving the information and support they need to encourage their members to sign
up and become involved.
To encourage and retain involvement, we recognise the importance of ensuring that
network members are kept informed of activities and have opportunities to regularly
engage with partners, even when they are not actively participating in formal
consultation or engagement activities. This will be considered as part of our
communication plan.
In addition to improved promotion, we also want to ensure that the consultation and
engagement activities being run through the PEN 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. We have therefore started developing
a consultation toolkit, in partnership with the Centre of Excellence in Dumfries and
Galloway Council, to assist partners in preparing and delivering their consultations.
1.3 Care Opinion
Care Opinion is an online approach, actively supported by the Scottish Government,
which enables the public to provide and view feedback on the health and care
services they have received.
It encourages people to share their story of their
experience with our services and directs those stories to the services that provided
them. In turn, we offer a personal response which is public and searchable for
visitors to the site. The site is designed to be easy to use and accessible, providing
an opportunity for people to provide feedback at a time and place that suits them. It
also offers users the opportunity to submit stories by telephone and post.
NHS Dumfries and Galloway’s subscription extends across the Health and Social
Care Partnership and includes wider community services and GP practices.
What we are doing well
Promotional materials for Care Opinion are well distributed and visible across our
services. Leaflets are available in public facing areas and on individual wards. Care
Opinion is promoted on our website, in our feedback leaflets and stories are shared
on our social media pages.
Most stories receive a response within 48 hours and all of our stories have received a
reply. Where stories have been critical, we offer an opportunity for people to discuss
their concerns with us directly and in a number of cases, this offer has been
accepted. Stories are shared with the relevant teams and where possible, we
identify learning from the feedback we received.
As well as general promotion of Care Opinion, Patient Services work directly with
individual services to plan targeted promotion appropriate to their patients.
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Where we can improve
Whilst Care Opinion is well promoted across the Board, we recognise there is still
room to improve. A communication plan is being developed to ensure we are
maximising opportunities for promoting Care Opinion. This will include better use of
technology to promote the service at the point of experience.
Further information on Care Opinion, including details of our stories, can be found at
www.careopinion.org.uk.
Feedback Received
NHS Dumfries and Galloway received 47 Care Opinion stories during the period,
many of which were positive.
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Criticality of Stories
Criticality ratings are applied to each story by Care Opinion staff. This ranges from
zero to five. Zero indicates a positive story such as a compliment or suggestion.
Criticality Five, Strongly critical, indicates the most critical rating, with one – four
being minimal, mild, moderate and strongly critical respectively. NHS Dumfries and
Galloway has not received a story rated ‘strongly critical’. Below is the summary of
criticality rating for this year.
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

0 - Not Critical

0

2

1

1

0

5

2

3

2

2

2

0

20

1 - Minimally Critical

0

1

2

1

0

0

1

1

2

0

0

1

9

2 - Mildly Critical
3 - Moderately
Critical
Total

0

1

0

1

2

1

0

1

0

2

2

0

10

0

4

1

0

0

0

0

1

0

0

1

1

8

0

8

4

3

2

6

3

6

4

4

5

2

47

2. Encouraging and Handling Complaints
2.1 Handling Complaints
NHS Dumfries and Galloway implemented the NHS Scotland Model Complaints
Handling Procedure (MCHP) from 1 April 2017. The new procedure saw the move to
a two stage complaints procedure for NHS Boards. The first stage of the procedure
focuses upon the early resolution of complaints and the second stage provides the
opportunity for detailed investigation of the issues raised.
What we are doing well
The public have access to a number of information sources regarding our complaints
procedure, including:
•
•
•

Web information locally, through NHS Inform and via the Scottish Public
Services Ombudsman.
NHS Inform leaflets detailing how to provide feedback and make complaints.
Our local Feedback Leaflet and form also provides information.

We recognise that making a complaint can be a daunting and at times, an
intimidating prospect, particularly when you are also dealing with difficult personal
circumstances such as illness or loss. There is support available to our patients,
service users, carers and visitors via locally advocacy and support services and
through the Patient Service team and local staff. We ensure this support is promoted
in our literature and web information. This ensures that people can choose how
involved they wish to be with the complaint.
In implementing the new procedure, we introduced a significant number of
improvements to our complaints handling including:
•

Introducing detailed Complaints Handling Procedure documents including our
full Board procedure and the summarised ‘public facing’ procedure.
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•
•
•
•
•

Identifying ‘Feedback Coordinators’ in each service to ensure local
accountability and expertise.
Introducing customer satisfaction measuring for those that have been through
the Complaints Handling Procedure.
Improving the training options available to staff around managing feedback
and in particular, complaints.
Improving our performance reporting to ensure we are meeting the
requirements of the Scottish Public Services Ombudsman’s key performance
indicators.
Revising our complaint response templates to ensure they are person centred
and easy to read.

Where we can improve
Whilst our complaints handling is improving, we recognise that there is work still to
do, including:
•
•
•
•

Improving how we capture, analyse and respond to learning from complaints
including linking that analysis and learning to other relevant sources of
information such as adverse events.
Improving our analysis of complaints trends in order that we can learn in a
wider sense and become more proactive in our approach to dealing with
arising issues.
Improving the accessibility to the Complaints Handling Procedure through an
Equality Impact Assessment and work with local established groups.
Improving how we manage complex and challenging complaints to ensure
consistency and learning.

There are plans in place to address each of the above and we are confident that
2018/19 will see further improvements to how complaints are handled and how the
public experience the complaints procedure.
2.2 Summary Complaints Data
In the past year, NHS Dumfries & Galloway received a total of 327 complaints. This
is a decrease on 2016/17 in which we received 398 complaints. These numbers
remain low in the context of the number of episodes of care delivered across the
Board each year.
Definitions:
Stage One: Complaints closed at Stage One Frontline Resolution
Escalated to Stage Two: Complaints which were dealt with at Stage One and
were subsequently escalated to Stage Two investigation (e.g. because the
complainant
remained dissatisfied)
Number
of complaints
per year – 2012 – 2018
Stage Two (direct): Complaints that went directly to Stage Two Investigation due
to their complexity or the level if investigation required.
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Complaints Received Per Year
450
397

400
350

327
306

300
250

248

248

225

200
150
100
50
0
2012/13

2013/14

2014/15

2015/16

2016/17

2017/18

(Please note: 2017/18 is a total of Stage 1 and Stage 2 complaints combined)

Summary Complaints Data by Month & Annual Total (2017/18)
Apr May Jun

Jul

Aug Sep Oct Nov Dec Jan Feb Mar

Total
Complaints
received

27

34

36

17

10

16

31

30

16

33

37

39

327

Stage 1

7

14

18

4

5

10

15

13

6

8

7

7

114

Stage 2 Direct

20

10

15

10

4

6

13

17

9

25

31

31

191

Escalated to
Stage 2

0

10

3

3

1

0

3

0

1

0

0

1

22
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Tot

Complaints breakdown per month

Complaints by Directorate
The complaints received related to the following areas:
Apr May Jun

Jul Aug Sep Oct Nov Dec Jan Feb Mar

Acute and
Diagnostic

18

17

27

10

5

7

16

18

8

16

25

24

191

Community Health
& Social Care

1

5

3

2

0

4

0

1

1

5

1

1

24

Prison

0

7

3

3

1

4

4

1

4

5

0

10

42

Women and
Children

3

3

3

1

0

1

5

3

1

2

6

3

31

Corporate

2

0

0

0

2

0

2

1

1

2

5

0

15

Mental Health

2

2

0

1

2

0

4

6

1

2

1

1

22

Operational
Services

1

0

0

0

0

0

0

0

0

1

0

0

2

Totals:

27

34

36

17

10

16

31

30

16

33

38

39

327

Service

NB: Figures include complaints escalated from Stage 1 to Stage 2
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Tot

Complaints by first received date and service

Complaint Themes
The table below identifies the top five issues that were complained about. A
complaint may be recorded under one issue or several different issues, depending
upon the nature and complexity of the complaint.
Issue
Clinical Treatment
Staff Communication (oral)
Staff Attitude and Behaviour
Waiting Time for Date of Appointment
Waiting time for date of admission

Total
161
25
26
28
6
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% of total
49%
8%
8%
9%
2%

Top 5 Themes
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2.3 Complaints Handling Performance Indicators
As part of the new Complaints Handling Procedure introduced from 1 April 2017, all
NHS Boards in Scotland are required to report their complaints performance against
a suite of new indicators determined by the Scottish Public Services Ombudsman
(SPSO). Those indicators can be summarised as follows:
Indicator

Description

Indicator One:
Learning from complaints

Indicator Two:
Complaint
experience

A statement outlining changes or improvements to
services or procedures as a result of consideration
of complaints including matters arising under the
Duty of Candour.
A statement to report the person making the
process complaint’s experience in relation to the complaints
service provided.

Indicator Three:
A statement to report on levels of staff awareness
Staff
awareness
and and training.
training
Indicator Four:
Details of the number of complaints received per
The
total
number
of episode of care and recorded against a consistent
complaints received
benchmark such as the number of staff employed.
Indicator Five:
Complaints closed at each
stage
Indicator Six:
Complaints upheld, partially
upheld and not upheld
Indicator Seven:
Average response times

Details of the number of complaints responded to at
each stage of the Complaints Handling Procedure.
Details of the number of complaints that had each of
the above listed outcomes.

Details of the average time in working days to close
complaints at each stage of the Complaints
Handling Procedure.
Indicator Eight:
Details of how many complaints were responses to
Complaints closed in full within the timescales required of the Complaints
within the timescales
Handling Procedure.
Indicator Nine:
Details of how many complaints required an
Number of cases where an extension to the standard timescales.
extension was authorised
Further details of the indicators can be found in appendix six of NHS Dumfries and
Galloway’s Complaints Handling Procedure.
Indicator 1 - Learning from complaints
“A statement outlining changes or improvements to services or procedures as a result of
consideration of complaints including matters arising under the duty of candour.”

Feedback provides a valuable opportunity for us to learn from the experiences of our
patients, service users, carers and visitors. As well as our local commitment to
learning and improving we are also obliged to identify, record and report on learning
under our Performance Indicators.
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What we are doing well
As part of the information captured on Datix around complaints, we record any
improvements actions taken. The table below demonstrates that we identified 298
improvement actions during 2017/18.

No Action Taken
Improvements in communication
Action plan instigated
Conduct issues addressed
Share lessons with staff/patient/public
Education/Training of staff
Improvements made to service access
Policy/Procedure Review
Change to system
Review of waiting times
Totals:

Total
90
51
22
5
99
10
2
6
7
6
298

Where we can improve
Whilst we do regularly identify learning and improvements from complaints and other
types of feedback, we recognise that our tracking and sharing of that information
could be better. This is a challenge that is reflected nationally across the public
sector. We are still working to improve in this respect and continue to look at our
own local processes and systems to help us capture, analyse and track these
learning opportunities including:
•
•
•
•
•

Looking at potential technical solutions to analyse trends and complaints data.
Assessing how we can better share and analyse complaints learning against
the learning from adverse events.
Introducing improved templates and guidance for staff dealing with complaints.
Ensuring learning and improving is a key focus of our training and promotional
materials.
Improving our performance reporting to ensure managers and key staff are
getting a regular and comprehensive overview of the feedback their area is
receiving.

This work is a key priority for 2018/19.
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Examples of Learning
Below are a number of examples of learning implemented by our services over the
period 2017/18.
Acute Services Directorate
a) There was a complaint relating to the length of time taken to be seen in
Accident and Emergency at Galloway Community Hospital. Patients were
advising that staff did not always keep them informed of the reason for the
delay.
As a result of the feedback, printed notices about triage and the aim of the
department, in line with national/government guidelines, were produced. The
department also began displaying a notice for patients to advise them to alert
the reception staff if they have been waiting for more than one hour to be
seen.
The staff were also reminded of the importance of communication with
patients during the triage process.
b) A patient contacted their MSP regarding their concerns that NHS Dumfries
and Galloway were no longer offering treatment to patients suffering from
sleep apnoea.
The Board’s response highlighted that we continue to provide a service for
sleep breathing disorders; however the new patient diagnostic component was
temporarily suspended between January and June 2017. This was due to a
high number of new referrals plus an increasing number of existing patients
due for review which presented an unsustainable pressure on clinical staff.
Senior Management review of the situation and an increase in staffing
resources resulted in the new patient diagnostic service being resumed.
c) A patient complaint identified a need for improved support to inpatients with
Autism Spectrum Disorder. As a result of the complaint, the service
developed a plan to ensure improved support was in place.
Mental Health, Intellectual Disability and Psychology
d) In response to a complaint about communication, the service reviewed their
telephone message system and implemented a number of improvements to
ensure messages were logged, forwarded and actioned consistently and
efficiently.
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Women, Children’s and Sexual Health
e) In reviewing historic notes as part of a complaint investigation, it was difficult
to identify with certainty a particular detail relating a surgery that had been
performed. Whilst sufficient information was available to respond to the
complaint and offer an outcome, the service identified an opportunity to remind
staff about the importance of clear and accurate notes.
f) A complaint was received regarding the appointment system for the Child and
Adolescent Mental Health Service (CAMHS) Team. The patient cancelled an
appointment and was sent another date, however, they felt the new
appointment was too long a wait. When they contacted the administrative
team they did not have access to the Consultant’s diary in order to arrange a
more convenient appointment.
As a result administrative staff in CAMHS now have access to the Consultant
diaries which allows the service to respond to appointment queries and
requests in a timely way without the need to discuss with the Consultants first.
g) In response to a complaint the service updated their care plan forms to include
additional guidance and review date information.
Indicator 2 - Complaints Process Experience
“A statement to report the person making the complaint’s experience in relation to the complaints
service provided.”

What we are doing well
Complainants have been invited to share their experience of the Complaints
Handling Procedure with the Board since February 2018. By seeking this feedback,
we are able to identify if any adjustments are required to the complaints service
offered by NHS Dumfries and Galloway.
Our survey questions are based on the suggested themes in the model Complaints
Handling Procedure from the SPSO and are consistent with the questions being
asked by other Boards. The survey seeks to measure:
•
•
•
•
•

Ease of access to the process, including how easy it is to find on websites and
via search engines.
How the person making the complaint was treated by staff (for example were
they professional, friendly, polite, courteous etc).
Whether empathy was shown or an apology offered.
Timescale in terms of responses being issued or updates as the case may be.
Clarity of decision and clarity of reasoning.

The survey is made available to anyone who has made a complaint. A link to the
online survey is provided in complaints response letters and paper copies can be
requested via Patient Services.
We have received two responses since the introduction of the survey.
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Where we can improve
We recognise that we are in the early stages of gathering this feedback and therefore
response rates are understandably low. It’s important that we monitor those
response rates in the coming year to ensure that they increase and that we are
consistently receiving feedback from complainants. It is also important that we
promote the opportunity to provide feedback on the complaints service and that we
make it as easy as possible for the public to provide that feedback. We will do so by
improved promotion of the survey via our social media channels and through direct
communications with local established groups and the wider public.
Indicator 3 - Staff Awareness and Training
“A statement to report on levels of staff awareness and training.”

What we are doing well
Patient Services currently deliver two complaints training courses, Complaints
Handling and Investigation Skills. These sessions are open to staff across Health
and Social Care as well as to GPs, dentists, pharmacists and opticians.
In 2017/18, 123 staff attended Complaints Handling training and 94 staff attended
Investigation Skills training. Feedback and complaints awareness training was also
delivered directly to a number of teams.
Attendees are invited to provide feedback on the training after the event. All of those
that responded, rated the training as either ‘very good’ or ‘excellent’. The comments
provided by attendees confirm the value of the training and demonstrate that it is
improving confidence around complaints handling:
‘The training was practical and comprehensive.
The trainer provided
reassurance on gaining support should a complaint or investigation present
with challenges which was reassuring. The links and further reading was
extremely helpful. Excellent training, thank you.’
‘Think the balance between presentation, group activity and also time allowed
for discussion of tactic learning was perfect. This blended learning approach
allowed for perhaps even more learning and outcomes being achieved within
the group than expected.’
‘It was excellent and now plan to roll out to my team.’
The 2018/19 training schedule has been finalised and circulated with names already
confirmed for attendance.
As well as complaints training, we also delivered Significant Adverse Event training to
70 staff, Human Factors training to 34 staff and Duty of Candour training to 132 staff.
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Where we can improve
We recognise that not all staff will require detailed complaints training and that
feedback is wider than complaints. We have therefore introduced one hour
‘feedback open sessions’ for staff over 2018/19. The aim of these sessions is to give
attendees a basic awareness of the different options available to the public when
they wish to provide feedback about our services. The sessions touch on Care
Opinion, the Complaints Handling Procedure and the role of advocacy services. An
opportunity will be given at the end of the sessions for questions and discussion.
To further bolster awareness and understanding of advocacy and support services,
we have scheduled a focussed awareness session in June 2018 in Dumfries for staff
to learn more about Dumfries and Galloway Advocacy Service and the Patient
Advice and Support Service. If this session is well received, it will be delivered again
in the West of the region later in the year.
We also recognise that staff awareness of mediation services is limited and that
mediation is underused by NHS Dumfries and Galloway. We are working with the
Scottish Mediation Network to deliver an awareness raising event in Dumfries in July
2018 with the intention of again delivering a further session in the West of the region
later in the year.
The Patient Feedback Manager is currently undertaking a mediation qualification and
will become a qualified and registered mediator during 2018/19.
Indicator 4: Total number of complaints received
“Details of the number of complaints received per episode of care and recorded against a consistent
benchmark such as the number of staff employed.”

Description

2017/18
2.2

Per 1000 population
Prisoner complaints
population

per

average

0.3

It is currently not possible to provide this information per patient episode due to lack of completeness
of electronic data across the system.

The remaining performance indicators focus on the quantitative data associated with
our complaints handling and are reported as follows.
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NB - All information from this point forwards relates to Complaints which have been completed.

Indicator Five: Complaints closed at each stage
“Details of the number of complaints responded to at each stage of the Complaints Handling Procedure.”

The Board responded to 268 complaints over the period. The tables below demonstrate at what stage each complaint was
responded to under.
Indicator 5 - Complaints closed (responded to) at Stage One and Stage Two as a percentage of all complaints closed
(responded to).
Apr

May

Jun

Jul

Aug

Sep

Stage One

86%
45%
54%
15%
29%
63%
(6 of 7) (10 of 22) (22 of 41) (4 of 27) (4 of 14) (10 of
16)

Escalated to Stage
Two

0%
0%
(0 of 7) (0 of 22)

Stage Two Direct

14%
55%
29%
(1 of 7) (12 of 22) (12 of 41)

Oct

Nov

Dec

72%
(13 of
18)

41%
(11 of
27)

56%
(10 of
18)

Jan

Feb

Mar

32%
23%
29%
(8 of 25) (5 of 22) (9 of 31)

Total
42%
(112 of
268)

17%
22%
21%
0%
0%
15%
0%
8%
0%
0%
8%
(7 of 41) (6 of 27) (3 of 14) (0 of 16) (0 of 18) (4 of 27) (0 of 18) (2 of 25) (0 of 22) (0 of 31) (22 of 268)
63%
50%
38%
28%
(17 of (7 of 14) (6 of 16) (5 of 18)
27)

44%
(12 of
27)
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44%
(8 of 18)

60%
(15 of
25)

77%
(17 of
22)

71%
(22 of
31)

50%
(134 of
268)

Complaints Closed, based on closed date

Indicator Six: Complaints upheld, partially upheld and not upheld
“Details of the number of complaints that had each of the above listed outcomes.”

As well as the speed of our responses, it is important for us to consider and
understand the outcome of complaints. Where possible, we aim to have a clear
outcome detailing whether the complaint was upheld, not upheld or partially upheld.
In 2017/18 60% of our complaints were fully or partially upheld. This demonstrates
an increase on the figures for 2016/2017 which recorded 44% of complaints as fully
or partially upheld. In breaking the figures down further we can see that in 2017/18,
19% of all complaints were fully upheld and 41% partially upheld. Of those fully
upheld, most were dealt with at Stage 1 which demonstrates our commitment to early
resolution.
The tables below detail a full breakdown of our response outcomes.
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Indicator 6 - The number of complaints upheld/ partially upheld/ not upheld at each stage as a percentage of complaints closed (responded to) in
full at each stage.
Stage One
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

Upheld

17%
(1 of 6)

50%
(5 of 10)

18%
(4 of 22)

0%
(0 of 4)

50%
(2 of 4)

30%
(3 of 10)

15%
(2 of 13)

36%
(4 of 11)

40%
(4 of 10)

38%
(3 of 8)

40%
(2 of 5)

22%
(2 of 9)

28%
(32 of
112)

Partially
Upheld

0%
(0 of 6)

20%
(2 of 10)

36%
(8 of 22)

25%
(1 of 4)

0%
(0 of 4)

10%
(1 of 10)

38%
(5 of 13)

9%
(1 of 11)

50%
(5 of 10)

50%
(4 of 8)

40%
(2 of 5)

67%
(6 of 9)

31%
(35 of
112)

Not
Upheld

83%
(5 of 6)

30%
(3 of 10)

45%
75%
(10 of 22) (3 of 4)

25%
(1 of 4)

20%
(2 of 10)

46%
(6 of 13)

36%
(4 of 11)

10%
(1 of 10)

13%
(1 of 8)

0%
(0 of 5)

11%
(1 of 9)

33%
(37 of
112)

Other

0%
(0 of 6)

0%
(0 of 10)

0%
(0 of 22)

25%
(1 of 4)

40%
(4 of 10)

0%
(0 of 13)

18%
(2 of 11)

0%
(0 of 10)

0%
(0 of 8)

20%
(1 of 5)

0%
(0 of 9)

7%
(8 of 112)

0%
(0 of 4)

Indicator 6 - The number of complaints upheld/ partially upheld/ not upheld at each stage as a percentage of complaints closed (responded to) in
full at each stage.
Escalated to Stage Two
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

Upheld

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 7)

0%
(0 of 6)

0%
(0 of 3)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 4)

0%
(0 of 0)

0%
(0 of 2)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 22)

Partially
Upheld

0%
(0 of 0)

0%
(0 of 0)

29%
(2 of 7)

17%
(1 of 6)

67%
(2 of 3)

0%
(0 of 0)

0%
(0 of 0)

25%
(1 of 4)

0%
(0 of 0)

50%
(1 of 2)

0%
(0 of 0)

0%
(0 of 0)

32%
(7 of 22)

Not
Upheld

0%
(0 of 0)

0%
(0 of 0)

71%
(5 of 7)

83%
(5 of 6)

33%
(1 of 3)

0%
(0 of 0)

0%
(0 of 0)

75%
(3 of 4)

0%
(0 of 0)

50%
(1 of 2)

0%
(0 of 0)

0%
(0 of 0)

68%
(15 of 22)

Other

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 7)

0%
(0 of 6)

0%
(0 of 3)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 4)

0%
(0 of 0)

0%
(0 of 2)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 22)

Indicator 6 - The number of complaints upheld/ partially upheld/ not upheld at each stage as a percentage of complaints closed (responded to) in
full at each stage.
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Stage Two Direct
Apr

May

Jun

Jul

Upheld

100%
(1 of 1)

25%
(3 of 12)

17%
(2 of 12)

Partially
Upheld

0%
(0 of 1)

50%
(6 of 12)

Not Upheld 0%
(0 of 1)
Other

0%
(0 of 1)

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

0%
14%
(0 of 17) (1 of 7)

17%
(1 of 6)

0%
(0 of 5)

17%
(2 of 12)

13%
(1 of 8)

0%
(0 of 15)

6%
(1 of 17)

27%
(6 of 22)

13%
(18 of
134)

58%
(7 of 12)

53%
86%
(9 of 17) (6 of 7)

50%
(3 of 6)

20%
(1 of 5)

42%
(5 of 12)

63%
(5 of 8)

53%
(8 of 15)

53%
(9 of 17)

41%
(9 of 22)

51%
(68 of
134)

25%
(3 of 12)

25%
(3 of 12)

35%
0%
(6 of 17) (0 of 7)

33%
(2 of 6)

80%
(4 of 5)

33%
(4 of 12)

25%
(2 of 8)

47%
(7 of 15)

29%
(5 of 17)

27%
(6 of 22)

31%
(42 of
134)

0%
(0 of 12)

0%
(0 of 12)

12%
0%
(2 of 17) (0 of 7)

0%
(0 of 6)

0%
(0 of 5)

8%
(1 of 12)

0%
(0 of 8)

0%
(0 of 15)

12%
(2 of 17)

5%
(1 of 22)

4%
(6 of 134)
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Outcome of All Complaints Closed, based on closed date

Indicator Seven: Average response times
“Details of the average time in working days to close complaints at each stage of the Complaints
Handling Procedure.”

The tables below detail how long it took us on average to respond to complaints at
each stage. The Complaints Handling Procedure requires us to respond to Stage
One complaints within 5 working days and Stage 2 complaints within 20 working
days.
Our average response times were slightly above the required timescales with a
noticeable decline in compliance around Stage 1 from December onwards. This was
in large part due to the other pressures on staff at that time, including the opening of
the new hospital and the flu outbreak.
Indicator 7 - The average time in working days for a full response to
complaints at each stage
Extensions

Apr May Jun

Jul Aug Sep Oct Nov Dec Jan Feb Mar Avg

Stage 1

2

4

8

4

3

6

4

5

11

11

10

10

7

Escalated to
Stage 2

0

0

17

13

16

0

0

26

0

27

0

0

20

Stage 2 Direct

4

25

33

29

24

50

25

44

28

31

25

28

29
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Stage One – Average Time for Complaint to be Closed, based on closed date

Escalated to Stage Two – Average Time for Complaint to be Closed, based on closed date
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Stage Two Direct – Average Time for Complaint to be Closed, based on closed date
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Indicator Eight: Complaints closed in full within the timescales
“Details of how many complaints were responses to within the timescales required of the Complaints Handling Procedure.”

The tables below detail how many complaints were responded to within timescale at each stage. We aim to respond to 70% of
complaints within timescale at each stage.
Our compliance with timescales continues to be below target and tends to fluctuate, particularly for those complaints that go directly
to Stage 2 and are therefore often more complex. Extending the response beyond the statutory timescale is acceptable where such
an extension has been agreed and aids an effective response and resolution to the complaint. We recognise however that there
are times where these extensions have not been agreed and that is an area where we are committed to improving. The
introduction of additional regular performance reports and more rigorous management of live cases will aid this in 2018/19.
Indicator 8 - The number and percentage of complaints at each stage which were closed (responded to) in full within the
set timescales of 5 and 20 working days
Board target for complaints responded to within appropriate timescale is 70%
Apr

May

Jun

Jul

100%
(6 of 6)

90%
(9 of 10)

50%
(11 of
22)

75%
(3 of 4)

Escalated to
0%
Stage Two
(0 of 0)

0%
(0 of 0)

71%
(5 of 7)

67%
(4 of 6)

Stage One
Closed Within 5
Working Days

Aug

Sep

Oct

Nov

Feb

Mar

Total

75%
80%
69%
64%
50%
50%
(3 of 4) (8 of 10) (9 of 13) (7 of 11) (5 of 10) (4 of 8)

40%
(2 of 5)

44%
(4 of 9)

63%
(71 of
112)

67%
(2 of 3)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

68%
(15 of
22)

33%
17%
35%
43%
(4 of 12) (2 of 12) (6 of 17) (3 of 7)

17%
(1 of 6)

40%
42%
63%
40%
71%
50%
43%
(2 of 5) (5 of 12) (5 of 8) (6 of 15) (12 of 17) (11 of 22) (58 of
134)

75%
(3 of 4)

Closed Within 20
Working Days

Stage
Direct

Two

Closed Within 20
Working Days

100%
(1 of 1)
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Dec

0%
(0 of 0)

Jan

50%
(1 of 2)

Stage One - Complaints Closed in Set Timescale, based on closed date

Escalated to Stage Two - Complaints Closed in Set Timescale, based on closed date
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Stage Two Direct - Complaints Closed in Set Timescale, based on closed date
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Indicator Nine: Number of cases where an extension was authorised
“Details of how many complaints required an extension to the standard timescales.”

Indicator Nine: Number of cases where an extension was authorised
Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

Stage One
Extension

0%
0%
9%
25%
25%
20%
8%
18%
40%
25%
0%
(0 of 6) (0 of 10) (2 of 22) (1 of 4) (1 of 4) (2 of 10) (1 of 13) (2 of 11) (4 of 10) (2 of 8) (0 of 5)

22%
(2 of 9)

14%
(17 of 112)

Escalated to
Stage Two
Extension

0%
(0 of 0)

0%
(0 of 0)

18%
(4 of 22)

Stage Two
Direct
Extension

0%
8%
17%
24%
14%
67%
(0 of 1) (1 of 12) (2 of 12) (4 of 17) (1 of 7) (4 of 6)

0%
(0 of 0)

14%
(1 of 7)

0%
33%
0%
(0 of 6) (1 of 3) (0 of 0)

0%
(0 of 0)

25%
(1 of 4)

40%
42%
(2 of 5) (5 of 12)
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0%
(0 of 0)

50%
0%
(1 of 2) (0 of 0)

38%
47%
29%
27%
30%
(3 of 8) (7 of 15) (5 of 17) (6 of 22) (40 of 134)

Stage One - Complaints Closed where Extension Authorised, based on closed date

Escalated to Stage Two - Complaints Closed where Extension Authorised, based on closed
date
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Stage Two Direct - Complaints Closed where Extension Authorised, based on closed date

2.4 Scottish Public Services Ombudsman
Individuals who are dissatisfied with NHS Dumfries & Galloway’s complaint handling
or response can refer their complaint for further investigation to the Scottish Public
Services Ombudsman (SPSO).
The number of complainants who progress their complaint to the SPSO is a useful
indication of the effectiveness of the complaints handling procedure. This is closely
monitored by Patient Services to ensure that our processes are efficient in reaching
desired resolution for service users and their families.
SPSO cases
Apr May Jun Jul

Aug Sep Oct Nov Dec Jan Feb Mar Tot

Complaint Raised
with SPSO

0

2

1

4

1

3

4

3

1

4

1

4

28

Decision Letters
Received from
SPSO

3

2

1

2

1

1

2

3

0

1

0

2

18

Reports laid before
Parliament

0

0

0

0

0

1

0

0

0

0

0

0

1

Number of
Recommendations
made by SPSO

5

8

4

1

0

0

2

0

0

3

0

10

33
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SPSO Complaints Received per Month

SPSO Complaint Outcomes
2016/17
13
0
11
5

Upheld
Partially Upheld
Not Upheld
SPSO Not Investigating

2017/18
1
5
12
0

Of the 28 complaints the SPSO made 33 Recommendations to the Board. For each
recommendation made by the SPSO, the Board develops an action plan, detailing
the recommendations made and the actions taken to implement the
recommendations. Each completed action plan is laid before the Board’s Healthcare
Governance Committee to provide assurance that the recommendations have been
implemented and appropriate lessons have been learned and action taken to
improve services.
The complaint which was laid before Parliament was a complaint relating to the care
and treatment of a patient in one of our hospitals and in particular, the decision to
move him to a nursing home. The Scottish Public Services Ombudsman investigated
four points, two were upheld:
a)
b)

c)

The Board's decision to move Mr A from the hospital to the nursing home was
unreasonable; (Upheld)
It was unreasonable that the Board did not make it clear to Mr A before he
accepted the move to the nursing home that he would be charged for his stay
there; (Upheld)
the Board's decision not to pay the nursing home charges themselves was not
made in line with policy; (Not Upheld)
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d)

The Board's delay in reaching a decision about his operation was
unreasonable. (Not Upheld)

The Scottish Public Service Ombudsman offered the following summary of the
complaint:
‘Mr C, who works for an advocacy and support agency, complained on behalf of Mr A
about a number of issues relating to Mr A's discharge to a nursing home following an
admission to Newton Stewart Hospital. First, Mr C complained about the length of
time it took clinicians to tell Mr A that an operation to help with a complex medical
condition was not going to be possible for him despite it being initially proposed. Had
Mr A known that the operation would not be possible, Mr C said Mr A would not have
allowed himself to be discharged to the nursing home. Instead, when Mr A was
discharged, he believed that he would be able to return home after a short time in the
nursing home following the operation. Second, Mr C said that Mr A had not been
given the option to return home with a funded care package before being discharged
to the nursing home. Third, Mr C said that board staff had failed to explain clearly to
Mr A the financial repercussions of his discharge to the nursing home before
discharge and then, given his mental health issues, unreasonably failed to arrange
an advocate for him to help him throughout the discharge process. Finally, Mr C said
that Mr A's time in the nursing home should be considered as NHS continuing care
because he was waiting for an NHS funded operation.
We took independent advice from a consultant in care of the elderly and considered
guidance on choosing a care home on discharge from hospital and on hospital-based
complex care (ongoing hospital care) in place at the time of the complaint. We found
that when Mr A was discharged, he did not need hospital care and so it was
reasonable to discharge him given his clinical needs at the time. Given this, we also
found that the board's decision not to pay the nursing home charges was made in
line with the guidance on ongoing hospital care. In relation to the time it took the
board to reach a decision about Mr A's operation, the advice we accepted was that
the operation was specialist and complex and so it was reasonable for the decision to
take as long as it did. However, we identified a number of significant failings about
the way Mr A was discharged.
We found that the board failed to take all reasonable steps to ensure Mr A was in a
position to make an informed decision about the move to a nursing home and that an
opportunity for discharge home was missed. Staff failed to explore with Mr A the
option of discharge home with a care package in a reasonable way, and failed to
provide clear written information to Mr A about his discharge, particularly around the
financial implications of the move. Staff also let Mr A retain an over-optimistic view
about the potential of an NHS-funded operation to improve his health when clinicians
considered this was unlikely. Finally, we found that the board should have offered
advocacy services to Mr A given his mental health problems to support him during a
complex and uncertain time with extremely significant implications.’
The Scottish Public Services Ombudsman provided the following recommendations:
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Complaint
number

What the SPSO found

What the Board should do

(a) and (b)

The Board failed to take all
reasonable steps to ensure Mr A
was in a position to make an
informed decision about the move to
a nursing home, in line with the
guidance, and an opportunity for
discharge home was missed

Cover the costs of the nursing home fees Mr A has
paid for the time he was in the nursing home on
production of an invoice or receipt (or other
evidence it was paid).

The Board failed to take all
reasonable steps to ensure Mr A
was in a position to make an
informed decision about the move to
a nursing home, in line with the
guidance, and an opportunity for
discharge home was missed

Apologise to Mr A for failing to ensure he was
discharged in a reasonable way and, in particular,
in a position to make an informed decision about
the move to a nursing home.

(a) and (b)

The resulting payment should be made by the date
indicated: if payment is not made by that date,
interest should be paid at the standard interest rate
applied by the courts from that date to the date of
payment

The apology should comply with the SPSO
guidelines on making an apology, available at
https://www.spso.org.uk/leaflets-and-guidance

The SPSO asked the Board to improve the following:
Complaint
number

What we found

What should change

(a) and (b)

Staff failed to follow elements of the
guidance on choosing a care home
on discharge from hospital and
hospital-based complex clinical
care to ensure Mr A was
discharged in a reasonable way

Staff should comply with the relevant guidance
when arranging discharge

(a) and (b)

Staff failed to provide clear written
information in line with the hospitalbased complex
clinical care
guidance about discharge to Mr A
to ensure Mr A was discharged in a
reasonable way

Staff should ensure information is provided as part
of the hospital based complex clinical care
guidance

(a) and (b)

Staff failed to offer advocacy
service to Mr A to ensure he was in
a proper position to make an
informed
choice
about
his
discharge

Staff should ensure patients are offered advocacy
services where appropriate
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The Board accepted and completed all of the above, providing evidence to the
Scottish Public Services Ombudsman to confirm our compliance.
2.5 Family Health Services (FHS), Independent Contractors Feedback,
Comments and Complaints
Since April 2012 FHS contactors (GPs, Dentists, Pharmacies and Opticians) have
been required by law to provide NHS Dumfries & Galloway with data on complaints
they have received about their services.
Family Health Service/Independent Contractor Complaints
NB: Some Pharmacy contractors do not provide the Board with detailed information
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General
Practitioner

Dentist

Pharmacist

Optician

Total Number of contractors

31

34

33

21

No of Contractors replying

67%
(29 of 31)

50%
(17 of 34)

85%
(28 of 33)

76%
(16 of 21)

Complaints received:

54

9

77

0

Stage 1

36

6

47

0

Stage 2 Direct

18

1

21

0

Stage 2 Escalated

0

0

1

0

2

8

Stage not known

Complaint Response
times:

General
Practitioner

Dentist

Pharmacist

Optician

Complaints closed at Stage
11%
1 within 5 working days as %
(4 of 36)
of Stage 1 Complaints

0%

0%

0%

Complaints closed at Stage
2 within 20 working days as
% of Stage 2 Complaints

22%
(4 of 18)

0%

0%

0%

Complaints closed at Stage
2 Escalated within 20
working days as % of Stage
2 Complaints Escalated

0

0%

0%

0%

Complaint Outcomes:

General
Practitioner

Dentist

Pharmacist

Optician

Complaints upheld at Stage
1 as % of all complaints
closed at Stage 1

20%
(7 of 36)

33%
(2 of 6)

78%
(36 of 47)

0%
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Complaints upheld at Stage
22%
2 Direct as % of all
(4 of 18)
complaints closed at Stage 2

0%

76%
(16 of 21)

0%

Complaints upheld at Stage
2 Escalated as % of all
0%
complaints closed at Stage 2

0%

100%
(1 of 1)

0%

Complaints partially upheld
8%
at Stage 1 as % of all
(3 of 36)
complaints closed at Stage 1

0%

0%

0%

Complaints partially upheld
6%
at Stage 2 Direct as % of all
(1 of 18)
complaints closed at Stage 2

0%

0%

0%

Complaints partially upheld
at Stage 2 Escalated as % of
0%
all complaints closed at
Stage 2

0%

0%

0%

Complaints not upheld at
14%
Stage 1 as % of all
(5 of 36)
complaints closed at Stage 1

33%
(2 of 6)

2%
(1 of 47)

0%

Complaints not upheld at
11%
Stage 2 Direct as % of all
(2 of 18)
complaints closed at Stage 2

0%

0%

0%

Complaints not upheld at
Stage 2 Escalated as % of
all complaints closed at
Stage 2

0%

0%

0%

0%

Outcome unknown

58%
(21 of 36)

67%
(4 of 6)

23%
(10 of 47)

0%

Extensions

General
Practitioner

Dentist

Pharmacist

Optician

% of complaints at Stage 1
where extension was
authorised

0%

0%

0%

0%

% of complaints at Stage 2
Direct where extension was
authorised

0%

0%

0%

0%

NOT PROTECTIVELY MARKED
Page 40 of 47

% of complaints at Stage 2
Escalated where extension
was authorised

0%

0%

0%

0%

Themes of Family Health Service Complaints – Top 5
Theme of Complaint
Staff Communication
Consent to Treatment
Staff Attitude and Behaviour
Complaint Handling
Delays in appointments/clinic
Total

Number
29
16
6
4
4
59

The overall number of contractors replying has reduced from 102 in 2016/17 to 90 in
2017/18 with an overall response rate of 76%. Following poor response rates in
previous years Patient Services have spent a considerable amount of time trying to
simplify the reporting process by designing a simplified form to capture the
information required for the key performance indicators. Contractors are requested
to provide their information on a monthly basis, however some contractors have
chosen to continue to send their information on a quarterly basis. Reminders are
sent on a monthly basis to all contractors, reminding them of their obligation to
provide the information. Each outstanding contractor is contacted by telephone to try
and ensure compliance. Despite these efforts compliance remains a challenge for
the Board.
The overall number of complaints for this year is 140 which is a slight decrease on
the number of complaints in 2016/17 which was 154.
The number of Stage 1 complaint responded to within 5 working days is 11%. The
number of Stage 2 complaints responded to within 20 working days is 22%.
Compliance with the national complaints response times has significantly decreased
from 2016/17.
Patient Services will continue to work with Independent Contractors and Primary
Care colleagues over the coming year with the aim of achieving improved
compliance and better understanding of the data received to improve the complaints
experience for Family Health Service users.
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Learning from Complaints
a) In relation to a complaint about care and treatment received from a GP
practice, the complaint has been discussed with the clinical staff and the
importance of following protocols highlighted. Guidance on the procedure has
been made available for all staff within the practice. As a result the practice
have had a wider discussion around such procedures and this has resulted in
a revised protocol for doctors to use so that they can refer, within the practice,
to the GPs that are best placed to offer advice. In doing so the practice can
offer a better patient experience and reduce pressure on appointments.
Practice staff now have updated guidance on appointment issuing for the
clinical procedure in question.
b) In relation to a complaint received by a GP practice, improvements were made
to written communication procedures. If a GP agrees with a Patient to
complete a Form/Paperwork etc – this must be clearly recorded in the Patient
Record and a TASK (Practice electronic messaging system) forwarded to
other GP’s stating this. The GP must also make the patient aware that there
may be a delay in completing the form/paperwork due to GP
Rotas/holidays/sickness as appropriate.
c) In relation to a complaint received by a pharmacy relating to patient
confidentiality, the Pharmacy team have worked with the patient to put in place
a system that the patient is satisfied with and protects their identity.
2.6 Prison Service Complaints
NHS Dumfries & Galloway is responsible for the provision of healthcare to prisoners
at HMP Dumfries. In 2017/18, NHS Dumfries & Galloway received a total of 42
formal complaints from prisoners.
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Summary of Prison Service Complaints Data by Month and Annual Total
Complaints
Received

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

Stage One

0

3

1

2

1

3

1

0

0

0

0

0

11

Escalated to
Stage Two

0

4

0

1

0

0

3

0

0

0

0

0

8

Stage Two Direct 0

0

2

0

0

1

0

1

4

5

0

10

23

Complaint
Response Time

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Avg

Stage One

0

4

3

4

0

5

3

0

0

0

0

0

3

Escalated to
Stage Two

0

17

0

10

0

0

12

0

0

0

0

0

13

0

18

0

0

13

0

18

16

14

0

15

16

Stage Two Direct 0
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Prison Service Complaint Outcomes
Complaints
Outcomes as % of all
complaints closed

Apr

May

Jun

Jul

Aug

Sep

Oct

Nov

Dec

Jan

Feb

Mar

Total

Upheld

0%
(0 of 0)

33%
(1 of 3)

0%
(0 of 1)

0%
(0 of 1)

0%
(0 of 2)

0%
(0 of 3)

0%
(0 of 1)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

(1 of 11)

Partially Upheld

0%
(0 of 0)

0%
(0 of 3)

0%
(0 of 1)

0%
(0 of 1)

0%
(0 of 2)

0%
(0 of 3)

0%
(0 of 1)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

(0 of 11)

Not Upheld

0%
(0 of 0)

67%
(2 of 3)

100%
(1 of 1)

100%
(1 of 1)

50%
(1 of 2)

0%
(0 of 3)

100%
(1 of 1)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

(6 of 11)

Other

0%
(0 of 0)

0%
(0 of 3)

0%
(0 of 1)

0%
(0 of 1)

50%
(1 of 2)

100%
(3 of 3)

0%
(0 of 1)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

(4 of 11)

Upheld

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 4)

0%
(0 of 0)

0%
(0 of 1)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 3)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

(0 of 8)

Partially Upheld

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 4)

0%
(0 of 0)

0%
(0 of 1)

0%
(0 of 0)

0%
(0 of 0)

33%
(1 of 3)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

(1 of 8)

Not Upheld

0%
(0 of 0)

0%
(0 of 0)

100%
(4 of 4)

0%
(0 of 0)

100%
(1 of 1)

0%
(0 of 0)

0%
(0 of 0)

67%
(2 of 3)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

(7 of 8)

Other

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 4)

0%
(0 of 0)

0%
(0 of 1)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 3)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

(0 of 8)

Upheld

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 2)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 1)

0%
(0 of 0)

0%
(0 of 1)

0%
(0 of 5)

0%
(0 of 4)

0%
(0 of 0)

(0 of 13)

Partially Upheld

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 2)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 1)

33%
(0 of 0)

0%
(0 of 1)

0%
(0 of 5)

0%
(0 of 4)

0%
(0 of 0)

(0 of 13)

Not Upheld

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

100%
(2 of 2)

0%
(0 of 0)

0%
(0 of 0)

100%
(1 of 1)

0%
(0 of 0)

100%
(1 of 1)

100%
(5 of 5)

50%
(2 of 4)

0%
(0 of 0)

(11 of 13)

Stage One

Escalated to Stage Two

Stage Two Direct
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Other

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 2)

0%
(0 of 0)

0%
(0 of 0)

0%
(0 of 1)

0%
(0 of 0)

0%
(0 of 1)

0%
(0 of 5)

50%
(2 of 4)

0%
(0 of 0)

(2 of 13)

In 2017/18, less than 10% of prison healthcare complaints were upheld which is consistent with the previous two years. Table 10
below provides a breakdown of prison healthcare complaints by issue. Most of the complaints received about clinical treatment
relate to drug administration and the numbers of complaints are very high for the relative size of the population. NHS Dumfries &
Galloway has been worked closely with HMP Dumfries to ensure that appropriate information on how to complain is available and
that healthcare staff are aware of the NHS Dumfries & Galloway complaints process.
Top Prison Healthcare Complaints by Issue Category
Theme of Complaint
Number
Clinical Treatment
27
Other
2
Staff Attitude and Behaviour
3
Staff Communication
3
Waiting times for date of appointment
4
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3. Accountability and Governance
NHS Board
The Executive Nurse Director presents a bi-monthly Patient Experience Report at
NHS Board meetings. The report provides summary statistics and commentary on
complaints handling throughout NHS Dumfries & Galloway. The report contains
statistical summaries of complaints, complaint themes, information on the timeliness
of responses, Scottish Public Service Ombudsman referrals and details of service
improvements and development. This allows Board Members to review the
arrangements and handling of complaints within NHS Dumfries & Galloway and ask
questions on any points of detail, trends or new and recent development.
Healthcare Governance Committee
A more detailed Patient Experience Report is presented at every Healthcare
Governance Committee. This report contains anonymised summaries of individual
concerns, complaints and compliments, together with the associated action plans
and learning. All upheld SPSO complaints, recommendation and actions are
presented at the Healthcare Governance Committee for further scrutiny.
Person Centred Health and Care Committee
The Person Centred Health and Care Committee is chaired by a Non-Executive
Member of the Board and includes patient and public representatives. The
committee feeds into the NHS Dumfries & Galloway Healthcare Governance
Committee, which in turn reports to the NHS Board. The committee receives
information, updates, reports and commission specific actions to enhance person
centeredness and the quality of care delivery from the sources outlined below:
•
•
•
•
•
•
•
•
•
•

Care environment observations
Patient Experience Indicators
Staff Experience Indicators
Leading Better Care
Volunteering and Patient Focus and Public Involvement
Older People In Acute Hospitals work
Learning from feedback, comments, concerns and complaints
Spiritual Care
Any actions arising from the Francis enquiry specific to this area
Integrated Health and Social Care

The committee is supported by individuals who have the above named activities
within in their broad remit and is not supported by a dedicated person-centred/patient
experience team or programme manager. However, the committee is responsible for
identifying new and current initiatives, supporting measurement and reporting
improvement. The committee also works proactively to anticipate or act on person
centred health and care governance issues. This includes ensuring that causal links
are made and that organisational learning opportunities are recognised, shared and
used to direct improvement activities.
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4. Conclusion
NHS Dumfries & Galloway will continue to actively encourage patients and service
users to provide feedback through the mechanisms described in this report. This
report highlights that whilst much has been achieved in the last year, more needs to
be done to ensure complainants receive a timely and quality response with a focus
on learning. The positive work that is being done provides opportunity to build on the
current foundation in order that we can deliver improved services going forward.
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Performance and Intelligence Manager

Sponsoring Director:
Vicky Freeman
Head of Strategic Planning

Date: 30th July 2018
RECOMMENDATION
The Board is asked to note and discuss the NHS Board ‘At a Glance’ Report.

CONTEXT
Strategy / Policy:
Dumfries and Galloway Integration Joint Board Strategic Plan.
Section 42 of the 2014 Public Bodies (Joint Working) (Scotland) Act requires that
Performance Reports be prepared by the Health and Social Care Partnership.
Organisational Context / Why is this paper important / Key messages:
This performance report is an overview of operational performance using local
management information.

GLOSSARY OF TERMS
AHP
CAU
ED
MSK
TTG

-

Allied Health Professional
Combined Assessment Unit
Emergency Department
Musculoskeletal
Treatment Time Guarantee
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MONITORING FORM
Policy / Strategy

Dumfries and Galloway Integration Joint Board
Strategic Plan

Staffing Implications

None

Financial Implications

None

Consultation / Consideration

Integration Joint Board Performance Committee

Risk Assessment

Risks will be considered by the NHS Board

Risk Appetite
Low x
Medium
High
Performance includes many aspects of clinical
care, which the NHS Board has designated a low
appetite for risk
Sustainability

Compliance
Objectives

Individual measures can be an indicator of ongoing
sustainability
with

Corporate To promote and embed continuous quality
improvement
To maximise the benefit of the financial allocation
by delivering clinically and cost effective services
efficiently
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

Local Outcome Improvement Outcome 6: People are safe and feel safe
Plan (LOIP)
Best Value

Performance Management

Impact Assessment
Not applicable
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Background
1.

The At a Glance report is management information automatically generated
from local information systems. These figures are an early indication of activity
and may not exactly match the National Official Statistics publications which are
issued later in time.

Key points from At a Glance (Appendix 1)
2.

Treatment Time Guarantees – These are starting to recover.

3.

AHP MSK 4 weeks – These figures are falling and are anticipated to remain
challenging due to known staffing pressures.

4.

18 Weeks Waiting Times – This target has been met for the first time in a
year.

5.

Emergency Department Waiting Times – ED waits have been slowly
recovering. Performance is currently better than March 2017, the locally agreed
interim target.

Recommendations
6.

NHS Board is asked to note and discuss the NHS Board At a Glance report.
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At a Glance Performance Indicators: June 2018
Note: The directional arrow is comparing performance in the last three months v the same three months, in the previous year

[Local figures; NOT OFFICIAL STATISTICS]

At a Glance Performance Indicators: May 2018 [Notes]
Indicator
TTG 12 weeks

Dr led new
outpatients 12 weeks
Diagnostics 6 weeks

AHP MSK 4 weeks
Cancer 31 day

Cancer 62 day

18 weeks
performance
18 weeks linkage
Emergency
department 4 hours

Emergency
department
attendances
Delayed discharges
bed days

Dr led return tickets

Background
The Treatment Time Guarantee (TTG) is set out in ‘The Patient Right's (Scotland) Act 2011’ which
places a legal requirement on health boards. Once planned inpatient or day case treatment has been
agreed, the person must receive that treatment within 12 weeks. This is reported quarterly as indicator
B4. Boards have been asked to commit to bring performance back to the level at March 2017, which
was a target of 86.3%. The general manager has agreed a goal to reach 90% by March 2019.
Not all outpatient clinics are led by doctors. This figure only includes doctor led clinics. This aspect of
the 18 week waiting times journey is reported as B6 in the quarterly performance reporting.
This aspect of the 18 week waiting times journey is reported as B7 in the quarterly performance
reporting. An aspirational local target is set at 4 weeks.
Allied Health Professional Musculoskeletal services - This aspect of the 18 week waiting times journey
is not reported in the quarterly performance reporting.
This indicator is one of two Local Delivery Plan (LDP) Standards, chosen by the Scottish Government,
that focus on the efficient delivery of support and treatment when a suspicion of cancer is raised. It is
reported quarterly as indicator B2(1). The figures shown here are for a single month and can be based
on small numbers of individuals and therefore fluctuate substantially from one month to the next.
This indicator is the second of two Local Delivery Plan (LDP) Standards, reported quarterly as indicator
B2(2). The figures shown here are for a single month and can be based on small numbers of
individuals and therefore fluctuate substantially from one month to the next.
The complete 18 week waiting times journey from referral to treatment is reported as B8 in the
quarterly performance reporting, This indicator is impacted by all the above partial segments of the 18
week pathways.
This indicator demonstrates how well record keeping in maintained.
This measure indicates the length of time people experience between arrival and discharge from the
emergency department (ED). This indicator is reported as B19 in the quarterly performance reporting.
Boards have been asked to commit to bring performance back to the level at March 2017, which was a
target of 92.2%.
The new ways of working with the combined assessment unit (CAU) affects how activity seen in the ED
is managed. This area is the focus of large scale redesign work supported by Scottish Government.
This aspect of activity is reported as indicator E3 in the quarterly performance reports.
This indicator is a measure of the number of bed days that are occupied by people who have been
assessed as appropriate to be discharged to another setting. It includes all hospital settings, acute,
community, cottage and mental health. These figures are for all ages, figures for people aged 18 or
over is reported quarterly as indicator E4.
This measure is about the efficient use of outpatient appointments.

Points to note
Waiting times are starting to recover

Waiting times currently meeting
target..
Figure is improving but below the
target and lower than same time last
year.
Waiting times worsening, known
issue around staffing levels.
Figure on target in May 2018, but
worse than same time last year.

Figure on target in May 2018, but
worse than same time last year.
Meeting the target, first time in a
year.
Figures remain consistently above
95%
ED waits have been slowly
recovering. Performance is currently
better than March 2017, the locally
agreed interim target.
The number of people attending ED
have been rising. It is not clear if the
figures from 2017 are comparable
due to restructuring of ED/CAU.
The number of bed days has risen
since last month and is higher than
this time the previous year.
This figure has risen since previous
month; however there is a long term
downward trend.
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Sponsoring Director:
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RECOMMENDATION
NHS Board is asked to:
•
•
•

Note the updated position for month 3 as at the end of June 2018.
Note that the Quarter One financial review is underway, with the outcome due
to be presented to Board members at the September Performance Committee
and workshop.
Note the ongoing level of risk in the position.

CONTEXT
Strategy/Policy:
The Board has a statutory financial target to deliver a break-even position against its
Revenue Resource Limit (RRL).
Organisational Context/Why is this paper important/Key messages:
This report provides the position as at end 30th June 2018, month 3. The NHS Board
is reporting an overspend position of £2.1m. The key issue driving the overspend is
the level of unidentified CRES which remains at £6.2m. This is phased through the
year to date position and whilst work is ongoing to close this gap, until this has been
achieved the position must reflect this as an overspend.
The Board has yet to have a balanced Financial Plan for 2018/19, with a current
level of unidentified savings of £6.2m. The current position shows the level of
progress and associated risk of savings plans identified to date.
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Workstreams identified to date around delivering efficiencies include:
•
•
•

Reviewing the use of medical locum expenditure and recruitment to remaining
vacancies.
Driving Transformational Plans forwards in as timely timeframe as possible,
as well as indentifying further plans in 2019/20 and beyond.
Ongoing re-assessment of all financial risks on the sustainability of the
financial recovery of the organisation, as we identify the risk of achieving
financial break-even position which is under review through the Quarter One
process.

Any member of the Board wishing additional information on the detail of this paper
should contact the Director of Finance for additional information.

GLOSSARY OF TERMS
AHP
CRES
FHS
GP
IJB
PMS
RRL
SLA
YTD

-

Allied Health Professional
Cash Releasing Efficiency Savings
Family Health Services
General Practice
Integrated Joint Board
Primary Medical Services
Revenue Resource Limit
Service Level Agreement
Year to Date
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MONITORING FORM
Policy / Strategy

Supports agreed financial strategy in the Annual
Operational 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

Risk Appetite

Low X

Medium

High

To date, the Financial Plan submitted to the Scottish
Government reports the £6.2m unidentified savings.
With no agreed additional savings in place to date, the
risk of achieving break-even remains high.
Sustainability

The Financial Plan supports the sustainability agenda
through the delivery of efficient solutions to the
delivery of CRES. The Board is forecasting a £6.2m
deficit currently with further additional work to be
undertaken to identify plans to reduce this gap. A
more detailed review of the forecast position will be
undertaken as part of the Quarter One review.

Compliance with Corporate To maximise the benefit of the financial allocation by
Objectives
delivering efficient services, to ensure that we sustain
and improve services and support the future model of
services.
To meet and, where possible, exceed Scottish
Government goals and targets for NHS Scotland.
Local
Outcome Not required
Improvement Plan (LOIP)
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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Executive Summary
1.

The Board reports an adverse variance position as at month 3 of £2.1m. This
reflects the high level of unidentified savings in the current Financial Plan which
have been factored into the year to date position.

2.

The Board has received confirmation of the 2018/19 allocation letter from
Scottish Government. Appendix 1 provides a summary of the allocations
confirmed to date of £293.3m as at the end of June 2018, with a further £56m
of anticipated allocations yet to be confirmed. Family Health Services (FHS)
allocations are forecast to be £16m.

3.

The table below provides a high level summary of the income and expenditure
position for the services delegated to the Integrated Joint Board (IJB) and the
NHS Board services, showing the variance against plan for the first three
months of the financial year:
Table 1

Service
IJB Delegated Services
NHS Board Services
Total NHS Board

YTD
Budget
£000s
69,837
14,996
84,833

YTD
Actuals
£000s
71,437
15,530
86,968

YTD
Variance
£000s
(1,601)
(534)
(2,135)

YTD
Variance
%
(2.29%)
(3.56%)
(2.52%)

Month 3 Financial Position - Delegated Services to IJB
4.

Table 2 below summarises the current year to date position by main
expenditure category for services delegated to the IJB:
Table 2

Expenditure Type
Pays
Non-pays
Drugs
Income
Total

Annual
Budget
£000s
151,905
84,305
48,018
(7,762)
276,466

YTD
Budget
£000s
38,712
21,330
11,982
(2,188)
69,837

YTD
Actuals
£000s
38,195
22,929
12,501
(2,187)
71,437

YTD
YTD
Variance Variance
£000s
%
518
1.34%
(1,599)
(7.50%)
(519)
(4.33%)
(1)
0.05%
(1,601)
(2.29%)

5.

The unidentified savings gap of £5.3m is driving the overspend on the position
after month 3. Plans continue to be formulated and identified and the overall
delivery on CRES will improve in the coming weeks as plans are actioned and
budgets re-aligned to reflect the savings identified.

6.

The current underspends across pays offsets the overall overspend due to
CRES non-delivery by £518k across the IJB delegated budgets.
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7.

The table below provides a high level summary of the IJB year to date position
by Directorate.
Table 3

IJB Delegated Services
Acute & Diagnostics
Facilities & Clinical Support
Mental Health
Primary & Community Care
Women's & Children's
E Health
Strategic IJB Services
Property CRES
IJB Non Recurring CRES
Total

8.

Pays
Variance
£000s
(224)
42
134
278
226
37
25
0
0
519

Non-pays
variance
£000s
(426)
(153)
38
(173)
(10)
(42)
71
0
(875)
(1,570)

Drugs
Income
Variance Variance
£000s
£000s
(111)
18
0
1
(33)
(0)
(397)
(37)
(8)
1
16
(0)
0
0
(549)
(1)

Total
variance
£000s
(743)
(110)
(140)
(329)
209
11
96
0
(875)
(1,601)

Key Variances within the delegated budget are detailed within Appendix 2 of
this report and the overall position by Directorate is provided in Appendix 3.

Services Retained by the Health Board
9.

Overall the functions not delegated to the IJB and retained by the Health Board
are reporting a year to date overspend of £534k. The main reason for this
variance is the current delivery against savings as at the end of June 2018 of
£813k.

Efficiency Savings
10. The current summary position on the achievement of CRES targets is
highlighted in the table below:
Table 4

IJB Delegated services
NHS Board services
Total

Total
2018/19
Target
£000s
13,680
3,666
17,346

Forecast
Savings
2018/19
£000s
8,001
3,169
11,171

2018/19 Inyear Gap
(at month 3)
£000s
(5,279)
(897)
(6,175)

Recurring
gap as per
plan
£000s
(10,679)
(3,316)
(13,995)

11. The position provides an update on the current level of savings identified to
date, with workplans still being updated for Quarter One budget scrutiny
meetings. Table 5 below shows the planned level of savings identified to date,
for the full year, not all of which have been actioned within the month 3 position,
until further work is undertaken to reflect savings against the targeted areas but
have been assessed as achievable.
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Table 5

£m

2018/19
Opening
plan
£m

2018/19
Identified
to date
£m

Reduction in use of medical locums

1.00

1.00

0.50

Effective prescribing (Secondary Care)

1.25

1.00

0.68

Effective prescribing (Primary Care)

1.75

1.00

1.26

Service efficiency (2%) - NHS

3.38

2.00

2.27

Realistic Medicine

0.50

0.00

0.00

Business Transformation Programme

0.50

0.00

0.00

Property and Asset Management Strategy

0.50

0.50

0.50

Non recurring savings/ flexibility

4.80

2.80

2.80

Sub-total IJB

13.68

8.30

8.01

Procurement

0.3

0.3

0.3

Corporate savings

0.7

0.5

0.27

Non recurring savings/ flexibility

2.67

2.00

2.60

Sub-total NHS Board

3.67

2.80

3.17

Total Savings NHS

17.35

11.10

11.18

2018/19
Target

IJB Savings

12. Table 5 above shows the progress towards the plans shown in the Financial
Plan, with further work to fully identify all schemes shown within the Financial
Plan. Based on the opening plan, savings of £11.1m were identified with
£11.18m identified so far as at month 3. Appendix 4 provides further detail on
CRES achievement to date.
13. The Quarter One Reviews will provide a more in-depth update on the proposed
efficiency schemes in place, including the level of non-recurring flexibility as
envisaged in the Financial Plan, and progress towards a year end forecast on
delivery.
14. Directorates will meet with the Director of Finance and the Chief Operating
Officer/Chief Officer during the last week in July 2018 to discuss the YTD
position, the initial forecast outturn position as at month 3, as well as discussing
progress against CRES plans in-year and recurring solutions still to identify by
the year end.
Key Actions and Recommendations
15. The Directorates are now focussed on identifying their transformative plans and
agreeing timeframes for when recurring savings will be implemented and a
more thorough review will be undertaken as part of the Quarter One process,
as part of the budget scrutiny process. A workshop has been organised with
IJB members on the 26th July 2018 to update on the progress of a number of
the schemes.
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16. Whilst plans continue to be developed across all services, there remains a
significant level of work to be undertaken to close the £6.2m gap in the
Financial Plan.
17. The Quarter One review meetings with all of the directorates have been
scheduled and a Board workshop planned to review the output.
Financial Risks
18. The Financial Plan risks for 2018/19 are well known and many continue from
prior years, reflecting the overall level of risk associated with CRES delivery.
19. In addition, at the time of writing this paper, we don't have clarity on the
additional consequentials to support the pay uplift. The pay increases for
2018/19 have been confirmed (subject to staff side/union agreement) and this
is at an increased cost from the provision in the Financial Plan. It is assumed
that the consequentials will increase to fund this but this has not been clarified.
20. All known financial risks have been highlighted as part of the Financial Plan
process and are highlighted below for reference:
•
•
•
•
•
•
•
•
•
•

Pressures in GP prescribing, specifically associated with increased cost
of drugs on short supply.
Continuing increasing costs of medical locums which are being targeted
through savings plan but remain a current risk.
The risk of further GP resignations from across General Practice with
increased cost to NHS Boards.
Pressures associated with move to new hospital including a review of
staffing templates in nursing.
Increased cost of New Medicines Fund which is currently showing a cost
of £2.5m in excess of funding provided.
Double running costs of old hospital (Mountainhall) especially estates
and facilities costs.
Delivery of elective waiting times improvement without additional
resource identified.
Increased cost of external contract agreements with NHS Scotland
Boards and North of England service agreements.
Risks around radiology service due to vacancies and service pressures.
Winter Pressures and the need to have addition surge capacity and
additional staffing to support the hospital over the December to March
period.

Balance Sheet Summary as at end of June 2018
21. The Balance Sheet is presented at 30 June 2018 with the closing position as at
31 March 2018 shown as a comparator.
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22. Trade and other receivables have increased by £3.821m and trade and other
payables have decreased by £3.704m. Cash and cash equivalents have
increased by £1.017m.
23. The general fund movement of £6,654m is the difference between the net
expenditure of £86.968m and funds drawn down of £93.622m.
24. The table below provides the YTD summary Balance Sheet review as at the
end June 2018.
Table 6

As at
30 June 2018
£000s

As at
31 March 2018
£000s

302,553
662

304,479
680

3,405
23,344
329,964

3,405
23,344
331,908

1,266

1,369

8,788
1,124
0
100
11,278

4,967
107
0
100
6,543

(3,585)

(3,585)

(43,078)
(46,663)
294,579

(46,782)
(50,367)
288,084

(32,943)

(33,087)

(213,324)
(246,267)
48,312

(213,339)
(246,426)
41,658

25,056
19,851
3,405
0
48,312

18,402
19,851
3,405
0
41,658

Non-current assets
Property, plant and equipment
Intangible assets
Financial assets:
- Investments in associates and joint ventures
- Trade and other receivables
Current Assets
Inventories
Financial assets:
- Trade and other receivables
- Cash and cash equivalents
Available for sale financial assets
Assets held for sale
Current liabilities
Provisions
Financial liabilities:
- Trade and other payables
Total Assets less Current Liabilities
Non-current liabilities
Provisions
Financial liabilities:
- Trade and other payables
Total Assets less Total Liabilities
Taxpayers' Equity
General fund
Revaluation reserve
Other reserves
Funds Held on Trust
Total taxpayers' equity
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25. The appendices to this paper are noted below:
•
•
•
•

Appendix 1 - Revenue Allocations as at 31st May 2018
Appendix 2 – Key Variances within the delegated budget
Appendix 3 – Overall position by Directorate
Appendix 4 – CRES achievement YTD and forecast achievement at
month 3
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Appendix 1
NHS DUMFRIES AND GALLOWAY
REVENUE RESOURCE ANALYSIS
At 30th June 2018
Baseline
Recurring
£000s

Revenue Allocation as at 31st May 2018

289,255

Earmarked
Recurring
£000s

1,645

Non
Recurring
£000s

0

Non
Core
£000s

Total
£000s

0

290,900

0
0
9,535
9,535

420
37
149
7
229
22
794
(179)
120
10
745
0
0
2,356
293,255
56,187
349,442

Core
Health Visitors to Support GIRFEC & Early Years
CGM & Adult Insulin Pumps
GP Out of Hours Fund
Healthy Start Vitamins
Mental Health Strategy 70%
Neonatal Expenses Funding
Primary Care Improvement Fund 1st Tranche 70%
SLA - Children's Hospices Across Scotland (CHAS)
South West Hub
Waiting List Validation Admin Support
Waiting Times - Long Waits 1st Tranche 50%

420

Total Allocations
Revenue Allocation as at 30th June 2018
Anticipated Allocations
Total Revenue Allocation (excl FHS)

420
289,675
2,231
291,906

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

37
149
7
229

0
120

22
794
(179)
10
745

349
1,994
26,052
28,046

1,586
1,586
18,369
19,955

16,017
365,459

Key Variances within the delegated budget

Directorate
Acute and Diagnostics
(including acute
prescribing)

Facilities and Clinical
Support

Month 3
Position
(£743k)
overspend

(£110k)
overspend

Mental Health
Directorate
Primary and Community
Care – NHS

£140k
underspend
(£329k)
overspend

Women's and Children's

£209k
underspend

E health

£11k
underspend

Appendix 2

Risks/Issues/Challenges and Opportunities
• CRES £396k unachieved YTD (£238k directorate and £158k prescribing)
• Pays £224k overspent – Mainly on nursing due to difficulty in recruiting registered nurses and the increased
cost of agency
• Non-pays £534k overspent – pressures on travel and patient transport and activity pressures in labs and
theatres.
• Drugs - £111k over due to unachieved CRES YTD.
• Main variance relates to unachieved CRES YTD of £44k (£175k unidentified full year).
• Vacancies in Pays results in a YTD underspend of £42k, with ongoing work with the service to review staffing
models after the impact of the New Hospital.
• Non-pays overspend of £153k relates to CRES non-achievement £44k, heat, light and power increases of
£123k relating to the whole sale price increase on gas and electricity. This will be reviewed as part of Q1.
• Pays underspent by £134k – across Community services, medical staffing and psychology.
• Non-pays underspent by £6k – mainly related to resulting CRES shift into Pays.
• Primary Care Prescribing is £396k overspent related to unachieved CRES YTD, drug volume and price
variances and lower than anticipated discount rates YTD on generic and branded drugs.
• Pays is £278k underspent - £87k across Nursing (vacancies), £77k across AHP, Ancillary and Health
Sciences and £21k within Admin areas.
• Non-pays are £173k overspent due to unachieved CRES YTD of £106k and community nursing in Stewartry
relating to insulin pump consumables (£148k), reflecting the number of patients over and above the funding
provided for within the allocation received. Primary Medical Services (PMS) is also overspent by £33k
relating to locum sickness cover in the main.
• Pays £226k underspent related to public health nursing (£135k), midwifery (£91k), Ward 15 (£38k), Learning
Disability (£39k), offset with overspends in Management and Governance (£98k). The overspend in
Management and Governance reflects the level of CRES (£72k) moved to Nursing pays, reflecting the overall
level of underspends YTD which are off-setting the underachievement on CRES non-recurrently.
• Non-pays are £18k overspent due to unachieved Drug CRES YTD of £12k and general small overspends of
£6k.
• Pays underspent by £37k, mainly due to vacancies in Clinical Prep, Scanning team , Referrals team and
Support team.
• Non-pays is overspent by £42k mainly due to additional one-off pressures on service contracts, through
additional charges from 2017/18 and increased costs within printing relating to the centralised printing project.
• Income over-recovery on GM secondment to Scottish Government offsets this by £16k.

Key Variances within the delegated budget
Directorate
Strategic IJB services
(strategic planning etc)
IJB Non Recurring
CRES
Corporate Services
(Health Board)

Month 3
Position
£96k
underspend
(£875k)
overspend
(£534k)
overspend

Appendix 2

Risks/Issues/Challenges and Opportunities
• Pays is £25k underspent due to vacancies.
• Non-pays underspend of £71k. A one-off benefit on re-ablement works recharged to the council of £76k
within resource transfer budgets.
• Balance of remaining IJB CRES to be devolved and identified.
• Overspend mainly related to the unachieved Corporate CRES of £861k, off-set with underspends within Pays
across workforce and Medical Director vacancies (£35k overall ) and Non-pays (£169k across public health
and medical director mainly).

Appendix 3
NHS DUMFRIES AND GALLOWAY
EXPENDITURE ANALYSIS - 3 MONTHS TO 30th JUNE 2018
AREA
Pay
£000
IJB DELEGATED SERVICES
Acute & Diagnostics
Facilities & Clinical Support
Mental Health Directorate
Primary & Community Care
Womens & Childrens Directorate
E Health
IJB Strategic Services
IJB Non Recurring CRES
IJB SERVICES TOTAL
BOARD SERVICES
Chief Executive
Public Health
Medical Director
Nursing Directorate
Workforce Directorate
Finance Directorate
Non Rec Projects
Strategic Capital
Central Income
Externals
Board Non Recurring CRES
BOARD SERVICES TOTAL
Non Core
Reserves
NON CORE & RESERVES TOTAL
GRAND TOTAL

Annual Budget
Non Pay Income
£000
£000

Total
£000

Budget
£000

Pays Ytd
Actual
£000

Variance
£000

Budget
£000

Non Pay Ytd
Actual
Variance
£000
£000

Budget
£000

Income Ytd
Actual
Variance
£000
£000

Budget
£000

Total Ytd
Actual
Variance
£000
£000

Variance
%

77,351
3,459
18,905
29,359
19,191
2,468
1,171
0
151,905

22,780
13,662
2,628
74,647
1,711
3,961
20,233
(7,300)
132,323

(1,318)
(726)
(451)
(4,235)
(577)
(316)
(140)
0
(7,762)

98,814
16,396
21,083
99,772
20,325
6,114
21,264
(7,300)
276,466

20,224
772
4,764
7,253
4,781
617
302
0
38,712

20,448
730
ch A1
6,975
4,555
580
277
0
33,564

(224)
42
134
278
226
37
25
0
519

6,122
3,139
566
18,312
462
522
5,064
(875)
33,313

6,659
3,292
561
18,882
480
564
4,993
0
35,431

138
(537)
(153)
6
(570)
(18)
(42)
71
(875)
(2,118)

(368)
(200)
(152)
(1,170)
(184)
(79)
(35)
0
(2,188)

(387)
(200)
(152)
(1,133)
(185)
(95)
(35)
0
(2,187)

18
1
(0)
(37)
1
16
(0)
0
(1)

25,978
3,711
5,179
24,395
5,058
1,060
5,331
(875)
69,837

26,720
3,821
5,039
24,723
4,849
1,049
5,235
0
71,437

(743)
(110)
140
(329)
209
11
96
(875)
(1,601)

-3%
-3%
3%
-1%
4%
1%
2%
100%
-2%

972
2,040
4,878
2,187
2,493
2,806
17
246
0
0
0
15,639

1,001
659
2,328
242
270
1,283
299
16,689
0
25,112
(3,309)
44,573

(31)
(461)
(824)
(197)
(305)
(61)
0
(16)
(4,986)
(3,034)
0
(9,915)

1,942
2,238
6,381
2,232
2,458
4,028
316
16,919
(4,986)
22,078
(3,309)
50,297

243
510
1,197
554
598
702
9
112
0
0
0
3,925

244
511
1,175
535
562
729
23
112
0
0
0
3,890

(1)
(1)
22
19
36
(28)
(14)
0
0
0
0
35

151
83
584
61
68
326
75
5,172
0
5,856
(861)
11,514

147
42
543
32
64
291
17
5,171
0
5,899
0
12,205

4
41
41
29
3
35
57
1
0
(42)
(861)
(691)

(8)
(83)
(206)
(74)
(76)
(15)
0
(16)
(1,247)
(758)
0
(2,483)

(8)
(68)
(203)
(74)
(72)
(12)
(21)
(16)
(1,280)
(851)
0
(2,605)

0
(15)
(2)
(0)
(4)
(3)
21
0
33
93
0
122

386
510
1,575
541
590
1,012
83
5,269
(1,247)
5,098
(861)
12,956

383
485
1,514
492
554
1,008
19
5,268
(1,280)
5,047
0
13,490

3
25
61
48
36
4
64
1
33
50
(861)
(534)

1%
5%
4%
9%
6%
0%
77%
0%
-3%
1%
100%
-4%

0
966
966

9,535
26,695
36,230

0
0
0

9,535
27,661
37,196

0
0
0

0
0
0

0
0
0

2,040
0
2,040

2,040
0
2,040

0
0
0

0
0
0

0
0
0

0
0
0

2,040
0
2,040

2,040
0
2,040

0
0
0

0%
0%
0%

168,510

213,126

(17,677)

363,959

42,637

37,454

553

46,867

49,676

(2,809)

(4,671)

(4,792)

121

84,833

86,968

(2,135)

-3%
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NHS DUMFRIES AND GALLOWAY
SUMMARY CRES PLAN 2018-19
Non
Recurring 18- recurring Total 18-19
18-19
19 Target
Target
£000
Target £000
£000

YTD
Planned
Savings
£000

YTD Actual
Savings
£000

Scheme
Variance
YTD
£000

18-19
Recurring
Schemes
£000

Non
Recurring
18-19
Schemes
£000

Total 18-19 In Year 18Schemes
19 CRES
£000
Gap £000

18-19
Recurring
CRES Gap
£000

IJB Savings
Locum CRES
Effective prescribing (Secondary Care)
Effective prescribing (Primary Care)
Acute and Diagnostics
Facilities and Clinical Support
Mental Health
Primary and Community Care
Women and Children
E-Health
Strategic Planning
Realistic Medicine
Bus Transform Prog
Property & Asset Man
IJB Non Recurring CRES
IJB Total
Board Services

1,000
1,250
1,750
1,500
225
400
700
380
150
25
500
500
500
0
8,880

0
0
0
0
0
0
0
0
0
0
0
0
0
4,800
4,800

1,000
1,250
1,750
1,500
225
400
700
380
150
25
500
500
500
4,800
13,680

125
298
438
363
56
100
175
95
15
0
125
125
0
500
2,415

0
155
241
175
13
100
175
95
15
1
0
0
0
0
969

(125)
(143)
(197)
(188)
(44)
0
0
0
0
1
(125)
(125)
0
(500)
(1,445)

0
678
1,258
250
50
53
62
58
91
0
0
0
500
0
3,001

500
0
0
300
0
347
638
322
69
25
0
0
0
3,200
5,400

500
678
1,258
550
50
400
700
380
160
25
0
0
500
3,200
8,401

(500)
(572)
(492)
(950)
(175)
0
0
0
10
0
(500)
(500)
0
(1,600)
(5,279)

(1,000)
(572)
(492)
(1,250)
(175)
(347)
(638)
(322)
(59)
(25)
(500)
(500)
0
(4,800)
(10,679)

Board Procurement Savings
Board Corporate CRES
Board Non Recurring CRES
Board Services Total
Grand Total

300
700
0
1,000
9,880

0
0
2,666
2,666
7,466

300
700
2,666
3,666
17,346

75
162
663
900
3,315

0
39
47
87
1,056

(75)
(123)
(616)
(813)
(2,259)

300
50
0
350
3,351

0
219
2,200
2,419
7,819

300
269
2,200
2,769
11,171

0
(431)
(466)
(897)
(6,175)

0
(650)
(2,666)
(3,316)
(13,995)
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DUMFRIES and GALLOWAY NHS BOARD
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Scheme of Delegation
Author:
Susan Thompson
Deputy Director of Finance

Sponsoring Director:
Katy Lewis
Director of Finance

Date: 13th July 2018

RECOMMENDATION
The Board is asked to approve the Scheme of Delegation

CONTEXT
Strategy / Policy:
The Scheme of Delegation is a key governance document which sets out delegated
authority for officers of the Board.
Organisational Context / Why is this paper important / Key messages:
A full review of the Scheme of Delegation is carried out every two years and any
changes require Board approval. This ensures that officers of the Board are clear
what delegated authority they hold.

GLOSSARY OF TERMS
SoD IJB
SCPB CIG -

Scheme of Delegation
Integrated Joint Board
Strategic Capital Programme Board
Capital Investment Group

NOT PROTECTIVELY MARKED
Page 1 of 5

MONITORING FORM
Policy / Strategy

Governance update through Standing Financial
Instructions and Scheme of Delegation.

Staffing Implications

Not applicable

Financial Implications

Not applicable

Consultation / Consideration

Directors/General Managers have been consulted.

Risk Assessment

Not applicable

Risk Appetite
Low X

Medium

High

NHS Dumfries and Galloway place a low appetite in
relations to financial risks, specifically in respect of
the adherence and compliance to the Standing
Financial Instructions, financial controls and
financial statutory duties.
Sustainability
Compliance
Objectives

Not applicable
with

Corporate Compliant with Corporate Governance

Local Outcome Improvement Although this has been considered, this is not
Plan (LOIP)
applicable.
Best Value

Governance and Accountability

Impact Assessment
Not applicable

NOT PROTECTIVELY MARKED
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Overview
1.

The Scheme of Delegation (SOD) is now overdue for review.

2.

An initial review has been undertaken however a review of governance
arrangements associated with the IJB is underway and therefore a further
review of the SOD will be required to ensure that the arrangements dovetail.

3.

For this update a general refresh has been carried out, updating of minor
words, titles, and a re-ordering of sections and number changes to make it
slightly more user friendly. In addition the column on values has been removed
and this has been incorporated into the narrative. None of these minor changes
have impacted on the previous emphasis of the section unless noted in the
table below.

4.

The SOD was issued to General Managers and Directors to review and
feedback any requested amendments. These have been included where
considered appropriate.

5.

The proposed Scheme of Delegation is attached as Appendix 1 and the most
significant changes are noted below:
Section
Update
Schedule of Decisions Reserved for Updated to include all items within
Full Board
SOD that refers to Board having
decision, list before was previously
incomplete
Scheme of Delegation arising from Updated to reflect Performance
extraordinary events
Committee role
NPD Section
Removed following post handover,
any remaining elements have been
incorporated into other existing
sections.
Authority
Delegated
to
Board Updated to reflect change in Terms of
Standing Committees
References as provided by Committee
Schedule of Nominated Deputies
Updated to provide more clarity on
what this covers and when it does not
apply.
General Delegations
5.1, 5.5 to 5.8 added from other parts
of the previous version.
5.9 updated to cover staff as well as
Board Members
Signing of Documents
New section added which shows
explicitly who can sign what types of
document. These were all previously
within other sections.

NOT PROTECTIVELY MARKED
Page 3 of 5

Section
Financial Governance

Update
Re-ordering of section to improve flow.
Updated reference to role of Strategic
Capital Programme Board instead of
Capital Investment Group as was
previously.
7.12 Change approval route for >£10k
to
Health
and
Social
Care
Management
Team
previously
Primary
and
Community
Care
Management Board.
7.23 – 7.25 update to reflect current
electronic practice, old SOD referred
to paper system.
7.31 Change cheque signatories to
two for over £5k for endowments and
patient funds. Previously £1k for these
and £5k for exchequer
9.6 added following internal audit
recommendation.

Staff Governance

9.7 Transferred to this section,
previously within other section.

Information Governance

9.8 added to be clear on responsibility
for appointing Consultants.
13.3 Caldicott Guardian updated to
reflect deputy as Consultant in Public
Health Medicines, previously Interim
Director of Public Health.

13.5 Added to reflect role of Senior
Information Risk Owner (SIRO)
Risk Management
14.9 – 14.10 Transferred to this
section, previously within other
section.
Contracting for Patient Services, Consolidated
section,
no other
Access & Performance Management changes.

NOT PROTECTIVELY MARKED
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Section
Property Related Delegations

Update
New section added which shows
explicitly property related transaction.
16.1 updated to reflect the connection
with Board declaring surplus and
signing off paperwork.
Updated reference to role of Strategic
Capital Programme Board instead of
Capital Investment Group as was
previously.

Recommendation
6.

The Board is asked to approve the Scheme of Delegation.

NOT PROTECTIVELY MARKED
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NHS DUMFRIES & GALLOWAY
SCHEME OF DELEGATION

DOCUMENT CONTROL

POLICY NO.

097

Policy Group

Finance

Author

S Thompson

Version no.

1.0

Reviewer

K Lewis

Implementation
date

August 2018

Scope
(Applicability)
Status

Board wide
Draft for approval

Next review date

December 2019

Approved by

Board

Last review date:

April 2016

The only current version of this policy is on the intranet
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1

1.
Schedule of Decisions Reserved for Full Board
The following items may only be approved by decision of the full Board:
Item
Description
1.1
Updates and changes to Board Standing Orders
1.2
the establishment, terms of reference, reporting arrangements and membership of Board Committees
1.3
Scheme of Delegation (SoD)
1.4
all strategic plans relating to Dumfries and Galloway wide services or major service changes proposed for locality
services with the approval of the Integrated Joint Board
1.5
the annual revenue budget and five year financial plan;
1.6
the 5 year capital plan, the annual capital budget, and individual business cases over £500,000
1.7
annual report and annual accounts
1.8
Acquisition and disposal of any land and property by DGHB and recommendations to the Scottish Government relating to
the closure or change of use of hospitals
1.9
Variation to a PFI/NPD contract agreement
1.10
Authority to commit revenue expenditure for which no provision has been made in approved plans/budgets > £1m
1.11
Approval of Capital Business Cases £0.5m - £1m within SG delegated limits
1.12
Approval of Capital Business Cases > £1m to go forward to SGHSCD for approval

2

2.

Schedule of Delegation arising from Extraordinary Events

Where an urgent decision is required that cannot, without loss to the organisation, wait until the next Board (or Performance
Committee as having deferred authority from the Board to approve time critical issues that fall outwith the bi-monthly Board cycle.)
but is outwith the normal delegated limits the Chief Executive will consult with the Chairman.
The Chairman, having regard to the materiality of the issue will recommend one of the following courses of action:




call a Special Board meeting or;
telephone consultation with the required number of Board members or;
Chairman’s action on the matter.

Where a decision is reached either through chairman’s action or telephone consultation with a limited number of Board members
the matter will be presented to the next available Board for ratification.

3

3.
Authority Delegated to Board Standing Committees
Item
Audit and Risk Committee
3.1
•
Approval of all Audit Plans, including those submitted by Audit Scotland.
•
Monitoring of financial risk management to the Audit and Risk Committee.
•
Approval of changes to Standing Financial Instructions.
•
Approval of changes to bank account signatories
•
Overall audit arrangements
•
Approval of the Board’s accounting policies
•
Approval of the Counter Fraud policies and arrangements for special investigations.
Performance Committee
3.2
•
Deferred authority from the Board to approve time critical issues that fall outwith the bi-monthly Board cycle.
•
Review and Scrutiny of Post Project evaluation of ASRP Project in advance of submission to SGHSCD.
•
Specific Role in relation to major capital developments
Staff Governance Committee/Remuneration Sub Committee
3.3
•
Decisions relating to Executive and Senior Managers’ pay, in line with extant Scottish Government guidance and
direction.
•
Ensure appropriate structures and processes are in place in relation to Staff Governance matters to provide
assurance to the Board
Healthcare Governance Committee
3.4
•
Review major reports into NHS system failings to identify the implications for locally provided services and to
endorse action plans for correcting any perceived deficiencies.
•
To provide assurance on an number of areas including clinical governance.
Person Centred Health and Care Committee:
3.5
•
To oversee delivery of spiritual care approaches that reflect the terms of NHS HDL (2002) 76, and CEL 2008 (49)
adhering to the principles outlined therein and ensuring that spiritual care is available to patients, their families,
Carers and staff in ways that are responsive to their needs

4

4.
Schedule of Nominated Deputies
Under normal circumstances the following deputising arrangements would be in place and are authorised to act on behalf of the
lead post holder unless specifically stated otherwise in the Scheme of Delegation. Where alternative arrangements are also in
place these will be stated. Under special circumstances the Director/senior manager may nominate a different deputy; this should
be reported to the Corporate Business Manager for noting.
Executive Directors
Authorised to act on their behalf for all Board duties including a voting member at Board and Board Committee meetings
Lead Post
Authorised Deputy
Chief Executive
Chief Operating Officer
Director of Finance
Deputy Director of Finance – Financial Management
Deputy Director of Finance – Governance and Financial Accounting
Medical Director
Deputy Medical Director
Nursing, Midwifery & AHP Director
Deputy Nurse Director
Associate Director for AHPs
Infection Control Manager
Nurse Consultant for Public Protection
Senior Managers
Authorised to act on their behalf for all Board duties including representing at Board and Board Committee meetings
Chief Operating Officer
General Manager – as appropriate
Interim Director of Public Health
Consultant in Public Health
Workforce Director
Head of Human Resources
Head of Organisational Development and Learning
Compensation Payments
Item Compensation Payments - legal obligation
Audit and Risk
Chief
No
Committee and Executive or
SGHSCD
Director of
Finance
23
Clinical
> 250,000
<250,000
24
Non Clinical
> 100,000
<100,000
Lead Post
Authorised Deputy
Chief Executive or Director of Finance
Approval of Clinical Negligence is carried out by the Corporate Business Manager in
conjunction with CLO with reporting being provided to Audit and Risk Committee.
5

5.
No
5.1
5.2
5.3
5.4

5.5

5.6
5.7
5.8

5.9
5.10

General Delegations
Area of Responsibility/ Duties
Delegated
Preparation of Corporate Objectives
Update and changes to Standing
Orders.
Responsibility for preparation and
update of Scheme of Delegation.
Responsibility for preparation and
update
of
Standing
Financial
Instructions.
Preparation of Local Delivery Plan

Delegated to
Chief Executive
Chief Executive
Chief Executive
Director of Finance

Authorised Deputy
different to Sch4

Constraints/Reference

Corporate Business All changes must be approved by
Manager
NHS Board.
Director of Finance
Board approval required.
Deputy Director of Audit and Risk Committee approval
Finance
required.

Chief
Operating
Supported by financial plan prepared
Officer and Director
by Director of Finance
of Finance (financial
plan)
Internal Audit
Chief Internal Auditor None
Fraud
Fraud Liaison Officer None
Management of Endowments
Director of Finance
Deputy Director of As detailed in Endowment Charter,
Finance
Standing Orders
and Fund
Operating Procedures
Maintenance of Register for Interests Chief Executive
Corporate Business Only Board Members Register of
for all Staff and Board Members
Manager
Interests is published.
Maintenance of Register of gifts/ Chief Executive
Corporate Business
hospitality and interest in contracts.
Manager

6

6.

Signing of Documents
Area
of
Responsibility/Duties
Delegated
6.1
Execution of documents on behalf of
Scottish Ministers relating to property
transactions.
6.2
Signing any legal
document/commitment /contract/ deed/
binding agreement in NHS Board
name lifetime value < £250k

6.3

6.4

Signing legal commitment /contract/
deed/ binding agreement in NHS
Board name lifetime value > £250k

Lease Car Contracts any value

Delegated to/ Lead Authorised Deputy
Constraints/
Director
different to Sch4
Reference
Chief Executive and None
All signatures to be in accordance
Director of Finance
with the Property Transactions
Manual.
Relevant
General None
Subject to previous agreed business
Manager
case approval for new
commitments, replacement capital
purchases as per approval or in
rollover cases within delegated
budget limits.

Chief Executive or
Director of Finance

Director of Finance

If two signatures required,
escalation up through line
management structure.
A summary report should be
provided to allow signing.
If two signatures required, replace
or with and.
Only after lease car approval
process has been completed
whereby General Manager signs off
request and Finance Manager signs
off lease car value for money as
compared to travel..

7

7.
Financial Governance
Financial Planning, Budgets & Budgetary Control – Revenue
Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
7.1
Preparation of Financial Plans
Director of Finance

7.2

Budget Setting for NHS Board

Director of Finance

7.3

Delegation of directorate budgets.

Directors

7.4

Virement of approved delegated General Manager or
budgets between pays and non pays Relevant
Director
or between directorate areas <£50k
and
Divisional
Finance Manager
Virement of approved delegated General Manager or
budgets between pays and non pays Relevant
Director
or between directorate areas £50k - and
Director
of
£500k
Finance

7.5

Authorised Deputy
Constraints/
different to Sch4
Reference
To be specifically Approval required by NHS Board
nominated in event
of
extended
absence
Limit as set in context of agreed
Financial Plan
Per authorised
With the approval of the Director of
signatory database
Finance and documented in the
Authorised Signatory Database

Divisional Finance Manager should
be involved in discussion prior to
approaching Director of Finance.

7.6

Virement of approved delegated Chief Executive and
budgets between pays and non pays Director of Finance
or between directorate areas > £500k

Divisional Finance Manager should
be involved in discussion prior to
approaching Director of Finance and
Chief Executive.

7.7

Authority
to
commit
revenue Chief Executive or None
expenditure for which no provision has Director of Finance
been made in approved plans/budgets
< £0.5m

Subject to confirmation of revenue
affordability.

8

Financial Planning, Budgets & Budgetary Control – Revenue
Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
7.8
Authority
to
commit
revenue Director of Finance
expenditure for which no provision has & Chief Executive
been made in approved plans/budgets
£0.5m - £1m
7.9
Authority
to
commit
revenue NHS Board
expenditure for which no provision has
been made in approved plans/budgets
> £1m
7.10 Setting of Fees and Charges Private Deputy Director of
patients, overseas visitors, income Finance
generation and other patient related
services
7.11 Approval to award GP Improvement Primary
Care
Grants < £10k
Development
Manager
7.12 Approval to award GP Improvement Health & Social
Grants > £10k
Care Management
Team
7.13 Funding Offers for GP premises Chief Executive or
developments (reimbursement) of any Chief
Operating
value
Officer

7.14

Patients Travel including ex gratia Director of Finance
claims

Authorised Deputy
Constraints/
different to Sch4
Reference
None
Subject to confirmation of revenue
affordability and reporting items
above £0.5m to the Board.
None

Subject to confirmation of revenue
affordability.

Divisional Finance
Manager

In liaison with Finance Manager.

Deputy Director of
Finance

Grants must be within budgetary
limits and in liaison with Finance
Manager
Grants must be within budgetary
limits and in liaison with Finance
Manager
Grants must be within budgetary
limits,
in
line
with
Asset
Management Strategy and latest
Primary Care Premises Guidance
and in liaison with Finance
Manager.
In line with NHS travel scheme and
local policy. Ex gratia payments to
be in line with losses and special
payments section.

Director of Finance
and Chief Officer
None

Deputy Director of
Finance or
Finance Manager
responsible for
Externals

9

Financial Planning, Budgets & Budgetary Control - Capital
Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
7.15 Preparation of Capital Plan
Director of Finance

7.16

7.17

7.18

7.19

Authorised Deputy
different to Sch4
To be specifically
nominated in event
of
extended
absence
Preparation of Capital Business Cases Chief Operating
General
Manager
of any value
Officer/ Executive
for
the
area
Lead as appropriate responsible
Approval of Capital Business Cases
Strategic
Capital None
< £0.5m
Programme Board
(SCPB)
Approval of Capital Business Cases NHS Board
None
£0.5m - £1m within SG delegated
limits

Approval of Business Cases above SG NHS Board then on None
delegated limit > £1m
to SGHSCD Capital
Investment Group.

Constraints/
Reference
Approval required by NHS Board

Require to follow SCIM guidance
and instruction issued by SCPB.
Require to follow instruction issued
by SCPB depending on nature of
bid – replacement/service change.
Require to follow instruction issued
by SCPB depending on nature of
bid – replacement/service change.
Approval required by SCPB before
submission to Board.
Require to follow instruction issued
by SCPB depending on nature of
bid – replacement/service change.
Approval required by Board prior to
submission to SG. SCPB approval
required before submission to
Board.
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7.20

Area
of
Responsibility/Duties Delegated to/ Lead Authorised Deputy
Constraints/
Delegated
Director
different to Sch4
Reference
Post Project Evaluation for Capital Strategic
Capital None
SCIM guidance promotes best
Projects
Programme Board
practice in all projects, process to be
agreed by SCPB depending on size,
nature and nature of project.
Projects over £1.5m will require
onward
circulation
to
NHS
Board/Performance Committee and
SGHSCD as set out in SCIM
following approval at SCPB.

7.21

Process
Assets

and

physical disposal of Director of Finance

Quotes/Tenders/OJEUs
7.22 Issue of quick quotes/tenders/OJEUs Procurement Team
through the Procurement Portal
and Relevant
Officers
7.23 Award of quotes/tender/OJEU
Procurement Team
and Relevant
Officers

7.24

Acceptance of quotes/tender/OJEU Chief Executive or
when
the
most
economically Director of Finance
advantageous return is not being
sought for award

General Manager –
Facilities
and
Clinical
Support
Services (physical
disposal only)
None

None

All users of portal require to be set
up by Procurement Manager in line
with authorised list.
All awards over £50k are reported to
Audit & Risk Committee and ones
over £250k are included in minute
so can be seen at escalation of
minutes to Board
Any
such
awards
require
authorisation in advance, a report
should be produced to seek
authorisation.
All are reported to Audit and Risk
Committee.
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7.25

Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
Undertake post tender negotiations
Relevant Manager

7.26

Operating Leases for Equipment and
vehicles (non lease cars) lifetime
value < £100k

7.27

Operating Leases for Equipment and
vehicles (non lease cars) lifetime
value £100k - £1m

7.28

Authorised Deputy
Constraints/
different to Sch4
Reference
None
To be confined to clarification of any
points, no price changes are
allowed.
Relevant
General None
Subject to previous agreed business
Manager
case approval for new
commitments, replacement capital
purchases as per approval or in
rollover cases within delegated
Chief Executive or None
budget limits.
Director of Finance

Operating Leases for Equipment and Chief Executive and None
vehicles (non lease cars) lifetime Director of Finance
value > £1m

In all cases option appraisal, VFM
and affordability calculation must be
completed in accordance with
appropriate guidance.
Require agreement with Finance
Manager
A summary report should be
provided to allow signing > £100k.

Banking
7.29 Maintenance and operation of bank Director of Finance
accounts

7.30

Authorised bank signatories.

Director of Finance

Subject to appointment of Bankers
by Board where not determined
nationally.
Designated Officers Additions to the list requires
as per current list authorisation of the Audit and Risk
approved by Audit & Committee.
Risk Committee
The Director of Finance may delete
all or part of an authorised signatory
list.
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7.31

Area
of
Responsibility/Duties Delegated to/ Lead Authorised Deputy
Constraints/
Delegated
Director
different to Sch4
Reference
Exchequer/Patient Funds/Endowments <£5k One >£5k Two None
Designated Officers as per current
Cheque signatories Payments
authorised
list approved by Audit & Risk
signatories
Committee

Other
7.32 Maintenance and operation detailed Director of Finance
financial systems
7.33 Insurance
Director of Finance
7.34

Stock Control

Director of Finance

Designated Officer

7.35

Operation of a Car Lease Scheme

Workforce Director None
and
Director
of
Finance

7.36

Operation of staff benefit schemes

Workforce Director None
and
Director
of
Finance

CNORIS and all other insurance
matters
Finance maintain a list of key
contacts who are responsible for
stock control within their department
In accordance with the guidelines
issued by the Scottish Government.
New arrangements should be
approved by the Remuneration Sub
Committee of the Staff Governance
Committee.
In accordance with any guidelines
issued by the Scottish Government
and approved by the Joint
Negotiating Committee.
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8.
Losses and Special Payments
This section is per Scottish Government and are all reported through SFR18 as part of annual accounts submissions
All losses and special payments are presented to Audit and Risk Committee for either information or approval depending on value
Item Category
A&R Committee Chief Executive or
and SGHSCD Director of Finance
Theft/Arson/Wilful Damage
1
Cash
> 15,000
<15,000
2
Stores/Procurement
> 30,000
<30,000
3
Equipment
> 15,000
<15,000
4
Contracts
> 15,000
<15,000
5
Payroll
> 15,000
<15,000
6
Buildings & Fixtures
> 30,000
<30,000
7
Other
> 15,000
<15,000
Fraud/Embezzlement/Corruption/Theft (where documentation has been falsified), & attempts to perpetrate any of these
activities
8
Cash
> 15,000
<15,000
9
Stores/Procurement
> 30,000
<30,000
10
Equipment
> 15,000
<15,000
11
Contracts
> 15,000
<15,000
12
Payroll
> 15,000
<15,000
13
Other
> 15,000
<15,000
14
Nugatory & Fruitless Payments
> 15,000
<15,000
Claims Abandoned
15(a) Private Accommodation
> 15,000
<15,000
15(b) Road Traffic Acts
> 30,000
<30,000
15(c) Other
> 15,000
<15,000
Stores Losses
16
Incidents of Service: Fire, Flood, Accident
> 30,000
<30,000
17
Deterioration in Store
> 30,000
<30,000
18
Stocktaking Discrepancies
> 30,000
<30,000
19
Other Causes
> 30,000
<30,000
21
Disclosed at Physical Check
> 15,000
<15,000
14

Item

Category

Losses of Furniture & Equipment and Bedding and Linen in circulation
20
Incidents of Service: Fire, Flood, Accident
22
Other Causes
Compensation Payments - legal obligation
23
Clinical
24
Non Clinical
Ex-gratia Payments
25
Extra-contractual Payments
26
Compensation Payments - Ex Gratia - Clinical
27
Compensation Payments - Ex Gratia - Non Clinical
28
Compensation Payments - Ex Gratia - Financial Loss
29
Other Payments
Damage to Buildings and Fixtures
30
Incidents of Service: Fire, Flood, Accident, Other Causes
Other
31
Extra-Statutory & Extra-Regulationary Payments
32
Gifts in Cash or Kind
33
Other Losses

A&R Committee Chief Executive or
and SGHSCD Director of Finance
> 15,000
> 15,000

<15,000
<15,000

> 250,000
> 100,000

<250,000
<100,000

> 15,000
> 250,000
> 100,000
> 25,000
> 2,500

<15,000
<250,000
<100,000
<25,000
<2,500

> 30,000

<30,000

Nil
> 15,000
> 15,000

Nil
<15,000
<15,000
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9.

9.1
9.2
9.3
9.4
9.5

Staff Governance
Area
of
Responsibility/Duties
Delegated
Implementation of Staff Governance
Standards.
Preparation of Human Resources
Plan, policy and strategy.
Preparation of Human Resources
policies and procedures.
Preparation
of
Contracts
of
Employment.
Executive and Senior Manager pay –
implementation
of
terms
and
condition/ performance pay.

Delegated to/ Lead
Director
Workforce Director
Workforce Director
Workforce Director
Workforce Director
Workforce Director

9.6

Preparation and implementation of Workforce Director
whistle blowing policy

9.7

Approval of Medical Practitioners for Medical Director
the purposes of the Mental Health
(Care and Treatment) (Scotland) Act
2003
Appointment of Consultants with the Medical Director
purpose of the adherence to The
National Health Service (Appointment
of
Consultants)
(Scotland)
Regulations 2009

9.8

Authorised Deputy
different to Sch4
Head of
Human
Resources
Head of
Human
Resources
Head of
Human
Resources
Head of
Human
Resources
None

Constraints/
Reference

Approval required through Area
Partnership Forum
Compliance with current legislation
and agreed terms and conditions
Compliance with current legislation
and agreed terms and conditions.
Requires approval by Remuneration
Committee.
Deputy Director of Approval of policy required through
Finance and Deputy APF.
Director of Nursing

Authority to the Medical Director is in
the role of assessment panel chair
for the appointment of consultants.
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10. Person Centred Health and Care Governance
Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
10.1 Designated Director for Person Executive
Nurse
Centred Health and Care
Director
10.2 Compliance with guidelines on Executive
Nurse
Chaplaincy and Spiritual Care Director
strategy implementation.
11. Healthcare Governance
Area
of
Responsibility/Duties
Delegated
11.1 Approval
of
research
and
development
studies
including
associated
clinical
trials
and
indemnity agreements for commercial
studies.
11.2 Preparation of Patients Complaints
Policy.
11.3 Monitoring
arrangements
and
reporting of complaints.
11.4 Compliance and adherence to
national standards in healthcare
acquired infection.
11.5 Compliance and adherence to
national
standards
in
decontamination.

Delegated to/ Lead
Director
Medical Director

Authorised Deputy
Constraints/
different to Sch4
Reference
Associate
Director Healthcare Governance Committee
for AHPs
Associate
Director Spiritual Care Committee
for AHPs

Authorised Deputy
different to Sch4

Constraints/
Reference
Ethics Committee approval required

Executive
Director
Executive
Director
Executive
Director

Nurse Associate Director of Healthcare Governance Committee
AHPs
Nurse Associate Director of Healthcare Governance Committee
AHPs
Nurse Infection
Control Link to Healthcare Governance and
Manager
Infection Control Committee.

Executive
Director

Nurse Infection
Control Link to Healthcare Governance and
Manager/General
Infection Control Committee.
Manager Operational
Services
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12. Public Health
Area
of
Responsibility/Duties
Delegated
12.1 Health Protection strategies and
information dissemination.
12.2 Health Improvement strategies and
information dissemination.
12.3 Public
Health
information
dissemination.

Delegated to/ Lead
Director
Interim Director of
Public Health
Interim Director of
Public Health
Interim Director of
Public Health

Authorised Deputy
different to Sch4

Constraints/
Reference
Link to Primary and Community
Care Directorates
Link to Primary and Community
Care Directorates
Link to Primary and Community
Care Directorates

13. Information Governance
Area
of
Responsibility/Duties Delegated to/ Lead Authorised Deputy
Constraints/
Delegated
Director
different to Sch4
Reference
13.1 Responsibility
for
Information Chief
Operating General Manager – Clinical Responsibility through eManagement Systems and Strategy
Officer
ICT
health Clinical Leads and eHealth
Board
13.2 Data Protection
Chief
Operating Head of Information The
Head
of
Information
Officer
Governance
Governance is able to enforce
compliance with all current Data
Protection legislation.
13.3 Caldicott Guardian
Medical Director
Consultant in Public
Health Medicines
13.4

Freedom of Information (Scotland) Chief Executive
Act 2002

Corporate Business The Freedom of Information (FOI)
Manager
Policy sets out the process for
handling and approving requests.

13.5

Senior Information
(SIRO)

Head of Information
Governance

Risk

Owner Medical Director
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14. Risk Management
Area
of
Responsibility/Duties Delegated to/ Lead Authorised Deputy
Constraints/
Delegated
Director
different to Sch4
Reference
14.1 Preparation of Risk Management Executive
Nurse Deputy Director of NHS HIS Clinical Governance and
Strategy
Director
Nursing
Risk Management Standards

14.2
14.3

Preparation and Management
Corporate Risk Register
Policies and Procedures – All

of Chief Executive
Chief Executive

Nurse Director
Relevant Director

14.4

Policies and Procedures - Child Chief Executive
Protection Policies

Nurse Director

14.5

Chief Pharmacist

14.6
14.7

Policies and Procedures - Prescribing Medical Director
Policies
Health and Safety – staff
Chief Executive
Health and Safety - buildings
Chief Executive

14.8

Fire Safety

14.9

Chief Executive

Preparation and maintenance of a Chief Executive
comprehensive Emergency Plan.
14.10 Preparation and maintenance of Chief Executive
Business Continuity Plans.

Workforce Director
Chief
Operating
Officer
Chief
Operating
Officer
Emergency Planning
Manager
Chief
Operating
Officer

NHS QIS Clinical Governance and
Risk Management Standards
All policies and procedures should
be maintained in accordance with
the policy document and available
on Beacon.
Regional Multi-agency Child
Protection Committee
As per resource constraints of
Prescribing Management Board
Area Partnership Forum
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15. Contracting for Patient Services, Access & Performance Management
Area
of
Responsibility/Duties Delegated to/ Lead Authorised Deputy
Delegated
Director
different to Sch4
15.1 All patient services that are required Chief Executive and None
are available.
Finance Director
15.2 Waiting Times.
Chief
Operating General Manager –
Officer
Acute & Diagnostics
15.3 Approval of Exceptional Referrals Medical Director
Consultant in Public
including Non Contracted Activity and
Health
Unplanned Activity.

15.4

15.5
15.6
15.7
15.8

Approval of Exceptional Referrals Medical Director
including Non Contracted Activity and
Unplanned Activity.

Entering Services Level Agreements
with Health Boards/Trusts
Entering
Waiting
list
initiative
agreements with private providers.
Resource Transfer Agreements.
Public Information
services.

on

access

Chief
Operating
Officer
Chief
Operating
Officer
Chief Executive

to Chief
Officer

Consultant in Public
Health

General Manager –
Acute & Diagnostics
General Manager –
Acute & Diagnostics
Director of Finance

Constraints/
Reference

Within overall budgetary limits.
Where other agreements do not
exist, must be within the budgets
approved by the Board where
clinically appropriate.
The Medical Director (or delegated
deputy) chairs the Exceptional
Referral Panel which meets to
approve all cases.
Where other agreements do not
exist, must be within the budgets
approved by the Board where
clinically appropriate.
The Medical Director (or delegated
deputy) chairs the Exceptional
Referral Panel which meets to
approve all cases.
Subject to authorisation limits
included in Section 6 above.
Subject to authorisation limits
included in Section 6 above.
In accordance with appropriate
guidance.

Operating Patient Experience
and Communication
Manager
20

Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
15.9 Procedure for patients who wish to Medical Director
appeal against clinical decisions on
their continuing care.
15.10 Regional Planning Group Decisions.
Chief Executive

Authorised Deputy
Constraints/
different to Sch4
Reference
Associate Medical
CEL 6(2008)
Director (Medical)
The Chief Executive will have
authority (which may be delegated
on a case by case basis) to commit
the Board to the decisions of a
Regional Planning Group acting in
accordance with HDL (2004)46 and
its own agreed constitution and
procedures.
In exercising this
authority, the Chief Executive will,
wherever possible:
- bring to the Board, in advance of
a Regional Planning Group
decision, any issue which, had it
been a purely local issue, would
be of such financial magnitude
or service impact, that it would
have been a decision reserved
for the Board. This is to ensure
that on matters of strategic
importance, the views of the full
Board can be represented, via
the Chief Executive, to the
Regional Planning Group.
communicate to the next available
Board any Regional Planning
decision which cannot be covered by
approved budget or reserves
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16. Property Related Delegations
Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
16.1 Land and Buildings purchase, sale or NHS Board
acquisition

16.2
16.3

16.4

16.5

16.6

Authorised Deputy
Constraints/
different to Sch4
Reference
None
Chief Executive can sign paperwork
once Board have declared surplus
and purchase once approval for
business case received.
Signing of a property lease
Chief Executive or
Approval of lease must have been
Director of Finance
approved by SCPB.
Management of buildings and land
Chief
Operating General Manager In accordance with the property
Officer
Facilities & Clinical
transactions handbook.
Support Services
Authorise any leases in and out where Chief Executive or
In accordance with the property
the annual rental does not exceed Finance Director
transactions handbook. Requires to
£50k per annum and the lifetime lease
have been scrutinised at SCPB.
cost does not exceed £200k.
Approval of using:
NHS Board
None
The initial approval of whether a
- Framework Scotland
scheme is suitable for this type of
methodology for a construction
- Southwest Hub
project is a decision which is
- Non Profit Distributing
reserved for Board following review
for construction project
by NHS Dumfries and Galloway’s
SCPB who will scrutinise the
proposal.
PFI/PPP/NPD arrangements including Chief Executive and None
All approvals for such arrangements
contract variations and terminations
Director of Finance
must be subject to a business case
to demonstrate value for money and
be approved by the Board.
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RECOMMENDATION
The Board is asked to discuss and note the trial of an arrangement where the Nurse
Director of NHS Dumfries & Galloway also undertakes these duties for NHS 24.

CONTEXT
Strategy / Policy:
The trial of a shared post fits with the National Delivery Plan’s objective of more
effective working across traditional Board boundaries. It should also allow
exploration of enhanced role working in line with Workforce Planning Strategy..
Organisational Context / Why is this paper important / Key messages:
The Nurse Director post is one of three executive directors reporting to the Chief
Executive. The role provides executive leadership for the Nursing, Midwifery and
AHP (NMAHP) Directorate and plays a key part in the Board’s assurance framework
for patient safety and patient experience.
The trial of a dual role between NHS D&G and NHS 24 will ascertain whether one
individual can deliver this leadership and assurance role to two organisations and
can identify synergies in approach that provide mutual benefit.

GLOSSARY OF TERMS
NHS 24

-

One of 8 national Boards in NHS Scotland, NHS 24 is Scotland's
national tele-health and tele-care organisation. This special
health board runs a telephone advice and triage service that
covers the out-of-hours period.
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MONITORING FORM
Policy / Strategy

National Delivery Plan

Staffing Implications

Enhanced roles for Nurse Director and supporting
professionals.

Financial Implications

There is a small cost saving to the Board.

Consultation / Consideration

Engagement with Chief Nurse and RCN

Risk Assessment

Undertaken by Chief Executive. Medium impact,
low probability.

Risk Appetite
Low

Medium 

High

The Board invests heavily in supporting and
developing its staff, therefore, a medium appetite
allows the Board scope to implement initiatives and
procedures that seek to inspire staff and support
transformational and new ways of joint working
from a national perspective.
Sustainability

Compliance
Objectives

Agile working with extensive use of technology will
be a feature of the joint role.
with

Corporate 2.

6.

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

Local Outcome Improvement Not applicable
Plan (LOIP)
Best Value

Effective Partnership

Impact Assessment
No impact anticipated.
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1.

Background

1.1

NHS Boards are encouraged by the National Delivery Plan to work across
traditional Board boundaries in order to deliver best health and care services
for their population. The most obvious strategic manifestation of this approach
is the creation of the three regional Board groups that look to coordinate
service delivery and align patient pathways in the east, west and north of the
country. On a tactical level, there are also now examples of single Director
posts serving two NHS Board organisations in an attempt to streamline
processes and minimise any unnecessary or duplicated bureaucracy.

1.2

Discussions on a potential joint arrangement for the Nurse Director role
between NHS D&G and NHS 24 began at Chief Executive level in March
2018. Whilst the immediate trigger for the discussions was a vacancy at NHS
24, it was also felt that significant potential advantages to both organisations
could be delivered through introduction of a joint Nurse Director. Over the last
few months we have explored the practicalities of the proposal and are now
ready to start a trial of the arrangements. This trial is due to last one year, but
with a formal six month review to ensure that all parties are content with
progress.

1.3

Scotland’s Chief Nurse and the Royal College of Nursing have been involved
in discussions on the proposal and are supportive of a trial.

2.

Aims and Benefits

2.1

A number of potential benefits of the joint role have been identified including;
•
•

•

•
•

2.2

Strengthening connections for the planning and delivery of services
being provided nationally and locally.
Bringing influential Nursing leadership to service re-design and patient
pathway improvements in relevant service areas – both in-hours and
out-of-hours.
Exploring opportunities to further develop advanced clinical practice
roles in the context of Primary Care reform, to support service
improvement
Bringing a strong, locally informed, nursing voice to the Digital Health
and Care agenda.
Maximising the nursing contribution to the local Health and Social Care
Integration agenda through direct access to national infrastructure and
capabilities.

It is anticipated that the dual role will also enhance career development and
learning for both the post holder and their support structures.
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3.

Practicalities

3.1

The Nurse Director will remain an employee of NHS D&G but will allocate
around 50% of their time to NHS 24 duties. The details of how this will be
managed are now being finalised. The trial is likely to start in August 2018.

3.2

Relevant costs will be recharged to NHS 24 through a simple service level
agreement. Whilst there will be some changes to sub structure arrangements
to provide ‘back-fill’, the net effect will be a modest cost saving to the Board.

3.3

It should be noted that NHS D&G’s Nurse Director currently works 20% of
their in developing advanced practice models on behalf of the Scottish
Government. This secondment will now terminate.

4.

Risk Mitigation

4.1

The trial nature of the joint working is itself designed to mitigate any risk to
NHS D&G and will include the potential to terminate arrangements part way
through the one year timescale should unforeseen difficulties arise. In
addition, the Nurse Director will redesign support structures at the Associate
Director level to ensure appropriate leadership capacity throughout the
NMAHP Directorate.

5.

Conclusions

5.1

The joint role trial provides an opportunity to explore closer working with one
of Scotland’s non-territorial Health Boards. This has a number of potential
benefits for both the Board and for professional career development.

5.2

Risks concerning loss of leadership capacity are manageable (particularly
given reduction in current national commitments) and can be mitigated with a
redesign of supporting professional leadership roles.

5.3

The trial will be terminated in the event of unforeseen detriment to either
organisation.
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RECOMMENDATION
Public Health priorities for Scotland have recently been agreed. These will guide
future work on improving health in Dumfries & Galloway. This paper sets out:
a) Why there is a need for national Public Health priorities;
b) What the priorities are;
c) How current Public Health work in Dumfries & Galloway fits with the national
priorities.
The Board is asked to note:
1. The newly agreed priorities for Public Health in Scotland which will guide
future health improvement activity;
2. How current health improvement activities in Dumfries & Galloway fit with the
national priorities.

CONTEXT
Strategy / Policy:
Scotland’s Health and Social Care Delivery Plan, published in 2016, identified a
need to establish national priorities to guide Pubic Health work across Scotland.
This paper reports on the six national priorities that have now been agreed.
The national priorities support two of the Scottish Government’s health and wellbeing
outcomes:
• People are able to look after and improve their own health and wellbeing and
live in good health for longer;
• Health and social care services contribute to reducing health inequalities.
Locally the paper supports similar outcomes in the Health and Social Care Strategic
Plan.
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Organisational Context / Why is this paper important / Key messages:
The paper describes how the agreed Public Health priorities mesh well with existing
Health Improvement work in Dumfries & Galloway. The national priorities will also
guide future Health Improvement work in the region.

GLOSSARY OF TERMS
ABI
ADP
ASSIST
CoH Sync
EU
ISD
LDP
LOIP
NHS
NRS
SIMD

-

Alcohol Brief Interventions
Alcohol and Drugs Partnership
A Stop Smoking in Schools Trial
Communities of Health Synchronisation
European Union
Information Services Division
Local Delivery Plan
Local Outcome Improvement Plan
National Health Service
National Records of Scotland
Scottish Index of Multiple Deprivation
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MONITORING FORM
Policy / Strategy

Health and Social Care Strategic Plan

Staffing Implications

No staffing implications from this strategic
discussion paper.
Any staffing implications
associated with the delivery of activities under the
Scottish Public Health priorities will be identified
and reported to appropriate structures.

Financial Implications

No financial implications from this strategic
discussion paper.
Any financial implications
associated with the delivery of activities under the
Scottish Public Health priorities will be identified
and reported to appropriate structures.

Consultation / Consideration

Strategic paper discussed at Board Management
Team.

Risk Assessment

Strategic discussion paper hence no formal risk
assessment on the paper has been carried out.
Activities newly resulting from the Scottish Public
Health priorities will have risk assessment carried
out.

Risk Appetite
Low

Medium X

High

The paper addresses the business risk category of
reducing or preventing demand for services through
improving health (high risk appetite) and the
reputational risk category of possibly failing to meet
national targets (medium risk appetite). Assessing
risk appetite on the more risk averse of the two
categories, overall risk appetite is therefore
assessed as medium.
Sustainability

Compliance
Objectives

This paper supports more sustainable needs for
health and social care services. In addition, Priority
5 includes actions aimed at achieving a more
sustainable inclusive economy with equality of
outcomes for all.
with

Corporate 1. To reduce health inequalities across NHS
Dumfries and Galloway.
5. To maximise the benefit of the financial
allocation by delivering clinically and cost
effective services efficiently.
NOT PROTECTIVELY MARKED
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6. Continue to support and develop partnership
working to improve outcomes for the people of
Dumfries and Galloway.
7. To meet and where possible, exceed goals and
targets set by the Scottish Government Health
Directorate for NHSScotland, whilst delivering
the measurable targets in the Local Outcome
Improvement Plan.
Local Outcome Improvement Outcome 3:
Plan (LOIP)

Health and wellbeing inequalities
are reduced.

Outcome 5:

The money available to people on
benefits and low wages is
maximised.

Outcome 7:

People are well connected.

Outcome 8:
Best Value

Individuals and communities are
empowered.
Effective partnerships
Equality
Sustainability

Impact Assessment
Impact assessment has not been carried out as this is a general strategic discussion
paper and does not propose specific work programmes. Any new proposals that
may arise from the national priorities will have impact assessment carried out as part
of their planning.
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SCOTLAND’S NEW PUBLIC HEALTH PRIORITIES:
HOW ARE THEY ADDRESSED IN DUMFRIES & GALLOWAY?
Public Health priorities for Scotland have recently been agreed. These will guide
future work on improving health in Dumfries & Galloway. This paper sets out:
a) Why there is a need for national Public Health priorities
b) What the priorities are
c) How current Public Health work in Dumfries & Galloway fits with the national
priorities (Appendix)
1. Why is there a need for public health priorities in Scotland?
A number of factors made it important to have an agreed set of national Public
Health priorities. These are outlined in the subsections below.
1.1

Health in Scotland and Dumfries & Galloway

Concerns persist about the relatively poor health experienced by many people in
Scotland. Scotland has one of the lowest life expectancies in Western Europe and
the lowest of all the UK nations. Using the most recent data available from the World
Health Organisation, Figure 1 shows the life expectancy at birth of Scottish females
and males compared to those from eight Western European countries. The figure
for the UK may be thought of as giving a good estimate of life expectancy for
England since its population is so much larger than the other three UK nations.
Figure 1: Life expectancy at birth of females and males comparing Scotland with
other Western European countries
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Source: Scotland and Health for All Database 2012
For the five-year period 2009-13, Figure 2 shows life expectancy at birth of females
and males resident in Dumfries & Galloway compared to those from the other
territorial Scottish NHS Boards.
Figure 2: Life expectancy at birth of females and males comparing Dumfries &
Galloway with other NHS Boards in Scotland
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Source: ISD, NRS Mid-Year Population Estimates and NRS Death Registrations
Overall for both females and males, life expectancy in Scotland is markedly poorer
than other Western European countries, while Dumfries & Galloway sits in the
middle of the Scottish NHS Board areas.
1.2

Health Inequalities

There is evidence that health inequalities have increased in recent years in Scotland.
In 1997 mortality rates in people aged under 75 were 2.7 times higher in the most
deprived areas compared to the least deprived, whereas in 2015 rates were 3.7
times higher in the most deprived areas.
Substantial health inequalities are seen in Dumfries & Galloway. Figure 3 shows the
variations in emergency admission rates by quintile of deprivation as measured by
Scottish Index of Multiple Deprivation 2012 update (SIMD2012).

Rate per 100,000 Population

Figure 3: Emergency admission rates in Dumfries & Galloway by SIMD2012
deprivation quintile 2013/14 to 2015/16
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Source: ISD, NRS Mid-Year Population Estimates
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1.3

Variations in Public Health Actions across Scotland

Public Health work plays a central role in addressing the challenges of poor health
and persisting health inequalities in the population. Yet despite the common
challenges, Public Health work across Scotland was not always consistent or
coordinated. Sometimes there was variation in which Public Health actions were
addressed depending on local interests, and some priorities seen as being of
national importance were not necessarily taken forward in all areas of Scotland.
Scotland’s Health and Social Care Delivery Plan, published in 2016, aimed to
address this by three strands of work:
1. Establish national public health priorities
2. Create a new national public health body
3. Enable a joined-up approach to public health at a local level.
The first of these work strands on establishing Scottish Public Health priorities has
now been completed. This paper reports on the national Public Health priorities and
the Appendix describes how work in Dumfries & Galloway fits with the priorities.

2. Scotland’s Public Health Priorities
2.1

Process to establish the National Priorities

A detailed national process was followed to identify and agree Scottish priorities for
Public Health.
Public health professionals from NHS Dumfries & Galloway
contributed to the process, which ran from October 2017 to June 2018.
The process included developing criteria to evaluate the emergent priorities,
reviewing key information sources, engaging and gathering views from a wide variety
of public health and other experts, assessing Local Outcome Improvement Plans
(LOIPs) and holding engagement events for stakeholders from the NHS, Local
Authorities, Third and Independent Sector, community groups and academia. The
agreed national priorities were published in June 2018.
The Scottish Public Health Priorities are intended to provide a consensus on the
most important things to concentrate on in the years ahead to improve the health of
our population. They serve as a foundation for systemic change in health and give a
focus for joint work to improve health.
Overall Public Health work encompasses four areas:
• Health Improvement
• Health Protection
• Effectiveness, Quality and Efficiency of Health and Social Care Services
• Health Intelligence
The Scottish Public Health priorities may be seen as sitting mainly under the Health
Improvement area of work, which can be particularly challenging. The priorities
however do not reflect all of the activities and efforts that contribute to the health of
the population.
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It is clear that the health protection, health and care service, and health intelligence
areas of Public Health work will continue to be essential and must be maintained.
2.2

The Public Health Priorities

Six priorities for Public Health in Scotland emerged from the process described
above. These are:
1.
2.
3.
4.
5.
6.

We live in vibrant, healthy and safe places and communities
We flourish in our early years
We have good mental wellbeing
We reduce the use of, and harm from alcohol, tobacco and other drugs
We have a sustainable inclusive economy with equality of outcomes for all
We eat well, have a healthy weight and are physically active.

All the priorities are important, and the numbering of them should not be taken to
imply that any are more important than others. Numbering of the priorities has been
done nationally and is for ease of reference only.
The priorities include direct actions to increase healthy lifestyles, such as continuing
to work to reduce smoking, improve diet and physical activity, reduce harm from
alcohol and other drugs, and improve mental wellbeing along with collective actions
on the wider determinants of health, such as supporting healthy communities and
positive early years.
2.3

Current Public Health work in Dumfries & Galloway addressing the
national priorities

The priorities serve as a clear focus for future health improvement work in Dumfries
& Galloway. Indeed they mesh well with what is already happening in Dumfries &
Galloway. Much existing health improvement work maps directly to the national
priorities.
The Appendix gives a high-level picture of health improvement activity under each of
the national priorities. It is not intended to capture full details of work, but rather to
indicate main areas of activity.

3. Conclusions
The agreement on the six national Public Health priorities is welcome. The priorities
give a focus to health improvement activity in Dumfries & Galloway. All are
important and help to improve the health of the population of Dumfries & Galloway
as well as contributing to the sustainability of Health and Social Care Services.
The Appendix shows how existing work to improve health and wellbeing in Dumfries
& Galloway is very much in line with the national priorities. The priorities will also
help to guide future work. A corollary is that health improvement work that falls
outside the national priorities may be less likely to be supported.
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It is important to remember that the Scottish Public Health priorities apply mainly to
the health improvement area and they do not cover all of Public Health work. The
other areas that contribute to the health of the population, including health protection,
health and care service Public Health and health intelligence (which now sits outside
the Public Health Directorate) continue to be essential and must be maintained.
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APPENDIX
In the sections below, a short description of each priority is given followed by an
overview of activity in Dumfries & Galloway.

PRIORITY 1: WE LIVE IN VIBRANT, HEALTHY AND SAFE PLACES AND
COMMUNITIES
People in Dumfries & Galloway live in a variety of places including towns, villages
and rural environments. Each place has its own assets as well as health challenges.
Physical environment, social networks, the local economy, workplaces and the
accessibility of services are all important for health and wellbeing. Communities can
be based on place or non-geographical. Supporting communities to become more
resilient is central.
Acting on Place and Community in Dumfries & Galloway
Public Health work in Dumfries & Galloway is taken forward in partnership to ensure
people can access a range of activities and programmes in communities. Examples
include:
•

Healthy Connections (social prescribing).
This is where people are
signposted to a range of local activities in their communities that have a positive
impact on their health.

•

Communities of Health Synchronisation (CoH Sync). This is a three-year
community development cross-border project funded through the European
Union (EU). The project will develop a network of eight locality Health and
Wellbeing Hubs in Northern Ireland (3 hubs), Republic of Ireland (3 hubs) and
Dumfries & Galloway (2 hubs). Being rooted in local communities and working
through existing organisations and initiatives, CoH Sync will strengthen capacity
for improving health and wellbeing. It sets out to synchronise community,
voluntary and statutory sector work and bring local partners together to focus on
early interventions and prevention of ill health. The overarching emphasis is on
reducing impact of key risk factors in the development of long term conditions.

•

Community Food Growing Network. The network funded by the EU Social
Fund Aspiring Communities was set up to support and encourage community
organisations and local people throughout Dumfries & Galloway to grow their own
food. The network is community led and helps support local food initiatives.
Work on a food growing strategy for Dumfries & Galloway is ongoing in
partnership with Dumfries & Galloway Council.

•

Community Action through Participation and Engagement. Public Health, in
partnership with the Third Sector, is developing a network of local people by
offering participatory appraisal training and support to engage with local
communities in Dumfries & Galloway. The network has carried out a range of
engagement sessions to determine barriers and solutions to a range of issues.
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Current work includes considering the use of public spaces in Lincluden, looking
at the care campus model for the Crichton Development Trust, determining
barriers for participation in screening and vaccination programmes, raising the
awareness of cancer voices groups and determining health needs within the
criminal justice system.
•

Housing. A housing needs assessment was completed which informed decision
making from a population health perspective.

•

Workplaces. Healthy Working Lives and the wider workplace agenda is
delivered locally to a wide range of local organisations covering public, private
and third sector. Currently 35 local businesses have achieved the Healthy
Working Lives award or are working towards it. A wide range of topics are
covered that range from policy development and action planning, staff workshops
and presentation and specific training courses including Mental Health and
Health and Safety.

PRIORITY 2: WE FLOURISH IN OUR EARLY YEARS
Experience in childhood has a strong influence on future health and wellbeing.
Childhood poverty, detrimental social or environmental factors, disability and adverse
childhood experiences can have great impacts on health outcomes throughout a
person’s life. Taking a whole-system approach to childhood in the early years from
pre-conception onwards is therefore very important.
Improving Early Years in Dumfries & Galloway
Public Health work addressing early years in Dumfries & Galloway is taken forward
in partnership with children, families and other organisations. This is also partly
addressed by Women and Children’s, Mental Health and other services working
directly with children and young people and their families. Some examples of Public
Health work include:
•

Preventing Unintended Pregnancies. There is an action plan for young people
to prevent unintended pregnancies. Rates of teenage pregnancies have fallen
substantially in Dumfries & Galloway over the past 10 years.

•

Pre-conception Health. A toolkit for pre-conception health has been developed
to support staff discussing health issues prior to a planned conception.

•

Breast Feeding. Breast feeding support is available through an accredited Peer
Support programme on a one-to-one and group basis within ante-natal and postnatal periods and across all four locality areas. Maternity and health visiting
services have both been accredited under the United Nations International
Children’s Emergency Fund UK Baby Friendly Initiative.

•

Immunisation. Childhood immunisation levels in Dumfries & Galloway are
among the highest in Scotland.
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•

Relationships and Sexual Health. Work is going on to build skills and capacity
of school staff to deliver effective relationships, sexual health and parenthood
education in early learning settings, primary and secondary schools. This delays
initiation of sex, reduces unplanned pregnancy, prevents sexually transmitted
infections and develops a culture of healthy relationships.

•

Information and Support. An online service (Cool2talk) gives information,
advice and support on health and wellbeing concerns for young people. It
provides a safe space where young people aged 12 and over can anonymously
ask health and wellbeing questions and receive a response from a health or
youth work professional. In the first six months of implementing this digital
intervention, more than 270 questions were posted by local young people.

•

Child Healthy Weight. Both one-to-one and group sessions are offered in each
locality. These use a generic approach to working with children and young
people, providing flexible support for realistic and sustainable behaviour change.
The focus of this work is shifting towards prevention and early intervention with
the aim of reducing the numbers of children entering Primary 1 who are
overweight or obese and seeking to reduce barriers to engagement.

•

Oral Health. The Childsmile programme includes a number of public health
activities to improve the oral health of children and reduce inequalities in health
and access to dental services.

PRIORITY 3: WE HAVE GOOD MENTAL WELLBEING
Good mental health is associated with better physical health, supportive
relationships and positive outcomes in education and employment. It is profoundly
important for individual resilience. Mental health is also linked to wider inequalities.
Though progress has been made in reducing the stigma associated with discussing
mental health issues, the rates of reported mental health conditions continue to
increase, as does the use of prescribed medication.
Working to Improve Mental Health and Wellbeing in Dumfries & Galloway
The focus of public mental health is to improve population mental wellbeing through
prevention and early intervention, as well as targeted treatment and care and
recovery orientated action. There is a focus on prevention in the early years and in
children and young people, supporting mentally healthy communities with community
empowerment and community engagement at the heart, as well as ensuring parity of
mental and physical health.
Actions in Dumfries & Galloway are wide ranging and include:
•

Actions in Schools. Good mental health and well-being provides the essential
foundation through which children and young people develop into successful
adults. The Education Health and Wellbeing Strategic Group provides a strategic
lead to build capacity in schools around prevention and early intervention,
including staff training and introduction of a range of low level interventions to
reduce numbers referred to other services.
NOT PROTECTIVELY MARKED
Page 13 of 19

•

Health Inequalities. People with mental health conditions can have specific
physical health needs. Work is ongoing to address inequalities in physical health
of people with a mental health condition by improving access to screening
programmes through an inequalities and screening project.

•

Mindfulness training. The ongoing delivery of mindfulness courses helps to
build individual resilience and coping mechanisms.

•

Communities. Much activity focuses on improving the knowledge and skills of
communities in relation to mental health and suicide prevention. A range of
training opportunities such as Scottish Mental Health First Aid and Applied
Suicide Intervention Skills Training are provided.

•

Suicide Prevention. Improving local suicide intelligence can help to identify
factors that can inform future suicide prevention actions. This is being taken
forward through a multi-agency group.

•

Social isolation and loneliness. These are recognised as key influences on
mental health and wellbeing and also impact on physical health needs. Social
prescribing can connect people to resources within their communities as an early
intervention approach to improve health and wellbeing through primary care. A
regional social prescribing framework is being developed.

•

Farming Community in Dumfries & Galloway. Groups can have specific
needs in relation to mental health, for example the farming community. A multiagency project addressing health and wellbeing in the farming community works
through increasing understanding of mental health and wellbeing, addressing
health and safety practice, encouraging social connections and developing
suicide-aware communities.

PRIORITY 4: WE REDUCE THE USE OF AND HARM FROM ALCOHOL,
TOBACCO AND OTHER DRUGS
Difficult economic and social conditions can be a driver of harmful consumption, and
substance use varies across communities. Collectively the harm from these
substances contributes to a considerable proportion of preventable ill health in the
population of Dumfries & Galloway. Scotland remains a relatively heavy user of
alcohol, tobacco and other drugs compared to other countries and the resulting harm
disproportionately affects people living in less advantaged circumstances. Drugrelated deaths have increased over the past few years and are substantially higher in
Scotland than in England and Wales.
Reducing use of and harm from alcohol and other drugs in Dumfries &
Galloway
Some of the main aspects of work to reduce use of and harm from alcohol and drugs
in Dumfries & Galloway are given below:
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•

Alcohol Brief Interventions (ABI). These are a Local Delivery Plan (LDP)
Standard for which the Alcohol and Drugs Partnership (ADP) is tasked with
ensuring delivery. Achieving the ABI target has been very challenging and the
target was not met in 2017/18. Work is ongoing and plans are in progress to
extend ABI delivery by Cardiac Nurses and Community Mental Health Teams.

•

Alcohol Licensing. Dumfries and Galloway’s Alcohol Licensing Overprovision
Statement provides evidence to help Licensing Boards determine whether further
licences should be granted. This has been led by the ADP and forms part of a
whole population approach to reduce harmful drinking. The ADP is developing
plans to work in partnership with colleagues in licensing to re-establish local
alcohol Licensing Forums and to work with Licensing Boards to help ensure that
decisions are made that reflect the licensing objectives.

•

Prevention. Much alcohol and drugs prevention work focuses on children and
young people. The ADP works in partnership with other NHS/ Council and Third
Sector organisations to deliver prevention information. Activities include using
young peers to deliver drug and alcohol messages, contributing to annual events
such as the Youth Beatz festival and participating in multi-agency work including
drugs and alcohol education in schools.

•

Drug Deaths. The average age of a person dying from a drug death in Dumfries
and Galloway is 40. A work stream has been identified to address the needs of
older drug users to reduce harm and address other aspects of their life that are
impacting on health. The Naloxone programme across Dumfries and Galloway
works in partnership with the NHS, Third Sector and pharmacy service to provide
training and Naloxone kits to drug users and their families to recognise overdose
and know what to do in an overdose situation.

•

Treatment and Recovery. These services provide one of the main methods of
helping individuals to reduce their drug or alcohol use. Recovery includes
services supporting individuals in their recovery plans, involving them in the way
services are delivered and encouraging them to be involved in recovery
communities. The ADP has helped establish two recovery cafes in the Stewartry
and Stranraer. Plans are in development to link with the national Recovery
Consortium to look at ways of developing recovery communities in Dumfries and
Galloway.

Reducing use of and harm from tobacco in Dumfries & Galloway
There are a number of important areas in tobacco control where work is being taken
forward locally.
•

Smoking Cessation LDP target. This target asks NHS Boards to sustain and
embed successful smoking quits at 12 weeks post quit in the 40 per cent most
deprived SIMD areas. The target for 2018/19 requires an increase of 10% in the
number of successful quits compared with 2017/18. This is a significant
challenge.
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Actions to be taken to address the new target include: individual reports to
community pharmacies on their performance with offer of a structured training
package; work to increase referrals to the specialised cessation service; and
greater investment in following up clients who have relapsed. Other areas for
improvement include longer appointment times for new clients, greater flexibility
in how clients are supported in cessation with more use of phone or text
communication and increased use of social media.
•

National Branding. All smoking cessation services in Scotland now come under
the national brand of “Quit Your Way”. In Dumfries & Galloway this means there
will be Quit Your Way specialist services (previously Smoking Matters) and Quit
Your Way community pharmacy services. This change is presently being
implemented and will take time to bed in.

•

Quit Your Way - Pregnancy. A dedicated programme of work aims to improve
longer term outcomes for smoking cessation in pregnancy. This includes a
referral procedure, a dedicated staff member to support cessation in pregnancy
and carbon monoxide monitoring.

•

Quit Your Way - Mental Health. Work is ongoing in this area through the
“Support in Mind” project. Acute Mental Health services are creating a Tobacco
Champions model.

•

Smoke-free Prison. From November 2018 smoking will be banned in prisons
throughout Scotland under legislation. Much work is going into the planning of
this with Her Majesty’s Prison Dumfries.

•

Smoke-free NHS grounds. From November 2018 under legislation it will
become an offence to smoke within 15 metres of an NHS building. For the rest of
NHS grounds, smoking will be covered by the local Dumfries & Galloway tobacco
policy. Work is taking place to inform staff of the change and update the tobacco
policy as required. It is also important to ensure patients or staff who smoke
have the option of cessation support if they wish.

•

Smoking Prevention. There is a comprehensive programme in primary and
secondary schools. This includes classroom workshops, lessons, competitions
and health events. The Stop Smoking in Schools Trial (ASSIST) programme (a
peer-led school-based prevention programme) has been extremely well
supported by secondary schools over the past three years and is now
commencing a second three-year period.

PRIORITY 5: WE HAVE A SUSTAINABLE INCLUSIVE ECONOMY WITH
EQUALITY OF OUTCOMES FOR ALL
Inequalities are unfair avoidable differences across the population and between
groups within it. These can include inequalities in income, health, wealth, power or
social opportunity. All are important, as health is linked to the ability to participate
fully in society and having the resources or social connections to do so. Much of the
action to address inequalities requires actions in the national sphere but there are
also actions that can help locally.
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Addressing inequalities in Dumfries & Galloway
Locally, reducing inequalities has been identified as a priority in the vision of the
NHS Board, in Health and Social Care Integration Strategic and Locality Plans, the
Public Health Strategic Framework, the Local Outcomes Improvement Plan and
Dumfries and Galloway Council priorities.
•

Fairer Scotland Duty. The Fairer Scotland Duty places a legal requirement on
public bodies to set out how they can reduce inequalities caused by socioeconomic disadvantage. Work is progressing across the NHS and Health and
Social Care Partnership to ensure the Duty is being adhered to. Key to this is the
requirement for both the NHS and Health and Social Care Partnership to
undertake Impact Assessment on strategic policies, plans and service
developments.

•

Financial Inclusion. The NHS and Health and Social Care Partnership have
roles to play in supporting financial inclusion. Work is developing in partnership
with GP Clusters and local welfare advice service providers to look at welfare
advice provision in GP Practices and other health settings. This work will link to
the roll out of the Community Link Worker Programme. Additional activity is
based on designing e-referral and financial inclusion pathways in Health Visiting
and Midwifery Services. This is linked to the Child Poverty Action Plan and the
Mitigating the Impact of Welfare Reform outcome focused plan.

•

Tackling Poverty. Through links to the Anti Poverty Strategy and the Tackling
Poverty Co-ordination Group, shared activity around important issues such as
fuel poverty and food poverty is being delivered.

•

Social Isolation. Work is progressing in terms of tackling social isolation. For
example, there are well established Men’s Sheds in each of the four localities
while the Rural Farmers Project targets a specific group with tailored support.

•

Housing and Homelessness. Other areas where the NHS and Health and
Social Care Partnership are taking an active role in addressing inequalities and
supporting the ambition to build an inclusive economy is through work associated
with housing and homelessness. This includes work with partners focusing on
marginalised groups such as Gypsy Travellers.

•

Local Partnerships. Local partnerships are central to delivering action which
tackles inequalities that exist in Dumfries and Galloway. Through contributing to
the Local Outcomes Improvement Plan, which has a focus on tackling socioeconomic inequality, both the NHS and Health and Social Care Partnership are
contributing to the ambition of achieving a sustainable inclusive economy with
equality of outcomes for all.
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PRIORITY 6: WE EAT WELL, HAVE A HEALTHY WEIGHT AND ARE
PHYSICALLY ACTIVE
A healthy diet and regular exercise bring a wide range of benefits for both physical
and mental health. They play an important role in attaining and maintaining a
healthy weight and help protect against many serious health conditions. Conversely,
a poor diet, unhealthy weight and physical inactivity are major and growing issues
and impact across all communities and public services.
Supporting healthy eating, weight and physical activity in Dumfries & Galloway
Recent data indicate that 29.3% of Dumfries & Galloway children entering Primary 1
are overweight or obese while just 17.1% of school pupils meet current physical
activity guidelines. The challenges are not exclusive to children and young people.
Amongst Dumfries & Galloway adults, 68% are overweight or obese while 40% do
not meet current physical activity guidelines.
Local actions to improve healthy eating, weight and physical activity are wide ranging
and include:
•

Physical Activity Strategy. Implementation of twenty-two recommendations
designed to improve population physical activity by 5% by 2023.
The
recommendations identify projects to retain, scale up or add new approaches.

•

Physical Activity Pathway. NHS Dumfries and Galloway in partnership with
NHS Health Scotland are testing a peer approach to embed a Physical Activity
Pathway into services. The development of new training and resources will help
develop skills in the wider workforce for raising the issue of physical activity with
patients and support the signposting into local physical activity opportunities.

•

‘Let’s Motivate’. There is ongoing delivery and scaling up of Let’s Motivate
Training to organisations and groups working with adults and older adults. Led
by Dumfries and Galloway Council, Let’s Motivate builds the capacity and
confidence of this workforce to introduce safe and adapted physical activity within
their setting. Let’s Motivate includes activities designed to improve strength,
balance and co-ordination which can help prevent falls and support healthy
ageing.

•

Active Travel. Work continues to encourage active journeys to school or work.
Active Travel projects will continue to be prioritised by Council and NHS across
different life stages with national partners including Sustrans Scotland.
Workforce walking challenges using pedometers help support behaviour change.

•

Active Schools and Community Sport. Active Schools and Community Sport
programmes provide opportunities to increase children and young people’s
participation in physical activity and provide lifelong health and social benefits.

•

Improving Diet and Healthy Weight. Local actions are being developed that
result from the national strategic document: A Healthier Future - Scotland’s Diet
and Healthy Weight Delivery Plan, which is set out under five desired outcomes.
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•

Healthy Food. Work is ongoing to maintain and further develop the availability of
healthy food in NHS Dumfries & Galloway and the wider public sector.
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RECOMMENDATION
The Board is asked to note the planned developments for Tobacco control over the
coming year and endorse the actions in relation to the Local Delivery Plan (LDP)
target for smoking cessation and legislative and policy changes due in 2018.

CONTEXT
Strategy / Policy:
Scotland has set an ambitious challenge of creating a Smoke-free generation by
2034. This aspiration has been highlighted to the NHS Board in previous tobacco
papers with the most recent update in progress in August 2017. The Scottish
Government is increasing its efforts in a bid to meet the 2034 aim and this is set out
in the new Tobacco Strategy for Scotland “Raising Scotland’s Tobacco-free
Generation” (May 2018). An updated local plan will be developed to ensure that we
continue to address health inequalities in relation to smoking, and seek new and
innovative ways to engage different groups of smokers.
Organisational context
This paper is important for the board to note because of the important legislative
changes due in Scotland (November 2018) and the immediate challenges in meeting
the LDP target for smoking cessation.
Key messages:The paper sets out current work along with proposed measures to improve outcomes
from smoking cessation and wider tobacco control
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GLOSSARY OF TERMS
HEAT
HMP
HSCSMT
LDP
QOF
ICP

-

Health Improvement, Access and Treatment
Her Majesty’s Prison
Health and Social Care Senior Management Team
Local Delivery Plan
Quality and Outcomes Framework
Integrated Care Pathway
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MONITORING FORM
•
•
•

Policy / Strategy

•

Creating a Smoke-free Generation
Raising Scotland’s Tobacco-Free Generation
Let’s be Tobacco free (NHS D&G 2016) and update
(2017)
NHS Dumfries & Galloway Tobacco Policy.

Staffing Implications

Anytime anywhere has the potential to make service delivery
more efficient and less time wasted subject to a pilot working
well for clients and Advisors

Financial Implications

Smoke-free Prisons from Scottish Government has been
funded by an additional resource. Potentially there may be
increased prescribing costs to support cessation. A paper
will go to the Area Drug and Therapeutics Committee in
August to highlight this.

Consultation / Consideration

Aspects of this paper (in relation to targets) have been
presented at Health & Social Care Senior Management Team

Risk Assessment

For smoking cessation a risk assessment has been carried
out in relation to meeting targets and currently NHS Dumfries
& Galloway have a high risk of failing to meet their LDP target
for smoking cessation

Risk Appetite

Low

Medium 

High

This paper addresses the reputational risk category of failing
to meet a Scottish Government target. Risk appetite is
therefore assessed as Medium.
Sustainability

The social and economic impact should be beneficial to
individuals, communities and the NHS along with many other
employers if health is improved through smoking cessation.
There is impact on the environment for those who chose to
continue to smoke. There is low impact on the environment
delivering services other than transport across the region.

Compliance with Corporate Corporate Objectives 1, 2, 3, 4, 5 and 6
Objectives
Local Outcome Improvement Outcomes 3 and 8
Plan (LOIP)
Best Value

•
•
•

Effective partnerships
Use of resources
Sustainability

Impact Assessment
Will be carried out prior to the paper going to the NHS Board in August.
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STRUCTURE OF THE REPORT
The purpose of this report is to provide an update on Tobacco Control including on
local actions, progress to date, challenges faced and next steps to improve our
performance.
We have arranged our work into the three themed areas as set out in the national
strategy “Creating a Tobacco-free generation” (2013).
These areas are:1. Smoking cessation - Helping smokers to stop smoking
2. Smoking prevention- Encouraging young people to make healthier choices
3. Protection and Regulation-protecting the most vulnerable from the harmful
effects of tobacco.
This report has been set out in five sections which includes a summary of current
work and challenges in the three themed areas (sections 1, 2, 3) and two further
sections to provide more detail on planned improvements (section 4) and a
Conclusion (section 5).
1. Smoking cessation
Smoking cessation in Dumfries & Galloway is delivered by three distinct services:
• Smoking Matters Service, All Community Pharmacies and Her Majesty’s
• Prison(HMP) Dumfries. As it is the responsibility of the board to support both
Community pharmacies and HMP Dumfries in smoking cessation, Smoking
Matters provides both services with administrative support, training and
resources, and
• Works closely with each service providing information and guidance as
required.
Smoking cessation targets:-In terms of meeting targets for smoking cessation (the
previously known Heat Efficiency, Access and Treatment -HEAT and the present
Local Delivery Plan LDP standard) our submissions for this target are based on a
combined result of the three above services. Therefore the overall result is
dependent on each service delivering consistent quit outcomes for their clients over
a three month period.
The 2017/18 LDP standard is to sustain and embed successful quits, at 12 weeks
post quit for people residing in the 40% most deprived datazones. Although every
smoker should be important to the NHS in terms of benefits to the individual and to
the organisation for encouraging smoking cessation, it is only the clients from
specific datazones who set a quit date and who have successfully stopped smoking
12 weeks after their set quit date who will be included in our combined LDP target
numbers. Appendix A, figure 1 shows the most recently published data on our
performance in relation to meeting this target. The actual total number of successful
quitters in the specific datazones for 2017/18 we should have supported is 232. The
number of successful quits achieved was 126 by the end of the third quarter of the
year. It is therefore highly likely we will miss this target by approximately 25% (65
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missing successful quitters at 3 months) and the final quarter report for the LDP
2017/18 will be available in August (2018)
Factors affecting our missing the target may include the following:•

In Dumfries & Galloway the numbers of smokers using stop smoking services
is reducing and this is a similar picture in all health boards in Scotland
(Appendix A, figure 2). The reasons for a drop in numbers coming to services
are complex and no single factor is responsible. With the change in the GP
contract and the loss of the Quality and Outcomes Framework (QOF) this may
have had a bearing in drop in GP referrals.

•

Other sources of referrals from within the NHS have seen a drop in numbers
(Appendix A, figure 3).

•

Owing to there being a number of competing health improvement priorities,
this may result in the importance of smoking cessation being lost in a range of
options for health care professionals to consider.

•

The E.cigarette in some respects may contribute to potential quitters using
this product where smoking is not permitted i.e. indoors and continuing to
smoke, therefore the momentum of smoking cessation has been diminished.

•

Some smokers may have swopped entirely from smoked tobacco products to
the E.cigarette for smoking cessation and this would be considered to be a
success in smoking cessation terms, but previously this potential quitter might
have used a service to stop smoking.

•

The smokers we are trying to engage with are the harder to reach groups of
smokers, there may be greater levels of addiction and as such require more
tailored interventions and over a longer period of time.

•

Certain groups of smokers may be less motivated to consider stopping
smoking and therefore engagement is challenging e.g. smokers who are
pregnant.

•

The performance of each service delivering smoking cessation is critical to
our overall results. In Appendix A (figure 1) the variation in performance
between each service is significant and does have an important effect on
meeting our targets. For example overall Community Pharmacy results are
much lower than Smoking Matters and Prison services. Also between each
community pharmacy there can be considerable variation, with some
pharmacies being good at engagement of smokers whilst other pharmacies
are less so. All community pharmacies report poorer outcomes at the three
month stage, therefore there is a higher drop-off of clients going through a quit
attempt than there is in Smoking Matters for example.

New Target 2018/19 -A new smoking cessation target is planned for this year
2018/19 and it is to be confirmed the actual figure, however we can expect this figure
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to be approximately the same as 2017/18, and will continue to be an inequalities
focused target.
Smoking and health inequalities – apart from geographic areas being important to
target our interventions there are also priority groups of smokers such as the
following:•

Pregnancy – High rates of smoking in pregnancy in Dumfries & Galloway is
strongly linked to inequalities. The “opt-out” referral pathway was introduced
and overall numbers of referrals and successful quits increased modestly.
However this is a challenging group to engage with and Smoking Matters has
further modified and improved our intervention and we are noticing a small but
significant improvement in engagement of clients and quitting outcomes.This
work is ongoing.
A local smoking and pregnancy report will be available in the near future and
will provide more detailed information on service uptake and outcomes along
with views and experiences of young women who try to stop smoking during
pregnancy. Initiatives such as incentive schemes have proven to be
successful in two other health boards.

•

Mental health –Smoking cessation for those experiencing mental health
difficulties is an important group not least because smoking prevalence is
much higher than the average population (50-70% in comparison with 21%). It
is very likely that this group of smokers may experience much greater levels
of addiction and it may be that smoking cessation has either not been
considered or may be of less importance than other health difficulties.
Smoking Matters has run a successful group with Support in Mind, created
the Tobacco Champion model specifically for the mental health teams acute
and community, and developed a small community project on Second Hand
smoke in the Home. This work is ongoing.

•

Secondary Care – An Integrated Care Pathway (ICP) was introduced in 2014
and at the time this increased referral numbers to Smoking Matters. However
since this time the numbers have halved annually and at present advice and
support is provided to in-patients on an ad-hoc basis. It is difficult for the
specialist service to locate smokers on wards and we are dependent on
receiving referral from wards to the service (Appendix A figure 3). This work is
ongoing and we are seeking to increase our presence over the coming
months

•

Looked after children- Presently a referral pathway has been established
and although not high numbers, Smoking Matters is receiving referrals and we
support young people being referred to the service either in residential homes
or in clinics dependent on location and preference of the young people
themselves.

NOT PROTECTIVELY MARKED
Page 6 of 10

•

Other groups of smokers are identified through specific initiatives or projects
targeting areas of inequalities such as a greater number of clinics being
delivered in key geographic areas, linking with external agencies such as
Housing Partnerships, D&G Credit Unions, workplaces etc.

2. Smoking prevention – Encouraging and protecting children from the harms
of tobacco
•

Assist is a peer led smoking prevention programme originally developed by
Cardiff University and the University of Bristol. This peer-led intervention
targets 12-13 year old pupils, which is the age at which smoking uptake in
young people begins to accelerate. NHS Dumfries & Galloway bought a three
year licence (2015-17) and, owing to the successful engagement of
secondary schools in the region participating in the programme, we are now
entering another three year licence period (2018-20).

•

Primary and Secondary Education -There has been a consistent
programme of educational lessons, workshops, school assemblies and health
days specifically on tobacco with young people in primary and secondary
education specifically and to some extent in further education however there
is an opportunity to develop this work further. All of the work in mainstream
education complements the above ASSIST programme and ensures that
young people are being given evidence-based information tailored to age and
stage and the tobacco free messages young people receive are being
repeated throughout their school years but in different formats.

3. Protection, Regulation and Legislation
•

Second Hand Smoke- “Take it Right Outside” is an ongoing Scottish
Government campaign. Along with the campaign message, Smoking Matters
provides training and project support on “Home Sweet Home”, where clients
are referred for the specific purpose of being given advice on making their
homes smoke-free. Often this can be a first step towards smoking cessation.
Second hand smoke advice is also included as a requirement for all Health
Visitors.

•

The E.cigarette – this product remains an important topic for discussion with
experts from different fields of expertise. Through the European Tobacco
Products Directive there is now regulation in place where manufacturers of
this product can choose two routes to pursue, either as a general consumer
product, or as a medicinal product. If sold as a consumer product it is subject
to a range of restrictions and controls such as advertising, nicotine content
stated on packs, no sale under 18, etc. If instead a manufacturer makes
therapeutic claims this must be regulated and will be available as an over the
counter medication for smoking cessation and will not be subject to
restrictions on advertising. The best advice (NHS Health Scotland) states is to
stop smoking with proven tried and tested methods, however e.cigarette
should not be discouraged as part of a stop smoking attempt if it is the only
product tolerated, or indeed is chosen by the would-be quitter.
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Health professionals would never actively recommend the E.cigarette for
smoking cessation, however there are exceptional circumstances that arise
when health is seriously compromised owing to ongoing smoking and advice
is needed by clients.
•

NHS Smoke-free - in November 2018 the Scottish Government will
implement the Amendment to the 2006 legislation (banning smoking in most
enclosed public places). The detail of this amendment will mean that it will be
an offence for an individual to smoke on NHS grounds 15 metres from the
hospital building. Under the law there will be two possible offences, an offence
for an individual to smoke within this area and offence for the NHS to allow
smoking to take place in this area. Beyond the 15 metre perimeter, the local
tobacco policy restrictions will be in place. An initial update paper has been
circulated to all NHS staff (Appendix B) and more information will be
circulated as it is made available from Scottish Government. At this early
stage and as part of preparations, stop smoking support for staff and patients
will be promoted over the coming months, with all flexible arrangements
considered to support staff. A similar staff support programme will be
promoted for Prison Services staff. It will be a potentially confusing message
to convey that our grounds are partially bound by law and the remainder by
local tobacco policy restrictions, and so efforts in the coming months will be
focussing our message on a total ban on smoking on NHS grounds, coupled
with the detail of the enforcement arrangements.

•

Smoke Free Prisons - On November 30th 2018 all prisons in Scotland will
become smoke-free. The Scottish Government, Scottish Prison Services,
Health Scotland, HMP Dumfries with input from Smoking Matters are
collectively putting in place plans to ensure that all aspects of this new law
have been addressed.

4. Making changes, improving quality and greater community engagement
•

Improving the quality of services for smokers - As our LDP target is a
combination of three different services the performance of each service needs
to be reviewed and a series of measures introduced to ensure every client
going through a structured quit attempt is given the same or similar support.
Specifically the performance and outcomes of Community Pharmacy quit
attempts require an intensive programme of improvement with certain
community pharmacies. This programme will include reports, and placing their
performance in a wider context, along with the offer of funded training places
for key staff members, the creation of a Pharmacy champion (for smoking
cessation) within the pharmacy and regular monitoring and feedback.
Smoking Matters and HMP Prison Services will also review their service
delivery to find ways of maintaining client engagement and motivation over a
longer period of time.

NOT PROTECTIVELY MARKED
Page 8 of 10

•

Possible increase of service users in prisons -We can expect an increase
in the number of quit attempts being made in HMP Dumfries on 1st December
(2018) with the introduction of the ban on smoking in prisons, however every
smoker who is being admitted on or after this date may not necessarily opt for
a structured stop smoking attempt with NHS services within the prison. It is
possible that they may instead choose not to engage with NHS services but
instead use the E.cigarette which will be available for purchase as an
exchange option for tobacco. We are nevertheless planning for an increase in
numbers of service users along with the possibility of an increase in
prescribed medications for smoking cessation, and the Scottish Government
has provided all boards with prisons an increased budget for this current
financial year.

•

Different groups of smokers and different settings – Smoking Matters is
working to create a wider profile with social services, minority groups,
workplaces, NHS staff and Local Authority staff to promote smoking
cessation. Along with the above we are also trying to increase our activity and
profile on social media in a bid to create greater engagement and uptake of
young people in smoking cessation programmes.

•

Primary Care, Secondary Care and Localities- All these areas offer stop
smoking services with the greatest opportunity to increase referral numbers.
H&SCSMT have supported the recommendations in an attempt to address
falling referral numbers and work is being progressed with Primary and
Secondary Care in an attempt to raise the profile and re-engage health
professionals. There are very clear opportunities to improve upon the present
system of referral within secondary care and this needs to be developed
further with senior staff. NHS smoke free grounds also offer us an opportunity
to increase promotion with staff and patients of the benefits of stopping
smoking. Localities to date have not proven to be a source of referrals and
this requires more work to try and establish tobacco as a public health priority,
along with the many other priorities.

•

Florence text messaging system – has proven to be a highly motivational
tool to use for smokers going through a quit attempt. Smoking Matters will be
implementing this system in the next months which is a motivational text
messaging service for clients going through a structured quit attempt with
either Smoking Matters or Community Pharmacies.

•

Trialling new interventions in service delivery - “Anytime Anywhere” is a
new National Services Scotland pilot scheme of which Smoking Matters is in
the process of trialling a pilot in stop smoking support through a virtual on
screen environment. This involves an Advisor holding a virtual clinic and
clients in their own home or at their workplace will be able to come into this
virtual clinic via an app. This small pilot has great potential providing we are
also able to maintain high levels of care in prescribing and monitoring of
quitting outcomes.
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•

National Branding - Quit Your Way is the new national brand for stop
smoking services , Smoking Matters has very recently changed to Quit Your
Way – specialist service, Quit Your Way- Prison services and Quit Your WayCommunity Pharmacy. It will take time for this new identity to bed in locally
however there is good evidence that smokers engage much more with an
identifiable national image, and this will create consistency across Scotland
and with the new Public health reform and regional Boards.

5. Conclusion
This paper has given an overview of work on Tobacco Control and follows many of
the actions that were set out in the original Tobacco Control Action Plan (2016).
Since this time new ideas and projects have become available for us to test out, and
this allows services to develop and be responsive to a changing environment, for
example a far greater use of social media and holding virtual clinics hold exciting
possibilities for service delivery in the future. These most contemporary possibilities
should not be seen as replacing the invaluable face to face interventions Advisors
provide to our most vulnerable individuals. Flexible interventions for the needs of
different groups of smokers should give us the best chance of successful outcomes
when trying to improve health in relation to the great harm caused by tobacco.
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Appendix A
Figure 1
These two table represents data from individual service performance and
combined data which gives the overall measurement of performance for the
LDP standard in smoking cessation
Performance figures against Smoking Cessation 2017/18 LDP standard
Quarters 1-3
service

Overall total no.
of quit attempts

Most deprived
total no. quit
attempts

Number of 12
week quits

12 week quit
rate

HMP Dumfries

65

65*

15

23%

Community
Pharmacy
Smoking
Matters
Service

391

218

26

12%

575

312

85

27%

*please note that all prison quit attempts for smoking cessation are included as being part of
our overall LDP inequalities target

Combined data for NHS Dumfries and Galloway
Quarters 1-3
service

Overall total no.
of quit attempts

Most deprived
Number of 12
12 week quit
total no. quit
week quits
rate
attempts
SMS,CP & HMP
1031
595
126
21%
N.B quarter 4 will be reported on August 2018 giving us a total year’s performance for the LDP
standard
Information provided to NHS Boards on quarterly reporting from Information & Statistics
Division (ISD)

Figure 2

D&G Quit attempts
4000
3000
2000
1000
0
2009-10

2010-11

2011-12

2012-13

2013-14

2014-15

Extracts taken from ISD reports 2017

2015-16

2016-17

Figure 3
Numbers of referrals from Maternity services
Year

2013/14
2014/15
2015/16
2016/17
2017/18

Referral Numbers
47
339
252
223
216

Extract from the national smoking cessation database

Number of referrals from Secondary Care
Year

2013/14
2014/15
2015/16
2016/17
2017/18

Referral Number
323
693
636
336
229

Extract from the national smoking cessation database

Appendix B

NHS Smoke –free grounds (Scotland) 2018
Update paper

Please note this paper is to update senior leadership on progress and is based on discussion with
David Bryson (Chair of the Tobacco policy group) and advice from
Morris Fraser (Tobacco Control Division, Scottish Government)

Smoking, Health and Social Care (Scotland ) Act 2005
NHS Smoke free grounds is being included as an amendment to the above legislation
which was implemented in 2006, and therefore is not a new law. The new date for NHS
grounds to be Smoke-free is November 2018
It is intended that smoking will be banned up to 15metres distance from a hospital building.
The distance of 15 metres is based on evidence that anything beyond 15 metres exposure
to Second-Hand smoke is negligible
The existing 2005/6 law has two offences –one for smoking and another for allowing others
to smoke. There is an onus on NHS Boards to be seen to be taking action and preparing for
the new offences applying to the grounds outside the buildings
The Scottish Government will be circulating more information to NHS Boards in the next few
weeks with details on the legal definition of what constitutes a “hospital building”
A national media campaign will run approximately one month prior to the date with
newspaper, radio and social media
Enforcement
It is intended that the same enforcement arrangements are in place for smoke-free
grounds as was for the implementation of banning smoking in most enclosed buildings.
Local Authorities will carry out inspections and carry out fixed penalty notices as stated in
the amendment to the Act. Local Authorities are funded to carry out these inspections by
the Scottish Government
NHS D & G planning and arrangements needed to support November 2018
We are advised to review our local tobacco policy with immediate effect, and
consideration will need to be given to a number of areas e.g.
• It has been proposed to seek advisory support and possibly joint inspection with
Environmental Health locally to prepare
• NHS D&G to consider monitoring and enforcement arrangements over the 15 metre
agreed line (proposal of Community wardens)
• Consideration be given to the symptomatic relief of nicotine addiction for staff and
in-patients

•
•

Advice and offer of support including information and/or smoking cessation for
patients being referred to D&G hospitals
Re-consideration of reversing the ban on use of the E.cigarette on hospital grounds
and seeking to join a Scotland wide consistency on this matter

Information sessions for staff and patients on the change to legislation
These sessions will be offered when all the details are available, and will be offered across
the region and via Beacon and social media
Quit Your Way (previously Smoking Matters)
We will host promotional stands in DGRI and the GCH one month leading up to the ban
along with training and support sessions for Community Wardens
Area Drugs and Therapeutics Committee
A paper will be submitted to AD&TC to highlight increased prescribing costs with regards to
the management or symptomatic relief for in-patients who are unable or who do not wish
to consider smoking cessation during their hospital stay
Change
We are asking all senior staff to take a role in supporting this way forward and to become
involved in starting conversations with smokers on grounds. The success of this change is
more likely to be achieved through supporting a cultural change, rather than through
enforcement
For more information on any aspect of this paper please contact Trish Grierson
trish.grierson@nhs.net
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Board Briefing
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Rachel Hinchliffe
Communications Assistant
Date:

Sponsoring Director:
Jeff Ace
Chief Executive
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RECOMMENDATION
The Board is asked to discuss and 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
Strategy

and

Galloway

Communication

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.

Risk Appetite
Low
Medium 
High
This paper aims to demonstrate the activities that
have been undertaken between the NHS Board
Meetings, which promotes a positive reputation for
the Board, therefore, a medium risk appetitie level
has been noted above.
Not applicable.

Sustainability
Compliance
Objectives

with

Corporate This paper
Objectives.

encompasses

Local Outcome Improvement Outcome 6
Plan (LOIP)
Best Value

•
•
•
•
•

Vision and Leadership
Effective Partnerships
Use of Resources
Performance Management
Equality

Impact Assessment
Not applicable.
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SECTION 1 – EVENTS
Do you know a Healing Hero?
Celebrating 70 years of the NHS in Scotland, in partnership with Healthier Scotland
and the Daily Record, the Scottish Health Awards 2018 nominations have now
opened. The closing date for entries is 30th August 2018.
Categories include Support Worker Award, Innovation Award, Volunteers Award,
Optometrist Award, Midwife Award, Therapist Award, Care for Long-Term Illness
Award, Young Achievers Award, Unsung Hero, Care for Mental Health Award,
Integrated Care for Older People Award, Healthier Lifestyle Award, Leader of the
Year Award, Dentist Award, Nurse Award, Doctor Award and Top Team Award.
For more information visit the website www.scottishhealthawards.com or telephone
0141 309 3423
Cycle to Work Day 15th August
On 15th August 2018 NHS Dumfries and Galloway will be celebrating Cycle to Work
Day. Cycle to Work Day is an annual celebration of cycling and everyone who
pledges to take part will be entered into a prize draw. To pledge your miles, please
visit www.cycletoworkday.org
Alzheimer Scotland Memory Walk
Every year, thousands of fantastic supporters sign up to their local Alzheimer
Scotland Memory Walk, helping to raise vital funds to support people with dementia
and those who care for them across Scotland. This year the Dumfries Memory Walk
will take place at the Dock Park on 23rd September 2018, giving families and
communities the chance to walk together with family and friends living with dementia.

SECTION 2 – STAFFING CHANGES, INCLUDING NEW STARTS, RETIREMENTS
Nithsdale Health and Wellbeing Team – New Appointment
Nithsdale Health and Wellbeing Team would like to welcome Caroline Comerford as
the new Health Improvement Officer.
New Regional Specialist Nurse - Lymphoedema
Sylvia Marshall has recently been appointed to the post of Lymphoedema Specialist
Nurse and can be contacted on 07736 955487 or e-mail at sylvia.marshall@nhs.net
She is currently based within the Rehab Unit at Nithbank.
Community Mental Health
Mhairi McDonald retires on 31st July 2018. Mhairi registered as an Adult Nurse in
1982, then moved on to become a Mental Health Nurse in 1990.
Claire Martin has taken up her post as Specialist OT within the Mental Health and
Intellectual Disability Occupational Therapy Service, based at Masonfield in
Newton Stewart.
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Thornhill Hospital – New Starts
Two new staff nurses have been recently appointed at Thornhill hospital, Joanne
McMath and Alison Townsley, and HCSW, Sarah Gleave. Keara Farrell will take
over from Dorothy Lindsay when she retires in November 2018.
Loyalty Awards for 25 years Service
NAME
DESIGNATION

BASE

Gail Adams
Angela Hamilton
Lorna Ann Hunt

Criffel, Crichton
Sanquhar Health Centre
Thornhill Hospital

Patricia Mckie
Elaine Robertson
Belinda McCaa
Lesley Kelly

Health Facilitator
Domestic
Healthcare
Support
Worker
Medical Secretary
Admin Assistant

DGRI
Accident & Emergency,
DGRI
Healthcare
Support Nithsdale Ward, Midpark
Worker
Hospital
Staff Nurse (Learning Midpark Hospital
Disabilities)

START
DATE
13/04/1993
05/04/1993
17/05/1993
01/03/1991
05/01/1993
14/09/1992
04/03/1991

SECTION 3 - CURRENT CONSULTATIONS
From
Scottish Government

Scottish Government

Topic

Response
due by
Increasing Employment of Disabled People 15/08/2018
in the Public Sector
Replacement and Refurbishment
University Hospital Monklands

of 15/10/2018

SECTION 4 – CHIEF EXECUTIVE AND CHAIRMAN COMMITMENTS
Chief Executive’s Diary
Key Events
August
6th
- NHS Board Meeting
th
7
- NHS Chief Executives Meetings
8th
- NHS Chief Executives Meetings
13th - National Infrastructure Board
13th - Endowment Trustees SubGroup Meeting
th
14
- Scottish Radiology
Transformation Programme
Conference
21st - Board Management Team
29th - Strategic Capital Programme
Board

Chairman’s Diary
Key Events
August
6th - NHS Board Meeting
13th - Endowment Trustees SubGroup Meeting
31st - West of Scotland Regional
Chairs Group
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31st -

West of Scotland Health and
Social Care Delivery Group

September
6th - Diagnostic Steering Group
10th - Endowment Trustees Committee
meeting
th
10 - Healthcare Governance
Committee
11th - NHS Chief Executives Meetings
12th - NHS Chief Executives Meetings
17th – Audit and Risk Committee
18th - Board Management Team
19th - National Specialist and
Screening Committee
24th - Staff Governance Committee
26th - Strategic Capital Programme
Board
th
27 - Scottish Radiology
Transformation Programme
Conference

September
9th Performance Committee
th
10
Endowment
Trustees
Committee meeting
10th Healthcare
Governance
Committee
17th Audit and Risk Committee
DGRI
th
Staff
Governance
24
Committee

Chief Executive Appointments to Regional and National Groups
Chair of NHS Board Chief Executives
Chair of Transforming Care after Cancer Treatment Programme Board
Chair of Radiology Transformation Board
Co-Chair of Sustainability and Value Board
Chair of the National Planning Forum
Chair of Diagnostic Steering Group
Member of Children and Young People’s Cancer MSN

Chairman Appointments to Regional and National Groups
Member of Fit for Work Scotland - Programme Board
Member of Quality of Care Design Panel and Strategic Group Meeting
Member of West of Scotland Regional Chairs
Member of Guiding Coalition - Integration Workstream
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Agenda Item 201

DUMFRIES AND GALLOWAY NHS BOARD
Audit and Risk Committee
Minutes of the Audit and Risk Committee meeting held on Monday 19th March 2018 at
10.00 am to 1.00 pm in the New Boardroom, Crichton Hall, Bankend Road, Dumfries,
DG1 4TG.
Present
Dr L Douglas
Ms L Bryce
Mrs G Cardozo
Ms G Stanyard

LD
LBr
GC
GS

Non-Executive Board Member (Chair of Committee)
Non-Executive Board Member
Non-Executive Board Member
Non-Executive Board Member

Mr J Ace
Mrs K Lewis
Ms J Watters
Mr J Boyd
Ms L Bass

JA
KL
JW
JB
LBa

Chief Executive
Director of Finance
Chief Internal Auditor
External Auditor – Grant Thornton UK LLP
Executive Assistant to Director of Finance
(Minute Secretary)

Mr G Gault
Ms M Stevenson

GG
MS

Mrs L Geddes
Mr P Armstrong
Mr C Isles

LG
PA
CI

General Manager (Item 14 only)
Patient Safety and Improvement Manager (Item 12
only)
Corporate Business Manager (Item 9 and 18 only)
Consultant, Emergency Medicine (Item 21 only)
Consultant, Physician (Item 21 only)

JBr
ED
RF
ST

External Auditor – Grant Thornton UK LLP
Nurse Director
Audit and Risk Committee Lay Member
Deputy Director of Finance

In Attendance

Apologies
Ms J Brown
Mr E Docherty
Mrs R Francis
Ms S Thompson

1.

Apologies for Absence
Apologies as noted above.

2.

Declarations of Interest
The Committee Chair asked members if they had any declarations of interest in
relation to the items listed on the agenda for this meeting. It was noted that no
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declarations of interest were put forward at this time.
3.

Minutes of meeting held on 18th December 2017
Audit and Risk Committee approved the minutes from the previous meeting on
18th December 2017.

4.

Matters Arising and Review of Actions List
KL took members through the actions from previous meetings. The following
areas were highlighted:
•
•

•

Internal Audit and IJB work – KL advised that work is continuing with a
view to progressing a joint audit function. A paper will be presented to
both the NHS and IJB Audit and Risk Committees in due course.
Audit Scotland Report: Integration Joint Boards – KL advised that the
project scope has now been published; this will be circulated to Board
members for information. JA confirmed that he is a member of the
national group.
Risk management and new risk relating to Children’s Services – KL
advised that this will be discussed at the next Risk Executive Group.
Action: KL

Audit and Risk Committee noted the Actions List.
5.

External Audit Quarterly Progress Update
JB presented the External Audit Quarterly Progress Update which consisted of
the following areas:
•
•
•
•
•

Progress as at March 2018
Update on audit work
Update on wider audit dimensions
Sector and technical updates
Wider insights

JB advised that progress on the audit is going well with no issues reported to
date. Committee discussed the report with the following points noted:
•

•

GC queried how the impact of Brexit is being accounted for within the
risk universe. JA advised that NHS Scotland is represented on a
national group looking at the implications of Brexit. On a local level, the
key focus is in relation to recruitment. Potential implications will be
looked at once a final outcome has been confirmed. JB advised that any
risks relating to this could be added to the corporate risk register. JB
added that Audit Scotland is looking at producing a report on the
implications of Brexit.
GC referred to the technical update on patch management and queried if
our IT systems are aligned with this. It was agreed to raise this with GG
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under agenda item 14.
Post meeting note: Due to time restraints this was not addressed; GG
has been contacted and an update requested; this will be issued to
Committee in due course.
Action: GG
• In terms of Audit Scotland updates, KL noted that there have been some
discussions re integration and set aside budgets. JB referred to a
partners meeting he is attending later this month and advised that this is
an area of focus, adding that there are wider discussions taking place
around IJB governance in general.
• GS referred to the wider scope audit on governance arrangements,
noting that new Non-Executive members will be joining the Board shortly.
GS asked JB if there was any good practice guidance for inducting new
members. JB highlighted a number of areas for consideration eg.
training programme, mapping skills/experience, diversity of membership,
good financial understanding and continuous development.
Audit and Risk Committee noted the report.
6.

Audit Scotland Reports Update
KL presented the paper advising that a register is maintained of all reports
received from Audit Scotland. The full register for 2017/18 was attached as an
appendix. No new reports have been issued from Audit Scotland since
previously reported.
Audit and Risk Committee noted the paper.

7.

Internal Audit Activity Quarterly Progress Update
JW presented the report which provided an update on progress against the
2017/18 Internal Audit Plan. JW highlighted the key points from the paper:
•
•

•

•

An appendix was included which showed progress against all 15
audits. Five audits have been completed to reporting stage and a
further six are underway.
JW advised that scheduling briefings with staff had been challenging
over the past few months due to workloads/commitments, leave, new
hospital move etc, however, progress has been made lately on this and
a number of debrief meetings have taken place over the past few
weeks as detailed in the table.
JW provided an update on overdue audit actions noting that we have
seen a slight reduction over the past few months. The management
report on overdue and high risk items was noted under agenda item 10.
Some progress has been made and Internal Audit has been working with
staff to source the evidence to close these off on Issue Track.
An update on KPIs was included as an appendix.
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Committee discussed the paper with the following points noted:
•
•

•

Committee were encouraged to see that some progress has been made
on the outstanding actions.
GC noted that a number of audits were ‘work in progress’ and queried
timelines for this. JW provided updates on these and confirmed that the
Internal Audit year runs up to June 2018 and it is anticipated that all
those listed will be completed by then.
JW referred to previous guidance on the length of reports to Committee
(6 sides, not including front cover or appendices). JW advised of the
challenges of this for this paper and was keen to ensure conclusions and
other key details are included to ensure appropriate scrutiny. Committee
were supportive of this noting the guidance was to ensure papers
contain the appropriate level of detail and succinct information, whilst
covering all key points to support scrutiny.

Audit and Risk Committee noted the report.
8.

Limited Assurance Update
JW advised that, at the time of producing the paper, no new Limited Assurance
audit reports had been issued since the last Committee meeting in December
2017. However, since the paper was distributed, two new Limited Assurance
audits have been issued and updates were provided on both:
•
•

Information Governance and Security Improvement Measures (DL17
2015)
Out of Hours Service

JW recalled that at the meeting in December 2017, it was noted that actions
remained on four limited assurance audits and a management update was
requested. KL wrote to leads on 3 February 2018 and updates were provided
within the paper on the following:
•
•
•
•

RM/01/13 Risk Management – Closed.
A/06/16 - Theatre Stores and Stock Controls – Closed
A/06/15 Waste Management – 3 actions outstanding. Update was
provided as an appendix
A/03/15 CEL’s and other SG guidance - One action outstanding.
Process being revisited.

LD reflected that it was good to see the Risk Management Audit was now
closed, and that the Committee will look forward to the regular Risk
Management updates ongoing.
LD was encouraged that progress had been made on the above audits and
queried if the remaining ones could be closed by June; it was anticipated that
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these could be closed off by then.

LB queried how limited assurance audits feed into the planning of future audit
work. JW explained the process and the various contributing factors in the
decision making process; limited assurance audits can become a priority in
following years.
Audit and Risk Committee noted the report.
It was agreed to move onto item 10 at this point in the meeting.
10.

Management Report on Outstanding Actions
KL presented the report recalling that at the last meeting, Committee agreed
that a management review of outstanding audit actions should be undertaken to
ascertain which items are overdue and high risk, and what progress is being
made. KL noted the following key points from the paper:
•
•

•

KL issued a communication to Executive Directors and leads on 13
February 2018, requesting an update on 59 outstanding high risk
actions. A copy of the completed report was attached as an appendix.
Leads were also reminded of the letter issued by the Chief Executive on
22 December 2016, advising that this was being reemphasised and that
Audit and Risk Committee was keen to ensure outstanding actions are
addressed.
From the 59 outstanding actions and responses:
• 6 actions have been closed.
• Leads have proposed that 14 actions can be closed (but this is
subject to provision of evidence to internal audit).

KL advised that a large amount of information has been collated and some
progress has been made. Management Team have actively reviewed the
progress of these audit actions and will continue to do so to ensure momentum
is maintained.
Committee discussed the report with the following noted:
•

•

LD was encouraged to see that some progress has been made and was
keen to ensure momentum is maintained. JW spoke of some of the
challenges of encouraging staff to move these to a conclusion and the
differing levels of understanding around risk.
GC highlighted the risk appetite and queried if this could be applied to
gain an impartial understanding of the outstanding risks, with a view to
undertaking a prioritisation exercise. There was brief discussion around
this and options for taking forward, noting the considerable work that has
been undertaken to date. Areas discussed included possibility of
targeting specific areas, how we move forward from an impasse, and
perceptions of and responsibilities around risk. JW spoke about
manager’s responsibilities for reviewing risks and actions. JB
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commented that some Boards adopt an approach, whereby managers
are responsible for closing off low risk issues and Internal Audit are
responsibility for closing higher risk items (with sample tests being
undertaken by Internal Audit on lower risk items).
Audit and Risk Committee:
•
•
•

Noted the report and the progress that is being made against the Internal
Audit Outstanding Actions.
For the remaining outstanding actions, management should maintain
momentum by encouraging leads to work towards closure and update
Issue Track by the end of March 2018.
Agreed that Internal Audit should undertake a further review of the report
in conjunction with the risk appetite to ascertain priorities. JW to submit
updated report at the next Audit and Risk Committee meeting in June
2018.
Action: JW

LG arrived at this point in the meeting. It was agreed to move onto item 9.
9.

Register of Interests and Gifts and Hospitality Internal
Audit – Recommendations Progress Report
LG presented the report which asked Committee to note the progress on the
recommendations from the audit. Of the 18 recommendations, 3 have been
returned to Internal Audit to review/close; the remaining 15 remain open but are
being progressed to close. An appendix was included which listed all
recommendations, a status update and new proposed completion dates.
Committee reviewed the paper with the following noted:
•
•
•

•
•

LG provided information on a communication plan for the Gifts and
Hospitality and work around the register. It was suggested that practical
examples could be provided as part of this learning.
LD queried the policy in place for Gifts and Hospitality and where it is
acceptable to accept gifts; JA provided details and some examples in
relation to training and education for medical staff.
LD referred to a few items noted on the current register (flights,
accommodation) and queried how these fitted in with the policy. JA
provided explanation but added these have significantly reduced over
the years. LG added the policy stressed that any potential gifts must be
discussed with line managers. LB queried the limit for declarations; this
was confirmed at £15.
There was a brief discussion around gifts in relation to endowment
funds.
JW queried if the gifts and hospitality register should come to Audit and
Risk Committee for annual review. Committee agreed this would be
useful.
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In conclusion, Audit and Risk Committee:
•
•

Noted the Gifts and Hospitality Internal Audit progress report.
Agreed that reports on the items below should be reported to Audit and
Risk Committee on an annual basis, with the first reports being
submitted to the June 2018 Committee:
o Register of interests for the full year
o Gifts and Hospitality update
Action: LG
o List of SFI waivers for the full year
Action: ST

The above will be added to the Audit and Risk Committee Matrix.
Action: LB
It was agreed to move onto item 18.
18.

Board Diagnostic Self Assessment
LG presented the paper advising that the Board Diagnostic Self Assessment
report for 2018 is a collaboration of the responses that have been received from
NHS Dumfries and Galloway Board Members. It was noted a short turnaround
had been provided for the return; 5 responses had been received to date. A
Board Workshop has been arranged for 30th April 2018 to review the responses
and to compile an action plan, which will allow the Board to develop throughout
the year. LG added that responses from last year’s Self Assessment will also
feed into this.
GC queried if the outcome from this workshop could link with the outcomes
from the NHS in Scotland Audit Scotland workshop, to enable a collective
overview.
Audit and Risk Committee noted the report.
LG left. Maureen Stevenson arrived at this point in the meeting. It was agreed
to move onto item 12.

12.

Risk Management Assurance Update
MS presented the Risk Management Assurance Update paper. The paper
included updates on:
•
•

The Significant Adverse Events process and policy (copy of quick guide,
process and timeline included)
The Corporate Risk Register (copy included)
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•

The developments around evidencing Risk Appetite within the Board
(copy of proposed Committee template included)
• Risk Executive Group progress (copy of last minute from 22/11/17
attached).
MS highlighted the key points from the paper:
•
•

•

The Significant Adverse Event process has been redeveloped in recent
months and this paper highlighted the improvements that have been
made to the processes going forward. MS provided further detail on this.
Work has also been undertaken in relation to Risk Appetite and how we
demonstrate that the Board has and is considering Risk Appetite in
relation to activity and decisions that are being made within the Board.
This paper sought comments from Committee Members on the proposed
changes to the Committee and Board papers to start to incorporate Risk
Appetite into our daily thinking and decision making processes.
Two further risks have been added to the risk register. The first is
relating to Information Sharing with and across Children’s Services and
the second risk relates to staff experiences in relation to organisational
culture and development. Both new risks have been categorised as high
risks for the Board and are reviewed on a quarterly basis, as per the
Risk Management Strategy.

Committee discussed the paper with the following points noted:
•

LD recalled comment from a previous meeting whereby she had asked if
it would be possible to include an overview of key highlights from the
Corporate Risk Register into future covering reports. MS agreed to look
at this.
Action: MS

•

GC referred to the Board monitoring form under appendix 4 and noted
that the Single Outcome Agreement section needs to be updated. GC
also suggested updating the Consultation notes section to encompass
external as well as internal consultation.
In terms of the proposal to ask leads to complete the risk appetite
section of the Board paper, LD and GC were unsure how effective this
would be and were keen to ensure leads fully understood the risk
appetite statement (rather than this simply being a tick box exercise).
This led a general discussion as to how the risk appetite is being
embedded throughout the organisation. KL highlighted ongoing work in
the Risk Executive Group; MS spoke about dialogue with General
Managers and cascading information across teams. Members of the
Committee are keen to see evidence of Risk Appetite being lived and
breathed throughout the organisation.
GC queried how the section on Risk Assessment (within the monitoring
form) linked with the overall process. MS provided further explanation
on this.
In terms of the Corporate Risk Register, LD referred to previous
comment whereby she had asked if further details around

•

•

•
•
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timescales/potential target dates could be included (rather than listed as
‘ongoing’) for scrutiny. MS will feed this back.
Action: MS
Audit and Risk Committee noted the paper.
MS left at this point in the meeting. It was agreed to move onto agenda item
11.
11.

Internal Audit Plan 2018/19
JW presented the Internal Audit Plan 2018/19 paper to Committee.
included a number of appendices:
•
•
•
•

This

Internal Audit Strategy
Revised Internal Audit Charter
Risk and Audit Universe 2018/19
Internal Audit Plan for 2018/19

JW advised that the overall audit strategy and the audit planning approach
have been discussed with the Chair of the Audit and Risk Committee, Chief
Executive and Executive Directors.
Committee discussed the paper with the following points noted below:
•
•

•

•

•

•

In terms of the Audit Plan coverage, JW explained the process for
selection and highlighted that 6 audits cover IJB areas also.
GC noted that, for some of the audits selected for 2018/19, there have
been no previous audits undertaken or the last audit was undertaken
some time ago, and queried reasons for this. JW provided background
information on how audits are selected and examples where pieces of
work may not fit in with the corporate register or whereby assurances are
provided via another avenue (as per assurance map).
KL noted that Capital Assets was selected this year and queried why this
was assessed as low; JW confirmed that the majority of the financial
audits were classed as low; regularity of auditing also brings the priority
down (frequent audits within Finance).
LD asked JB his views on the Internal Audit Plan. JB felt this was
comprehensive. JB commented that some Boards provide an overview
of the last 2 years of audit as well as an overall strategy for the next 2-3
years to provide members with full context and an overview of
forthcoming activity. Committee felt this would be a helpful addition.
GS noted that Recruitment and Retention would be audited this year,
and queried if staff wellbeing would be considered as part of this. There
was a brief discussion as to where assurances would be provided
around this.
GC queried whether the risk appetite statement was applied to the
Internal Audit plan. JW explained that this was included within the Board
Assurance map which was considered as part of the planning process.
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Audit and Risk Committee:
•
•
•
•
•

Agreed the Internal Audit Strategy
Approved the revised Internal Audit Charter
Noted the Risk and Audit Universe 2018/19
Approved the proposed Internal Audit Plan for 2018/19
Agreed that next year’s strategy should be presented in the context of
the last 2 years, and the upcoming 2/3 years.
Action: JW

GG arrived at this point in the meeting. It was agreed to move onto agenda
item 14.
14.

Information Assurance Update
GG presented the Information Assurance update and advised of the following:
•

•
•

The Information Assurance Committee (IAC) met on 15th March 2018
and the minutes of the discussions are not yet available for the Audit and
Risk Committee. The papers presented to the meeting were attached as
appendices to this paper. The minutes of the Information Assurance
Committee will be presented at the next meeting, and the timing of future
Information Assurance Committee meetings have now been
synchronised with those of the Audit and Risk Committee.
Information Assurance Framework – A progress report was provided as
an appendix.
Progress Reports on Management Action Summary form PwC report - A
progress report was provided as an appendix.

GG provided a verbal update on the following:
•

•
•

Mobile phones - The Scottish Government has produced new guidance
on this. GG referred to recent audit work on mobile phones and advised
that further work needs done to reflect the new guidance; this will be
reported to Audit and Risk Committee shortly.
ICO notifications – Two referrals last quarter; GG provided further detail.
Subject access requests – Increase noted recently. This involves a
considerable amount of strategic work; looking to recruit in this area.

Committee discussed the report with the following noted:
•

•

LD noted that the timings of the IAC meetings will be amended but was
also keen to ensure that a fuller, more detailed written report was
presented to Audit and Risk Committee on a quarterly basis to provide
overall assurances and scrutiny in all areas. This was echoed by the
Committee.
GG advised of ongoing work with the IAC and measures being
considered to provide all round assurance and more robust reporting.
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KL acknowledged this work and added she was keen to ensure that
there is also a focus on areas outwith the IAC, including the provision of
updates around key roles.
• GG advised of the scope of internal audits undertaken over the past few
years and some of the assurance provided around these. GG also
mentioned that there are a number of departmental audits undertaken on
a regular basis. JW noted that it would be useful to see where these
assurances are recorded and reported to.
• GG acknowledged that the format of reporting to the Committee needed
to be refreshed. KL agreed that she will meet with GG to discuss this
further to ensure key areas are covered and a comprehensive report is
provided on an ongoing basis.
Action: KL/GG
Audit and Risk Committee noted the paper.
GG left at this point in the meeting.
13.

ASRP Programme Board Risk Register – Mountainhall Treatment Centre
KL presented the report and highlighted the following key points:
•

•

•
•

The latest risk registers were included as an appendix. These are
reviewed on a regular basis. In undertaking the latest risk updates and
assessment, a number of changes were made which were outlined in
the paper.
The project has increased the risk profile of three risks as a result of the
technical issues identified in relation to the absence of fire stopping, and
aluminium cladding on the existing building which does not meet current
building guidelines. A number of key project members have met with the
fire engineer, commercial and legal advisors to fully understand the
implications of the findings. Support is also being provided by Health
Facilities Scotland to address the issue. A report was submitted to the
Programme Board on 9th March 2018 and the Scottish Government has
been kept fully informed of progress.
An internal briefing session is being held on 22nd March 2018 with key
Directors and leads to look at the way forward.
An update will be provided to Board (in Committee) on 9th April 2018.

Audit and Risk Committee noted the report.
15.

Compliance with Standing Financial Instructions (SFIs) Update
KL presented the Compliance with Standing Financial Instructions SFIs paper
to Committee. A number of appendices were included:
•
•

Detail of the procurements over £50k which have been run and accepted
since 1 April 2017 by the Board.
General waivers which have been approved which can be for any area
of the SFIs.
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•
•

Waivers which have been approved in relation to Section 11 (Purchase
of Supplies and Services) excluding the new build.
Since previously reported, one waiver in excess of £100k has been
reported on a retrospective basis which is for the use of a consultancy
service in relation to the sale of Crichton Hall and Nithbank. KL added
that we are reviewing processes and looking to reporting retrospective
waivers as ‘breaches’ in the future.

KL advised that the SFIs and Standing Orders are currently being reviewed and
a report will be provided to the June Audit and Risk Committee.
GC noted the waiver for supplying a minibus service from DGRI to Edinburgh
for Oncology patients and queried if any community initiatives had been
considered for this. KL will look into and report back to GC.
Action: KL
Audit and Risk Committee noted the report.
16.

Audit and Risk Committee Self Assessment Checklist
LD presented the paper with the key points noted:
•

•

•

A session took place on 5 March 2018 with two Non-Executive Members
in attendance. The Lay Member submitted their response in advance
and this was incorporated in discussions. A note of the meeting was
attached as an appendix.
The completed Self Assessment was included in the paper. 72
questions were asked in total: 71 were answered as ‘Yes’ and 1 as ‘No’.
Comments were added throughout to demonstrate further evidence or
suggestions for improvement. These comments have been fed into the
overall action plan which was detailed at the end of the document
It is proposed that a small Sub-Committee be formed to maintain
momentum and implement necessary actions. It is proposed the SubCommittee consists of the Committee Chair and one other member of
the Audit and Risk Committee. It will report back to Audit and Risk
Committee at the September meeting.

LD provided feedback on a couple of areas in the action plan:
•

•

Corporate governance – LD flagged that we require clarity around
governance required as IJB and NHS Committee structures are
streamlined.
For example, ongoing streamlining of Healthcare
Governance (NHS) and Clinical and Care Governance (IJB).
Lack of clarity around what HR reporting should be going to A&R
Committee – GS has met with CS and clarified this. LBa will circulate.
Action: LBa

Audit and Risk Committee

NOT PROTECTIVELY MARKED
Page 12 of 15

•
•

17.

Noted and approved the completed Self Assessment Checklist.
Approved that a small Sub-Committee be established to maintain
momentum and implement necessary actions.

Audit and Risk Committee Terms of Reference
KL presented the paper advising that the Audit and Risk Committee Terms of
Reference have been reviewed and a number of amendments made. A copy
of the revised Terms of Reference incorporating the proposed changes was
attached as an appendix (a tracked change version was also included).
LD commented that the Committee currently comprises 4 Non-Executive Board
Members rather than the 5 noted in the Terms of Reference. A further NonExecutive Member will be appointed to the Committee when the 2 new NonExecutives join the Board in June 2018.
Audit and Risk Committee approved the revisions to the Audit and Risk
Committee Terms of Reference.
PA and CI arrived at this point in the meeting. It was agreed to move onto
agenda item 21.

21.

AOCB
a. Risk of Training Post Gaps
LD welcomed PA and CI to the meeting and explained that this item had
been added to the agenda following discussion at a recent Medical
Education Committee meeting. LD was keen for this to be reported to Audit
and Risk Committee, noting the risk in relation to the corporate register and
to provide direction on the next course of action.
CI provided a presentation to the Committee with the following key areas
covered:
•
•
•
•
•
•

This year’s GP training gaps - 30 slots in total, 11 filled and 19
vacant.
Tables demonstrated Junior medical staff locum spend over the past
year and UK doctors not in training one year after completing
Foundation Programme.
Additional challenges highlighted - new legal requirement to ensure
46 hours off after night shift (rather than 24 hours) and clinical
pressures.
SCOTGEM – Further explanation provided on this. This is a four
year medical degree for postgrads, case based learning, led by
primary care, starts August 2018.
Information on occupancy for medical inpatients (currently at 100%).
Outline of risks.
NOT PROTECTIVELY MARKED
Page 13 of 15

•

Solutions and proposals – including work around Clinical
Development Fellows (CDFs), Physician Assistants and Advance
Nurse Practitioners (ANPs). Further detail on CDFs was provided.

Committee discussed the presentation with a number of points noted:
•
•
•
•
•

Barriers and funding streams were discussed. Examples of how
programmes are funded in other areas were highlighted.
KL queried the availability of CDFs; PA and CI provided an update.
There was a brief discussion re ANPs and Physician Assistants.
In terms of next steps, JA advised that this could be discussed at
Management team on 20th March 2018. It was noted that Ken
Donaldson (Medical Director) would also be present to input into this.
In terms of transformational work, it was noted that these types of
suggestions should feed into this. It was also noted that Medical
Education Committee minutes should feed into a main Board
Committee to ensure appropriate feedback and scrutiny.

CI and PA were thanked for an informative presentation. Audit and Risk
Committee agreed that:
•

JA and KL will present this item to Management Team on 20th March
2018 for further discussion. The issue around reporting of Medical
Education Committee minutes will also be raised.
• An update should be provided to Audit and Risk Committee in June
2018 on how this risk is being managed.
Action: KL/JA
PA and CI left at this point in the meeting.
19.

Fraud Quarterly Update
JW presented the Fraud Quarterly Update. Audit and Risk Committee was
asked to note the paper which included two Intelligence Alerts received from
Counter Fraud Services (CFS).
Audit and Risk Committee noted the report.

20.

Finance Quarterly Update
KL presented the Finance Quarterly Update paper to Committee. The report
covered the following areas:
•
•
•
•
•
•

Technical Bulletin summary – a copy of the Oct-Dec 2017 bulletin was
attached as an appendix.
Annual Accounts preparation
New DGRI – impairment
eFinancials system upgrade
Bank signatories
Information on losses and claims
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•
•
•

Update on changes to cash arrangements for non-DGRI services
Bank signatories
Losses and special payments – a report on bad debts was attached as an
appendix

Audit and Risk Committee noted the report.

21.

Date and Time of Next Meeting
The next meeting of the Audit and Risk Committee will be held on 18th June
2018 at 10.00 am – 1.00 pm in the New Boardroom, Crichton Hall, Dumfries.
Please note that a special NHS Board Meeting for the Annual Accounts
will be held directly after this meeting in the New Boardroom from 1.30pm
to 3.00pm.

NOT PROTECTIVELY MARKED
Page 15 of 15

Agenda Item 201
DUMFRIES AND GALLOWAY NHS BOARD
HEALTHCARE GOVERNANCE COMMITTEE
28 May 2018
1.30 p.m., New Board Room, Crichton Hall
Present:

Mrs. Penny Halliday
Ms. Lesley Bryce
Mr. Jeff Ace
Ms. Lorna Carr
Ms. Grace Cordozo
Mr. Eddie Docherty
Ms. Laura Douglas
Mr. Bill Rogerson
Mrs. Elaine Ross
Mrs. Alice Wilson

Non Executive Member (Chair)
Non Executive Member
Chief Executive
Chair – Area Clinical Forum
Non Executive Member
Nurse Director
Non Executive Member
Lay Member
Infection Control Manager
Deputy Nurse Director

Apologies:

Dr. Grecy Bell
Dr. Martin Connor
Dr. Ken Donaldson
Ms. Michele McCoy
Mr. Nick Morris
Mrs. Joan Pollard
Mrs. Julie White

Associate Medical Director for Primary Care
Infection Control Doctor
Medical Director
Interim Director of Public Health
Non Executive Member
Associate Director of AHPs
Chief Operating Officer

In Attendance:

Ms. Margaret Johnstone
Ms. Joan Hannah
Ms. Dawn Allan
Dr. Willis Peel
Dr. Nigel Calvert
Dr. Jennifer Halliday
Ms. Ashley Johnstone
Ms. Emma Murphy
Ms. Anne Allison
Dr. Andrew Carnon
Dr. Gregor Purdie

E.A. to Nurse Director
Spiritual Care Volunteer
Spiritual Care Lead
Consultant Anaesthetist
Consultant in Public Health Medicine
Child and Adolescent Psychiatrist
Nurse Co-Ordinator for Looked After Children
Patient Feedback Manager
Clinical Nurse Manager
Consultant in Public Health Medicine
General Practitioner

Patient Story
Joan Hannah, Spiritual Care Volunteer (SCV), heard from a friend that they were looking
for SCVs in DGRI, explaining that this was not a religious role. Joan was appointed and
completed her training during which she was pleased to learn about the positive side of
dementia. She attended a spiritual care meeting with Dawn Allan acknowledging that not
everyone has a faith. Joan has been in post for five weeks, is really enjoying volunteering,
feeling that she is a helpful presence when someone needs to talk and is learning to
recognise when people do or don’t want to talk. Joan noted that Dawn Allen has been very
supportive in assisting her to gain experience in the wards and in the Alexandra Unit which
she found to be a calm and peaceful unit for patients. Joan has had a very positive
experience of volunteering so far, is still learning, feeling she needs to grow her own
confidence whilst she is becoming familiar with the new DGRI, right down to the hand
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hygiene when going in and out of the wards. Joan attended a training day on Community
Chaplaincy Listening, in Perth, with further training planned for June and August with NHS
Lanarkshire. This initiative is in place in two surgeries in D&G with hopes to expand this in
Dumfries. In response to PH asking what she found most challenging Joan said it was
being able to have answers for people and finding ways to make a difference to people’s
stay in hospital. GC asked if the Sanctuary was used and Joan responded that most
people tend to go there by themselves but she would go if someone asked her to pray with
them. LB thanked Joan for coming along to the meeting acknowledging the difference
volunteers are making, saying that people often need someone outwith the family to talk to
and Joan responded that most people just want to talk about normal, everyday things. PH
commented that volunteers are making a huge difference in the new hospital, people give
of their precious time and we cannot quantify this.
1.

Apologies for Absence
Apologies as noted above.

2.

Declarations of Interest
GC declared an interest in Item 14.

3.

Notes of meeting held on 15 January 2018
Accepted.
PH raised a number of points for clarification, acknowledging that she had not
attended the previous meeting. PH and ED will look at this outwith the meeting.

4.

Matters Arising
Spiritual Care
PH highlighted the lack of privacy for prayer within DGRI. DA confirmed that
adequate privacy has now been provided with partitions in place and curtains
which can be drawn across to create private spaces.

5.

Action List and Draft Agenda
Noted.

STANDING ITEMS
6.

Patient Services Report
DA presented the paper explaining that the Spiritual Care Volunteers are her
priority at the moment, saying that we have three but hope to increase this to
twelve. Volunteers are getting to know the staff and the plan is to have consistency
of care and support across the hospital acknowledging that it is not appropriate for
every ward to have a volunteer. LB highlighted young people volunteering saying it
is excellent that we have forty-eight young volunteers especially in the Year of
Young People. She highlighted patient and carer information, noting that the Carer
Project has moved back into the town centre from the hospital, and asked how
carers would access information with DA responding that we direct carers to the
town office as a useful base for families to visit. LD highlighted rolling out the
volunteering programme beyond DGRI, recognising volunteer achievements and
volunteer week in June. DA advised that LD should contact her colleague,
Margaret McGroggan, Volunteer Co-Ordinator, who is leading on all the activities.
ED commented that the priority for roll out would be in patient areas with the key
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point being the appetite of volunteers themselves but will bring a specific answer
for the next meeting.
The Committee:
• Considered the report and noted progress
7.

Patient Services Feedback and Complaints Report
Feedback, Comments, Concerns and Complaints Annual Report – 2017-2018
EM presented the papers highlighting the progress being made and drawing the
Committee’s attention to some of our activities, what we do well and what we can
improve.
General Feedback, Comments and Concerns
EM highlighted feedback themes and details of resulting learning and
improvements. She explained that we are streamlining how we gather feedback
and how this is provided to us and we are now seeing this coming through, not big
numbers but it is starting to improve and is better than it was.
Care Opinion
EM noted that Healthcare Improvement Scotland continues to analyse data around
Care Opinion for each Board and we are awaiting the most recent report. She
explained that the introduction of bedside folders in DGRI with information on Care
Opinion has seen an increase in feedback.
Participation and Engagement Network (PEN)
EM explained that the information around this is not good and we need to promote
this a bit better. There are about thirty people on PEN but want to improve on this
in the year ahead. EM is in conversation with the Community Planning Partnership
and linking in with local groups, including LGBT, and will try to continue doing this
for the year ahead. She commented that we do not receive feedback from young
people and is keen to explore how to get better at that.
BR commented that the PEN numbers are low at thirty and asking if volunteers
could be encouraged to join this network and provide feedback with EM agreeing
that this was a good idea and there’s no reason why we cannot do this. GC noted
some anxieties around PEN having problems with the hard to reach groups,
commenting that hearing about face to face engagement and BGLT is good. EM
responded that she is mindful about this, saying that there are voices we hear all
the time and we need to be able to encourage the other voices. PH suggested that
we might have something in each locality for this highlighting the LAC Champions
Board and EM acknowledged that we are working with different services and doing
what they want.
EM commented that in relation to PEN she is in conversation with Kirsty Peden,
Head of Centre of Excellence, D&G Council, around this. The Council are driving
forward improving their consultation and engagement and linking in with PEN to
meet these standards.
Patient Information
EM highlighted accessibility of the Interpretation and Translation Policy and the
Patient Information Policy explaining that work is being done around this with the
Equality Diversity Lead to review and improve our processes and building
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relationships with local groups around signposting.
Complaints
EM highlighted the implementation of the new complaints handling procedure
saying that it will take a while before we are where we want to be. We now have a
two stage complaints procedure, the first stage focussing on early resolution and
the second provides the opportunity for detailed investigation of the issues raised.
She explained that there are still some challenges around compliance with the
twenty working day timescale but we continue to improve although there is more
work to do around this and how we learn from complaints in the year ahead. EM is
linking in with colleagues in adverse events around how best to use information
that comes back and to move into meaningful improvements.
PH highlighted moving forward with Patient Experience Volunteers (PEVs)
although they are not mentioned in the report. She suggested to EM that she
would not get round every group in D&G and these groups could be feeding in on a
regular basis, highlighting the Stranraer Drop In Cancer Group, saying that this is a
good way to engage with young people. She commented that she was pleased to
see that this was being taken seriously and moving forward. ED commented that
he will sit down with the Patient Experience Team to focus on the whole team’s
work and their roles, and adverse events, saying that we are still working on this
and are looking to see if we are missing opportunities for linking in the patient
experience, and this will come back via the Person Centred Health and Care
Committee. JA highlighted feedback from the Volunteers around people attending
the Orthopaedic Out-Patient Department, which is next to Accident and Emergency
(A&E), so instead of patients walking through the hospital the directions in our
letters have been amended asking them to come in via A&E.
LB asked what measures are in place for people with Learning Disabilities to feed
back and have a voice. She highlighted the Benefits Realisation Matrix asking if
this had a patient experience question in it and JA responded that it has quality
development and will check to see if this sits there. LD asked about better
promotion of advocacy services which is patchy and EM responded that we are
doing some work with Patients Advocacy Services to increase staff awareness to
promote this better with a shared informal drop in event planned for June in DGRI.
LD highlighted the timescales for complaint responses, thirty days as opposed to
twenty days, and at Stage 2, ten days instead of five days, saying that it is taking a
long time to get this done. EM responded that the important thing is the quality of
responses but acknowledged that we need to do this a lot quicker. The
improvement is taking time and we are not where we would like to be and we still
need to continue to work around this. She noted that we will see complaints dip a
bit as we clear the backlog. LD commented that it is reassuring to hear how things
are going but aware it is taking longer. ED highlighted the quality aspect explaining
that we are in a better place in the directorate themselves and are starting afresh,
now that the Team is stable, with a rolling programme of complaints and complex
issues. AW noted that she has been helping in this as there is no-one clinical
within the response team and getting a reply from a clinician is difficult. She
outlined a couple of complex complaints and various reasons for complaints saying
that a bit of help from someone with a clinical background will get the right
questions to the right people and we are keen to get in control of this.
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PH commented that the targets would be hard to reach but that EM had given the
Committee the reassurance required although we need to be realistic at the same
time. ED commented that these are achievable targets to try to get to, saying that
at all levels of complaints we are not closing the link to let complainants know when
they will get this information. AW commented that the complainants have
conversations with the team as we go along but you do not see this in the figures.
ED highlighted quality issues in reaching targets noting that Acute is always the
biggest drive on this. BR asked if staff are trained in report writing and statement
taking with ED responding that this is variable and EM is taking a pro-active
approach but getting staff to attend training is very difficult.
PH commented that we appreciate there may well be a dip in performance but this
will be short lived and then we will see an improvement.
The Committee:
• Considered the reports
• Approved the annual report
8.

H.A.I. Report
ER presented the routine update highlighting that the reduction in e.coli target will
be a big challenge for us. She noted that we missed both the CDI and SAB targets
last year but this is in line with the rest of Scotland. PH asked if we would ever be
able to meet these targets and ER replied that we met them the previous year and
that we did not meet them in March this year due to changes in prescribing
practice, explaining that lots of SABs come in from the community with less than
25% developing in healthcare. ER highlighted the vascular access network in
place in the new DGRI to drive work forward.
ER highlighted two incidents involving the water supply at the new DGRI,
Pseudomonas and Bacillus, explaining that these are not clinical incidents and
appropriate measures are in place for these environmental issues.
The Committee:
• Considered the paper

9.

Quality and Patient Safety Leadership Group (QPSLG)
Significant Adverse Events
AW presented the paper explaining that the QPSLG had looked at all significant
adverse events over the last six months and of these incidents nineteen were Level
1 Significant Adverse Event Reviews (SAER); twenty-nine Level 2, Tactical
Reviews and four Level 3 Operational Reviews. Details of the nineteen Level 1
reviews are within Appendix 2. She highlighted an increase in the overall number
of incidents in January 2018 which was due to an issue within one of the mental
health wards which generated a high number of incidents. There were also a
number of incidents contributed to the general things that come with a new
building, for example, CAU had concerns about staffing and the deterioration of
patients, and Theatres/Short Stay reported a strange smell.
AW noted there was also an increase in numbers of more severe, high grade,
pressure ulcers. A focussed piece of work is taking place across DGRI and links
with the previous Care Home Collaborative work. She highlighted healthcare
acquired pressure ulcers saying that of the 500+ community incidents reported a
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third were people in their own homes. In Acute there were 200 with a third of them
being healthcare acquired and we have contributed to a significant number of
these. ED highlighted a two step change since 2016/2017 with SAERs now taking
place and work ongoing in patient safety.
AW explained that a Tissue Viability Nurse (TVN) post had been approved and was
out to advert. She felt this role would have a good overall impact but emphasised
that a TVN is not the only answer to this issue, we need the provision of pressure
ulcer focussed education and training on this although, for the people in our
network, having a lead to focus their efforts will be very helpful.
PH requested that the Committee have sight of the progress of the work being
undertaken on a regular basis. AW explained that this is under the Older People in
Hospital Steering Group and ED suggested a six monthly update from the Pressure
Ulcer Collaborative.
AW highlighted significant incidents in general saying that the biggest challenge is
around learning. She explained that, within Acute, adverse events are discussed
at the huddle every morning with Peter Bryden and Annette Finnegan undertaking
walkrounds with Emma McGauchie monthly.
BR highlighted training and
investigations suggesting that this be developed to have consistency in the way
reports are written and the learning shared with others.
The Committee:
• Considered the report
• Requested a Pressure Ulcer Collaborative Update in six months
INTERNAL REPORTS
10.

Organ and Tissue Donation Policy
WP presented the paper explaining that he is the Clinical Lead for Organ Donation
for D&G and Mr. Andrew Walls is Chair of the Organ Donation Committee, and
they have been advised that a policy for organ donation should be in place and the
policy is at Committee today for approval. WP commented that there is nothing in
the policy which is controversial, it sets out the guidelines for organ and tissue
donation in D&G. He drew the Committee’s attention to Item 4, definitions, and
Item 5, paediatrics, but particularly highlighted Items 7.3 and 7.4 in relation to
priority of organ donation over other theatre services. WP explained that corneal
donation is ad hoc and we have a 48 hour time period for the retrieval of corneas
although currently there is no-one to do this in D&G. He highlighted tissue
donation, valves/joints/bones, which is not done in D&G due to our geographical
location being more than 2 hours away from the centre. LD highlighted Item 5.3
around intensive care and WP confirmed that conversations take place with staff
and families in respect of the option of donation.
The Committee:
• Considered and approved the policy

11.

Feedback, Comments, Concerns and Complaints Annual Report – 2017-2018
Discussed at Item 7.
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12.

Health Adult Support and Protection (HASP) Update
AW presented the paper highlighting moving to Public Protection, aligning with the
Adult Protection Committee to drive forward care of vulnerable adults in health.
AW noted the Public Protection Nurse Consultant leaves in June and her post has
not yet been filled, she is a bit concerned about this as this will be a risk for the
Board in the long term.
The Committee:
• Noted the paper

13.

Volunteering Strategy
ED presented the paper explaining that the Person Centred Health and Care
Committee had requested the development of a high level volunteering strategy to
support delivery of the National Volunteering in NHS Scotland Programme. LD
commented that the strategy reads well and sets out vision, aims and objectives.
She highlighted young people volunteering to come into healthcare, developing our
young workforce and growing our own workforce which we are doing now. GC
commented that she would like to see more detail around targets and successes,
requesting a detailed action plan for a future meeting. ER requested that the
Infection Control Public Involvement Group be included.
The Committee:
• Approved the draft strategy
• Requested an action plan for a future meeting

14.

Looked After Children (LAC) Update
JH and AJ presented the update on progress the LAC Service is making in relation
to health assessments undertaken and the training and education delivered over
the last year with the aim of having a trauma informed system in D&G. PH
commented that this is an excellent paper giving lots of information and
acknowledged that a lot of progress has been made, asking JH to highlight the key
points.
JH noted that there were three key points:
• Delivering effective health assessments for all Looked After Children
• Improving the mental health of children and young people who have
experienced trauma and neglect
• Building an understanding of the effects of trauma in the system
She highlighted the four weeks from notification target for delivering health
assessments saying that we still have room for improvement. The challenge is
working across systems, some we have direct control for and others not, although
much is about the good relationships we operate by to achieve timely health
assessments.
JH highlighted waiting time for treatment in the Specialist Mental Health Service,
the average is eighteen weeks based on the time from the referral being received
to the first consultation appointment. We are trying to support assessment around
the child and this seems to be working.
JH highlighted the development of a trauma framework with trauma informed
assessments and people understanding the effects of trauma that children have
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experienced. We are currently doing some training with teachers in a local school,
Dumfries Academy, raising awareness around understanding trauma and what we
do for the next steps. JH noted that an eighteen week programme to support
foster carers is in place as well as supporting the residential units.
JH commented that this is ambitious for a team of 5/6 people but these are the key
things we have achieved over year, or are planned in.
PH highlighted Kinship Carers saying that most kinship carers are foster carers,
linking with Social Work, and this may be a group that would benefit from this type
of training. She commented that there are still children coming into the area and
we do not know they are here, saying that it is the host region’s responsibility to
advise they are sending the child to this region. PH acknowledged that this is
difficult, asking if we are doing everything we can as a Board, and if Social Work
are doing the same. She suggested writing to the Care Commission, as they have
responsibility for this, to flag up concerns around this. PH asked JA/ED what they
thought and ED responded that Social Work are the conduit to where children are
placed and he will pick up a conversation with Lillian Cringles to escalate this to the
Children’s Services Executive Group (CSEG) saying that asking for a position
statement would not be unreasonable. He noted that the numbers are getting
smaller but still some children falling through gaps.
LB highlighted the LAC Champions Board “Listen to Us” Campaign and AJ
explained that she was undertaking ScIL training and this would be the focus of her
quality improvement project with a meeting next week to look at how we dip into
these views, starting with health assessments to try to make this feel a bit more
meaningful. AJ will include an update on her project in the next Committee LAC
Update.
GC, as a service user, commented on her extremely positive and excellent
experience of health assessment and LAC mental health services, highlighting the
high level of support from Social Workers. She asked how sustainable the service
is. JH responded that if the work force remains stable and the number of LAC
children remains equal we can deliver services and conduct training. She outlined
scenarios around staffing saying that sometimes we make progress and then it
dips a bit due to workforce availability and that she could not answer accurately,
with staff on maternity leave this kind of development will be on hold for a bit.
GC highlighted the work with schools asking about capacity within schools for
children with worst outcomes. JH responded that she was unsure if the health and
well-being strategy for young people is across schools as it’s up to the schools
what they spend their money on and views on mental health may not be as strong
as other views. It’s a bit patchy where we have done training but at operational
level we should be there because we have been invited in but it does not feel as
strong as it could be but not sure what the solution is, we have a way to go on this
but raising awareness is a start. ED commented that he would raise this at CSEG
to try to positively influence this, money allocated to Head Teachers around mental
health issues, and pushing at it from a variety of angles.
PH noted Scottish Government have funded 800 new mental health workers, not
sure if this is for children or adult, asking JH if money was available for children’s
mental health would we be able to recruit? JH responded that we could redesign
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the service to recruit to specialist health posts, CAMHS is a small workforce and
we are always taking from someone for something else. ED noted caveats around
the funding, one of them will be for training to substantive posts, the education
piece is vital but we need money to put posts in.
PH commented that she would be interested to hear how AJs project goes noting
that JH/AJ will bring back an update to the Committee, including Kinship Carers.
The Committee:
• Considered the paper
• Update to future meeting
15.

Flexible Workforce (Nurse Staffing)
AA presented the paper explaining that our biggest challenge is around nurse
recruitment as we are now competing nationally for registered nurses annually
when they graduate from university. We also visit universities in advance, attend
career fairs and use social media to promote D&G. Our annual recruitment day will
be held on 23 June 2018 which will include the Nurse Bank. A streamlined process
is in place for our substantive staff to join the Nurse Bank therefore ensuring we
have safe staffing levels and skill mix in acute areas. There is less of a problem
recruiting healthcare support workers as often internal staff want to move into
nursing. AA explained that usage of the Nurse Bank has gone up, saying that prior
to 2017/18 the fill rate was relatively good at 70% - 80% but this has dropped to
below 70% and coincides with an increase in demand. There has been an
increase in the use of external agencies which was due to significant winter
pressures particularly in Critical Care. In other areas sickness has increased and
there has been a rise in maternity leave with the result of temporary posts which
are hard to fill and this has had an impact. ED commented that we have not seen
the impact on Critical Care, with not a bed available in Scotland, for a decade with
JA noting that the HSMR across Scotland was the highest since 2011. PH asked
about the average age for nurses and AA responded it was mid-twenties, saying
that we had a stable workforce until now, but with the ageing population, we have
had a lot of retirals recently. AW commented that this is the same in the
community with lots of staff over 50 and we will see more people retiring. LC
commented that this is not just about nursing, allied health professions are in the
most difficult position we have ever been in and we know what the medical
profession is like, this is affecting everyone.
AA highlighted using workforce tools to look at staffing in areas and what we need
these people to do, saying that it may not be registered nurses or healthcare
support workers but something in the middle. ED commented that nationally work
is being done around Band 4 posts. In response to PH asking about after
recruitment, AA highlighted the development of the Rotational Nurse Academy to
support newly qualified nurses by giving them the opportunity to rotate to different
wards and departments with the Relief Team also being included. LD highlighted
the development of the training programme for Band 2s to become Band 3s with
ED responding that this will improve HCSW skills and competencies and improve
the skill mix in wards with staff doing something different and not instead of. LB
noted the main challenge is recruitment and asked about retention and AA
confirmed that this was good in D&G with ED commenting that we have a high
percentage compared to the national median.
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The Committee:
• Considered the paper.
16.

Care of Older People in Hospital
AW presented the routine paper highlighting the two key points. She explained
that the Care of Older People in D&G Steering Group has been established to give
assurance to the Committee and this is working well, highlighting the Care
Assurance scores from six months ago and what we have now. AW will bring
updates to the Committee around the Frailty Collaborative and the Pressure Ulcer
Collaborative work via this paper when available. AW highlighted Care Assurance,
Level 3, which has been reintroduced following the move to the new DGRI with
new areas coming on board at Levels 1 and 2, noting that Appendix 1 gives all
areas which have completed Level 3. ED commented that Level 3 is the most
robust one and we will continue to focus on this. AW will share a link to the 3
Levels of Care Assurance with GC.
The Committee:
• Considered the report.

17.

Exceptional Referrals Panel Annual Report 2017-2018
AC and GP presented the second report the Committee has received, highlighting
how the panel works, number of requests, themes and financial data. GP noted
that a recurring theme is retrospective requests for approval, outlining scenarios
around patients attending Carlisle and being referred on to Newcastle rather than
to tertiary centres we have service level agreements with in Scotland. Often the
panel only finds out about the referral when the invoice comes in and if the patient
is not seen by an NHS Scotland Consultant the panel would not support the
referral. This results in a delay in patient care and a poor outcome for the patient,
especially if the treatment is not funded by NHS D&G, and the patient then feels
aggrieved. GP highlighted that some patients have used information from the
internet which hasn’t been helpful insofar as they haven’t understood the context or
the fact that some treatments are not available in the UK. LD noted that the
financial information was a helpful context and asked about the retrospective
invoices with AC responding that that once in the English system it is very difficult
to get out. PH noted the issue with referrals and that the Committee acknowledged
this.
The Committee:
• Noted the report

18.

Frailty Collaborative Update
LC noted that we are not much further down the road of implementation than when
she updated at the January Committee meeting, explaining that when it came to
undertaking some of the work there were issues around the busy time moving to
the new hospital and on reflection we were not sure we could continue with the
eighteen month collaborative programme. However, it was agreed that, as large
numbers of people present with frailty and we are managing a frail population, we
will continue to be part of the initiative and do a bit of ground work acknowledging
that lots of education is required as people do not recognise what frailty is. We are
just starting to do some testing using the frailty tool and LC will bring update to a
future meeting.
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The Committee:
• Noted the verbal update and requested update to a future meeting.
19.

HSMR Update
JA presented the update explaining that a score of one is what we would expect
and the paper gives no cause for alarm, saying that this is a contentious science
and liable to seasonal variation. ED supported this view saying that it was useful
for comparison but not as information, noting that the impact of data from the
cottage hospitals increases the HSMR result making the statistics very
challengeable. If the figure was above one this would point to a need for further
questions to be asked.
The Committee:
• Considered the paper and requested an update in six months time.

20.

Healthcare Governance Committee Terms of Reference
ED presented the paper highlighting the change from five to six Non Executive
Members. PH highlighted having a Vice Chair for the Committee and will arrange
this with Phil Jones, Chairman. In response to LD asking about the IJB Clinical
and Care Governance Committee, JA noted that a piece of governance work
across the IJB, Council and Board is currently taking place.
The Committee:
• Approved the Terms of Reference
• PH will arrange a Vice Chair

EXTERNAL REPORTS
21.

Scottish Abdominal Aortic Aneurysm Screening Programme Update
NC presented the update around the Healthcare Improvement Scotland (HIS)
review of services in D&G explaining that there were few challenges around this
preventative screening programme which offers scans to 1000 men, turning 65
years of age each year, with an average of 3 aneurysms per year being detected,
and an uptake rate of 87.7%. Our cross-border arrangements with Carlisle caused
HIS some concern but they do not appear to have any problems with it although we
have not received a final report about this situation. HIS highlighted data flow and
governance arrangements between the Dumfries and Carlisle vascular teams. Mr.
Sathianathan, Clinical Lead Vascular Surgeon in Dumfries, already participates in
the out of hours rota in Carlisle, taking part in the multi-disciplinary clinical team
meetings and operating in Carlisle. HIS questioned how often the local steering
group met which was twice yearly and this has been increased to three times per
year.
NC explained that he is currently addressing the issue of public
representation on the group.
PH noted that the final report from HIS had not been received and asked, as a
Board, if we should follow this up and JA commented that we normally would but
explained that we are currently engaging with the West of Scotland looking at a
solution around moving away from Carlisle. PH asked for a timeline around this
and JA replied that the service level agreement with Carlisle would run until March
2019, so perhaps before Autumn we will have clarity around whether we go with
West of Scotland or continue with Carlisle.
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The Committee:
• Considered the report
ITEMS FOR NOTING
22.

Circulars and Safety Action Notices Update – 2018/19
The Committee noted the update.

23.

Notes of the Board Donation Committee – 9 November 2017
The notes of the Board Donation Committee held on 9 November 2017 were noted.

24.

Notes of the Health Adult Support and Protection Committee – 8 November
2017
The notes of the Health Adult Support and Protection Committee held on 8
November 2017 were noted.

25.

Notes of the Health Child Protection Committee – 4 October 2017
The notes of the Health Adult Support and Protection Committee held on 4 October
2017 were noted.

26.

Notes of the Infection Control Committee – 28 November 2017 and 9 January
2018
The notes of the Infection Control Committee held on 28 November 2017 and 9
January 2018 were noted.

Any Other Competent Business
Nil.
Date of Next Meeting
Monday 16 July 2018, at 10 am, in the New Board Room, Crichton Hall.
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Agenda Item 201

DUMFRIES AND GALLOWAY NHS BOARD
Performance Committee
Minutes of the Performance Committee meeting held on 5th March 2018 at
10.00 am in the New Boardroom meeting room, Crichton Hall, Bankend Road,
Dumfries.

Present
Mr P N Jones
Mrs K Lewis
Mr J Ace
Ms L Bryce
Ms L Carr
Dr L Douglas
Mrs J White

PNJ
KL
JA
LB
LC
LD
JW

Chair of the Board
Director of Finance
Chief Executive
Non-Executive Board Member
Non-Executive Board Member
Non-Executive Board Member
Chief Operating Officer

GC
SH
VF
GSta

Non-Executive Board Member
Non-Executive Board Member
Head of Strategic Planning
Non-Executive Board Member

Mr E Docherty
Dr K Donaldson
Mr A Ferguson
Mrs P Halliday
Ms M McCoy
Ms C Sharp
Ms L Bass

ED
KD
AF
PH
MM
CS
LBa

Nurse Director
Medical Director
Non-Executive Board Member
Non-Executive Board Member
Interim Director of Public Health
Workforce Director
Executive Assistant to Director of Finance
(Minute Secretary)

Dr G Bell

GB

Ms L Dickson

LDi

Mr D Bryson

DB

Associate Medical Director - Primary Care
(Item 5 only)
Lead Nurse/Professional Manager Inpatient
Services (Item 6 only)
General Manager - Facilities & Clinical Support
Services (Item 12 only)

Apologies
Mrs G Cardozo
Mr S Hare
Ms V Freeman
Ms G Stanyard
In Attendance

1.

Apologies for Absence
Apologies for the meeting have been noted above.
NOT PROTECTIVELY MARKED
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2.

Declarations of Interest
The Chair asked Committee Members if they had any declarations of interest
in relation to the items listed on the agenda for this meeting. No declarations
of interest were noted.

3.

Minutes of meeting held 28th January 2018
Performance Committee agreed the minutes of the meeting held on 28th
January 2018.

4.

Matters Arising and Review of Actions List
KL summarised the actions from the previous meeting. The following points
were noted:
•

•
•

•

•

Community Empowerment Act – KL advised that VF is collating
information for this and a paper will be presented to Performance
Committee in May 2018. AF noted that the act comes into force as of
April 2018. KL confirmed that the paper will set out our requirements
and we are working towards having this in place at the earliest
opportunity.
Realistic Medicine – A workshop has been arranged for 26th March
2018.
Workshop to review NHS in Scotland report – A joint NHS Board and
IJB workshop has been arranged for 21st May 2018. PH advised that
she has written to Chairs of Committees asking them to take
responsibility for reviewing and addressing the questions in the report
and to liaise with their Executive Director. CS referred to some of the
terminology within the report (eg. I have an understanding...) noting
that some of this could be subjective and encouraged Directors/Chairs
to consider what this looks like in practice to ensure we have a
consistent approach.
Strategic Partnership Forum/economic vibrancy - PNJ advised of the
emergence of a new Scotland enterprise initiative which will lead on
this going forward. It was noted that the health sector has not been
involved to date.
JA spoke of his involvement in Community
Partnership meetings; he will pick this up via this avenue to ensure
health board input is included as part the new initiative.
Declarations of interest – Committee noted the advice provided by
L Geddes on the actions list in relation to the IJB.

LDi arrived at this point in the meeting. It was agreed to move onto Item 6.
6.

Midpark Cafe Update
LDi (Lead Nurse/Professional Manager Inpatient Services) presented the
Midpark Cafe Update paper.
LDi explained that in June 2014, the
NOT PROTECTIVELY MARKED
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Endowment Trustees agreed to fund the £30,000 start up costs for the
Community Cafe at Midpark Hospital.
Works were undertaken to develop the facility and the cafe opened in
December 2015. The aim of the facility is to offer a range of activities and
cafe facilities which support patient and staff wellbeing, community
involvement, improved mental health and wellbeing. The plan is to continue
to develop and enhance the facility which is therapeutic and beneficial to
stakeholders but based on a model of growth which is more sustainable and
value for money. It was noted that Mental Health has now taken over the
management and running of the facility. The first phase was to develop and
establish the cafe facility, with the next phase exploring enhanced
partnerships, activities and training opportunities. It was noted that the Mental
Health Directorate has no plans to seek any further funding from the
Endowment fund.
LDi highlighted key points from the paper which included:
•

•
•
•
•

Maximising opportunities to increase footfall, noting that the cafe facility
is currently not breaking even (shortfall is being met by the Mental
Health Directorate and aided by Dumfries and Galloway Joint Health
and Wellbeing).
Update on recent assessment and efficiencies that have been
undertaken to reduce the shortfall and work on achieving a sustainable
plan, including creativity in workforce roles, bulk buying etc.
Involvement of a range of partners (Midpark staff, Third sector, Friends
of Midpark, local groups, HR).
Update on various work around governance process, volunteers,
opportunities following DGRI building closure, scoping exercise around
meeting room space.
At Month 9, the shortfall has reduced from £22k to £14k and the
forecast for the end of the financial year 2017/2018 is now predicted at
around £13k.

Committee reviewed the paper with a number of points noted:
•

•

PH felt that the Cafe was a good example of health and social care
integration/a social enterprise model, and queried what co-production
was in place and if there were any groups/committees
overseeing/supporting the initiative. PH also queried involvement of the
NHS Dumfries and Galloway volunteer strategy.
LDi provided
background information advising that that the Mental Health Directorate
has overall management of the facility. LDi has been in contact with
Joan Pollard re the volunteering strategy and this is being considered
going forward. LDi added that Phase 2 will provide an opportunity to
look at activities, volunteers, governance and committee membership.
LD acknowledged the therapeutic aspect of the project and the efforts to
reduce the shortfall but was also mindful of the numbers. LD was keen
for the Committee to consider what their approach would be if the cafe
continues to have a shortfall.
NOT PROTECTIVELY MARKED
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•

CS referred to a Scottish Governance directive around staff catering and
the requirement to break-even. KL advised that this could be applicable
if the facility served staff only, however, the therapeutic aspect and
service provision to families, patients, carers and visitors should also be
considered.

There was a lengthy discussion around the issue of breaking even and how
this fits in with our investment in the project. The following was noted:
•

JA felt it was beneficial for the Committee to be aware of the possible
risk that the cafe may not be self financing in the future, noting that this
had been initially funded via Endowment funds. However, JA was of the
view that this should be monitored and managed via the Mental Health
Directorate. JA also commented that the shortfall currently supported by
the Directorate (14k) was not a considerable sum within the overall
budget/scale of efficiencies.
PNJ commented that it was important for us to remember the totality of
what the facility provides (and not just the catering element). MM
commented that we also need to consider how this fits in with the overall
Mental Health and Wellbeing strategy.
PH added that the project needed time to embed before we can consider
the full impact. PH suggested that we may need more meaningful data
in future reports to demonstrate the therapeutic benefits.
JW advised that the Mental Health Directorate has consistently delivered
efficiencies and felt that the cafe provided a good integrated model,
which should continue to be managed by the Mental Health Directorate.
There was a brief discussion around the possibility of using meeting
room spaces, encouraging students to use the facility and third sector
engagement.

•

•
•
•

Performance Committee noted the progress on the development of the
Midpark Cafe facility and endorsed the Mental Health Directorate request to
continue to operate and build a sustainable therapeutic model which is value
for money.
LDi left at this point in the meeting
7.

Financial Performance Update 2017/18 – Month 10 to 31st January 2018
KL presented the Financial Performance paper to Committee. KL highlighted
the key points from the paper:
•
•

The NHS Board is reporting an overspend position of £369k as at the
end of January 2018 which is in line with the improved forecast of
break-even by the end of the year.
The £369k adverse variance to plan relates to the current level of
unidentified efficiency plans still to be resolved, increased levels of
activity sent outwith NHS Dumfries and Galloway and growth in
Prescribing costs.
NOT PROTECTIVELY MARKED
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•

Achievement of the remaining CRES target is the focus of the Board in
ensuring sustained recovery of the financial position. The recurring gap
on CRES is now £9.6m as at the end of January 2018. This will roll
forward into the new financial year and forms part of the savings
challenge the Board faces in 2018/19.

Committee reviewed the paper with a number of points noted below:
•

•

•

•

•
•

PNJ noted that IJBs can carry reserves over (NHS Boards are unable
to do this) and queried how this is dealt with in the reporting/accounting
process. KL provided detail on this and explained that her separate
roles as NHS Board Director of Finance and IJB Chief Finance Officer
allows for an oversight of both processes.
AF spoke of references to underspends across Pays and queried how
this was broken down eg. how many staff this relates to and what the
effect of this is. KL advised that the paper provides an overarching
strategic report and does not report to this level of detail. KL added
that the Workforce Directorate undertake considerable work in the
background and any workforce issues are reported via relevant
Committees. CS provided further information on this and advised of
the work of the Staff Governance Committee. CS highlighted the
vacancy control process and reassured Committee that we do not have
any vacancy freezes. CS continued to explain that internal promotions
and gaps in filling posts contributed towards a large majority of the
underspends.
JW added that this type of report gave high level details only. JW
agreed that underspends were frequently due to time lags in
recruitment or changes in models. JW provided assurance that we
have robust systems in place regarding vacancies.
AF was keen to see how many people these referred to and what the
impact of this was. JA commented that we could provide basic
information around number of people/budget headings to AF if that
would be helpful.
There continued to be a discussion on the level of detail required for
strategic reports, how risks are reported and what value this provided.
There was also a brief discussion on the role of the IJB and the level of
detail required going forward in future reports (particular around
business transformation plans).

Performance Committee noted the report.
8.

Financial Plan 2018/19 to 2020/21
KL presented this item recalling that a draft Financial Plan had been
submitted to Performance Committee in January 2018. KL advised that
focussed work continues to finalise the Financial Plan, which is currently still
in draft form. KL provided a verbal update to Committee with the following
noted:
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•
•
•
•

•
•
•

The draft Scottish Government budget for 2018/19 has been approved
through the Scottish Parliament.
The detail around this and
confirmation of allocations was received in the past few weeks.
A detailed review on cost pressures has been undertaken, however,
further work is required due to the complexities around the financial
position and the level of savings required.
Drug cost pressures are moving on a monthly basis and there are
increased pressures in relation to external activity in Glasgow and
Lothian. Information continues to be collated to feed into the plan.
As per the draft plan submitted in January 2018, the CRES gap for
2018/19 for NHS Dumfries and Galloway was initially quantified at
£23.4m. In terms of potential changes to this, there is a possibility that
funding will be provided to support the pay uplift increase (£2m) and it
is noted that we will have £4m brokerage which is banked with the
Scottish Government (for the new hospital work), which could
potentially bring this figure down to around £17m, however, this is only
an estimate at present.
Focus continues on transformation work (including an asset
management review) to support CRES plans.
In February 2018, each Board received a request from the Scottish
Government for a draft Annual Operational Plan (see item 9) and work
has commenced to prepare this.
KL concluded by advising that the final Financial Plan will be presented
to NHS Board in April 2018. A paper will be presented to the IJB also
(this will be before April). KL added that she was happy to arrange a
separate workshop for members on the Financial Plan is they would
find this helpful.

The Committee noted the update and commented on a few areas as follows:
•
•

•

PNJ queried whether further savings in prescribing for 2018/19 was
achievable. KL advised of work with teams and pharmacists to work
towards this.
In terms of the potential £20m CRES savings required in 2018/19, PNJ
queried who drives the process in terms of service changes/difficult
decisions. There was a brief discussion around the governance of the
NHS Board and IJB. JW advised that we needed to be mindful of the
decision making process going forward and any requests for detailed
information. JW added the NHS Board/Performance Committee can
agree a process and request to see the detail, however, approval for
services delegated to the IJB sits with the IJB. To support this, JW
suggested that a framework be developed to demonstrate the decision
process; this will require approval at both the NHS Board and IJB. JW
added that difficult decisions will need to made in the near future and
approval of the business transformational plans will sit with the IJB.
AF queried how the IJB could agree a budget without detailed financial
information.
KL advised that budgets can be set based on
assumptions; further detail will be provided at Board.
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KL concluded by re-emphasising the scale of the efficiencies required going
forward, adding that the full support of the NHS Board will be required to
agree and implement the Financial Plan in 2018/19 and beyond.
Following discussion, it was agreed that:
•

An outline process should be devised setting out the governance
framework and decision making process for the NHS and IJB, to
ensure clear guidance is in place and the roles and expectations of
each respective body and its members are defined.
Action: JW and KL

•

Following submission to IJB, copies of any business transformation
plans should be circulated to NHS Board Members for information only
and to provide oversight. These should be treated in confidence.
Action: KL

Performance Committee noted the report.
9.

Annual Operational Plan 2018/19
KL presented this item explaining that the Scottish Government issued a letter
to NHS Board CEOs on 9th February 2018 advising that the Local Delivery
Plan (LDP) process will be replaced by a request for each Board to submit an
Annual Operational Plan for 2018/19, which should be shared and aligned
with the strategic plans of the relevant IJBs. The letter advised that this
should “focus primarily on performance, finance and workforce, concentrating
on the key standards that are most important to patients, whilst the Scottish
Government undertakes a review of the broader LDP Standards during the
coming year”. A copy of the letter was provided to Committee members as an
appendix. The deadline for submission was 28th February 2018, however,
this has recently been extended.
KL outlined the key headings for the report and confirmed that work has
commenced to collate this information. JA referred to the section in the letter
around expected performance by March 2019 and the request that the
minimum aim is to return to/at least maintain waiting times at 31st March 2017
level. JA highlighted some of the challenges around this and also a need to
ensure we present a sustainable plan rather than focusing on a short term
reactive solution.
In terms of target setting and realistic goals, PH queried if there are avenues
for challenging some of these. PH felt that an open and honest conversation
was required to review what is achievable. JA provided some background to
this. JA felt that the A&E target was reasonable, however, the treatment time
guarantee did present challenges, given the changes in workforce and
financial challenges. PH felt the NHS Board and IJB needed to consider what
was achievable, whilst delivering a person centred approach, and queried
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how this could be challenged. PNJ advised that this would be required at a
collective level. It was noted that the annual review may provide an
opportunity for an open discussion on workforce/financial challenges. KL
added that the Operational Plan will also provide an opportunity to highlight
issues around demand and capacity.
There was a brief discussion around a number of areas including: policy
directives, targets and statutory duties; deadlines for submission of
information and tight timeframes; expectations from the wider community and
staff.
Performance Committee noted the report.
JW left. DB arrived at this point in the meeting. It was agreed to move to Item
12.
12.

Mountainhall Treatment Centre
DB presented the Mountainhall Treatment Centre paper to Committee. DB
highlighted the following key points:
•
•

•

•

•
•

The design development is completed and an AEDET workshop took
place on 23rd February 2018.
A review of the building has taken place. An initial report has been
prepared which indicates that at the time of construction, the building
met guidelines however it would not meet current fire safety guidelines.
A costing exercise is taking place to price the work required to rectify
issues and to bring in line with current fire regulations. A copy of the
report will be sent to the existing building owners.
We have commissioned an independent fire engineer to assess the fire
issues including fire stopping and cladding issues. A report has been
produced and a meeting will take place this week with key project team
members including estates, legal and commercial advisors, and the fire
engineer to fully understand the implications of the findings.
A quarterly risk assessment was carried out on 22nd February 2018 by
the Project team with an update thereafter provided to Audit and Risk
Committee. The risk scoring was updated following review of the
building and the outcomes noted. LD added that the risk register will
be reviewed at Audit and Risk Committee on a quarterly basis.
The building owners (DFL) and our legal advisors have been fully
briefed on recent developments.
DB advised that teams have now settled into the old DGRI and security
is on site 24/7. We are also investigating some potential moves from
Nithbank to the old DGRI building.

PNJ requested further information around the cladding. DB provided
information on this and the fire stopping requirements. In terms of risk, JA
confirmed that the building has been risk assessed and there is a reduced risk
as the building is unoccupied. There was a brief discussion on potential
impact in terms of timeframes and negotiations. KL added that further clarity
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was required around technical and legal implications and a full update will be
taken to the Strategic Capital Programme Board on 9th March 2018.
In terms of the Acute Services Redevelopment Project (ASRP), KL advised
that update reports will no longer come to Committee, given that the New
Hospital is now open. However, work continues on post evaluation and the
arts strategy. It was noted Campbell Craig is carrying out an internal
independent review of the project also. A separate report on these areas will
be submitted to Performance Committee in due course.
Performance Committee noted the report.
DB left and GB arrived at this point in the meeting. It was agreed to move to
Item 5.
5.

Primary Care Transformation Programme
GB presented this item advising that the purpose of the paper was to provide
a summary of the 2018 GMS Contract which was approved on 18th January
2018 with 71.5% of participating GPs supporting the adoption of the new
contract. The paper also outlined the proposed governance structures
required to deliver the first phase of the new 2018 GMS Contract. The draft
contract is the culmination of negotiations between the Scottish GP
Committee (SGPC), the British Medical Association (BMA) and the Scottish
Government.
The paper included information on the followings areas:
•
•
•
•
•
•
•
•

Background and benefits of proposal
Programme workstreams
Role of the GP Sub-Committee and Local Medical Committee
Role of GP Clusters
Role of Health and Social Care Senior Management Team
Primary Care Improvement Plan
Resourcing requirements
Cross cutting themes

GB provided a presentation which specifically focused on the roles of the NHS
Board/Performance Committee and the IJB, priority new services, additional
areas of focus, proposed governance and structures, and next steps. GB also
circulated a separate handout to provide additional information.
GB concluded by advising that regular updates will be provided to
Performance Committee. The next update on 14th May 2018 will focus on the
development of the Primary Care Improvement Plan.
A number of key points were noted during the presentation:
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•
•

•

•
•

PNJ queried if premises sit with the IJB. KL advised that premises’
budgets, including GP premises, have been delegated to the IJB but
resource for capital and infrastructure sits with NHS/local authority.
In terms of the recommendations in the paper, PNJ asked for
clarification in terms of what is delegated to the IJB. GB advised that
this area is still in development and this will become clearer in the
coming weeks but responsibilities are set out in the memorandum of
understanding for the new contract.
KL advised that the chart of proposed governance and structures was
a draft at the current time. PH queried what impact the new contract
would have on GP recruitment/retention. GB advised that this is a big
service change and highlighted some of the positive outcomes to
Committee. Full engagement would be key going forward. GB felt it
was a big step to supporting GPs as it will relieve some of the
pressure, however, also recognised additional challenges around GP
recruitment.
GB highlighted the need to ensure equality across the framework and
localities and explained this further.
There was a brief discussion around medical students, ANP
recruitment and training, workforce planning, multi-disciplinary teams,
changes in working practices and retention.

Performance Committee:
•
•
•
•

Noted the 2018 GMS Contract and the requirement to develop a
Primary Care Improvement Plan for Dumfries & Galloway.
Approved the delegation of the development of the Primary Care
Improvement Plan to the Integration Joint Board.
Noted the proposed programme governance structure.
Agreed that the Performance Committee will receive regular updates
on the Primary Care Transformation Programme with the next update
to focus on the development of the Primary Care Improvement Plan.

GB left the meeting at this point.
11.

AOCB
a. NHS Board Non-Executive Member Vacancies
PNJ advised we have recently advertised for two Non-Executive
vacancies.
Shortlisting has been undertaken and interviews will take
place on 28/29th March 2018.
b. Adverse weather conditions
PNJ acknowledged the tremendous support provided from various sources
and partners during the exceptional weather conditions last week. PNJ
also recognised the efforts made by NHS staff to attend places of work.
CS echoed these sentiments (in her capacity as on call Director last week)
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and advised of the incredible team work and partnership working
throughout this challenging period. It was agreed that JA would feed this
back to the relevant parties.
Action: JA
c. Acorn House
PNJ referred to recent communications around Acorn House and the
pending review, and asked for clarification around governance and the
NHS Board’s role.
JA advised of his understanding of the NHS Board role. JA advised that
his position (as Board Chief Executive) is that this was an operational
issue wholly within the remit of the IJB and it’s Chief Officer (Julie White).
JA confirmed that he viewed his role (and that of the Board’s) as only
extending to assurance on:
•
•
•

The compliance of process with recognised best practice both in
terms of public and our staff
The safety and effectiveness of any new model of health services
input and
Best value in relation to use of Board revenue resource and fixed
assets.

JA recognised the complexities of the IJB/NHS Board governance
overlaps but felt it was important for Committee to agree an approach to
enable operational teams clarity on their decision framework.
Performance Committee agreed to the approach as outlined above.
12.

Draft Performance Committee Agenda – 14th May 2018
Committee noted the draft Performance Committee agenda for 14th May
2018.

13.

Date and time of next meeting
The next Performance Committee meeting will be held on 14th May at 1.30
pm to 4.30 pm in the New Boardroom, Crichton Hall, Dumfries. Please note
time of meeting.
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Staff Governance Committee
New Board Room, Crichton Hall
Minutes of the Meeting held on 26 March 2018 at 10am

Present
Gill Stanyard
Val Douglas
Stephen Hare
Penny Halliday

Non Executive Board Member (Chair)
Staff Side Representative
Staff Side Representative
Non Executive Board Member

In Attendance
Jeff Ace
Lesley Bryce
Pamela Jamieson
Ros Kelly
Arlene Melbourne
Sandra Milne
Emma Morning
Caroline Sharp
Alice Wilson

Chief Executive
Non Executive Board Member
Head of Service - HR Manager
Head of Service - Occupational Health Manager
Executive Assistant to Workforce Director
Staff Side Representative
OD Programme Manager
Workforce Director
Deputy Nurse Director

ACTION
1

Welcome, Introduction and Apologies
Apologies were received from Laura Douglas, Philip Jones
and Julie White.
Everyone introduced themselves to Lesley Bryce who was
taking up the Chair of Staff Governance from June 2018. Gill
asked if phones could be turned to silent and for all present to
engage with the meeting.

2

Draft Minutes of the Previous Meeting held on 22 January
2018
The minutes were approved as a true and accurate record.

3

Matters Arising
Gill Stanyard asked if Hazel Hamilton who had also got the
Queens Award had been invited to a Staff Governance
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Meeting and this would be followed up.
Alice Wilson reported that another member of staff, Lorraine
Haining, had also commenced training on the Queens Award
programme.
4

Corporate Risk Register
Caroline Sharp reported that the paper showed the work
which had been undertaken in the past 2 months. She had
taken the opportunity to highlight some work that is ongoing
around acute nursing recruitment which has been a challenge
over the last few months as the new hospital beds in.
Gill asked Pamela about the level of staff consultation to
provide input into the review. Pamela responded that Carole
Morton and Patsy Pattie were working with the staff and
Nicole Hamlet was also going round the wards to seek
feedback directly from staff.
Gill reported that Chris Isles had taken an idea to Audit & Risk
Committee and asked how it would be picked up with staff if
they had any ideas of improvement or suggestions. Caroline
responded that in the particular situation of the dialogue at
Audit & Risk Committee, following that meeting Chris Isles
had made direct contact with her in order to get some data
and Caroline had engaged with Pamela who was working
with Nicole Hamlet to ensure there is a connection back into
the acute team. Anyone can go anywhere with a good idea
but Jeff felt that this should have came through the relevant
lines via Management Team, HR and Finance first. Caroline
understood that Chris Isles had been guided by Ken
Donaldson of who he should have engaged with and there
needs to be some discipline that structure and systems are
followed.
Alice reported that there was the Quality Improvement Hub
where we actively seek people to bring ideas and the Nurses,
Midwives and AHPs have a structure of how they get their
ideas across.
Penny Halliday entered the meeting
Jeff stated that the Medical Education Committee does not sit
under a Corporate Committee of the Board and the minutes
are not regularly reviewed and suggested that Staff
Governance should put themselves forward as a parent
Committee.
Staff Governance Committee agreed to this.
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5

Committee Assurance Statement
Caroline Sharp reported that it was a requirement that Staff
Governance Committee review and approve the template so
it can be submitted by the end of the financial year. Caroline
will then do a more detailed paper following that.
Staff Governance Committee approved the Statement.

6

Working Well Update
Caroline reported that the front cover paper provided notes
and actions from the first meeting of the Working Well
Partnership Steering Group. Staff Governance Committee
had commissioned that a Steering Group be set up to take
this work forward on their behalf. The first meeting had been
held on 21 February and the next meeting was on 27 March.
Stephen Hare reported that his Trade Union colleagues in
Local Authority were having some issues in achieving a
satisfactory response to their “stress” survey. It is hoped to
overcome this through further discussion. We clearly have a
shared issue in relation to reasons for staff absences.
Lesley Bryce asked if it was a local report or a national
strategy and Caroline responded that this was local work but
connects back up to other national strategies such as the
imatter strategy.
Gill stated that this was the year of the young person and
asked if young people are going to be reflected and also how
was the core values reflected in this work.
Caroline
responded that in terms of young people the priorities were
set around communicating and building awareness and
understanding of the systems, processes and support that are
already available within our organisation that individuals can
access. The communications piece is at an all staff level and
is relevant to young people. She advised that the data shows
that as individuals get older it has a broader impact as they
have more significant absences so we are focusing more on
older individuals. With regard to core values, Caroline stated
that they are so embedded in how we do things so they are
not explicitly articulated in this piece of work.
Penny Halliday stated the Carers Positive has come to a halt
and asked why and if there was a way forward. Caroline
stated that Gill had asked for an update on the Carers
Strategy so Caroline has been in contact with Phil Myers and
had asked him to put together an update which he has been
working on. As this agenda was already full we have asked
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for Phil to do a paper and put it forward to Person Centred
Care Committee. Penny stated that that would probably be
the best committee for it to go to and it could feed back to
Staff Governance Committee. Jeff stated that he would also
like to see an item specifically about our workforce as carers
and the progress on the work they are doing for Staff
Governance Committee
7

Whistleblowing Update
Pamela Jamieson reported that the paper had been compiled
by Ingrid Wilson following and audit report done in 2016.
Ingrid is currently working on the Whistleblowing Policy and a
Standard Operating Procedure which has been going around
for consultation and will hopefully go to APF in May for
approval.
Penny asked how the Board knows that staff values the
Whistleblowing Policy and that they understand it? Caroline
responded that item 9 will pick up on the Dignity at Work
survey which tells us the response and sense of confidence
around whistleblowing. Gill had fed into the writing of the risk
held, so the language identified the culture necessary and an
environment where staff feel safe to speak up.
Gill stated that she had been really impressed by the work
Ingrid was leading on and the level of consultation she has
done on this has been superb and she has fed this back to
her.

8

Staff Health, Safety and Wellbeing Report including
Sickness Absence Update
Ros Kelly presented the routine report and highlighted the
following areas:
imatter – Ros reminded of the anniversary timescale for 2018
and stated imatter will be covered in item 9.
Staff Flu Update for 2017-18 – Ros was pleased to report that
the uptake figure for the flu vaccination was 64% and felt that
by sending out personal invitations it does make a difference.
Accident Reduction Plan – figures in the paper.
Gill congratulated Ros and her team around the flu
vaccination numbers. Jeff had started to have some reviews
of winter with Scottish Government and they feel that the
figures should be around 90% for frontline staff having taken
up the vaccination
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There was further discussion around staff not taking up the flu
vaccination and the reasons around this and Jeff agreed to
contact Public Health to find out the reasons.
Ros was asked if she had data relating to Physical assaults
by patients being connected to alcohol. Ros responded that
the data does not detail alcohol related accidents and she
would take that away. Alice stated that DATIX might not
record everything so she might not get the information so
suggested caution around it.
Caroline asked if Gill would be interested in other elements as
well as alcohol ie. drugs and suggested that Joe McGinley
had done a bit of work around this and could bring a paper
back to Staff Governance Committee.
There was discussion about needlestick injury figures and the
reasons for these. Caroline suggested taking this back to
Corporate Health & Safety Committee to go into it in more
detail. Ros was asked to work with her team around violence
and aggression and needlestick injuries and take a paper to
Corporate Health & Safety Committee and then bring
highlights back for reassurance to Staff Governance
Committee.
Ros updated that Lynnette Dickson was providing regular
reports to Eddie Docherty on the case of the patient at
Midpark. Stephen reported that regular meetings with Senior
Management were starting in a month and higher specialist
advice has also been sought in relation to this case. Jeff
stated that there had been a lot of discussion held at APF
around Midpark and the stress that staff was under.
Attendance Management
This was the routine paper reporting on sickness absence
statistics and Occupational Health activity.
Stephen asked about the time differences in the papers and
Caroline responded the Occupational Health has local data
and the absence levels is national data which is provided by
SWISS so it is a few weeks behind until that data is reported.
Penny asked what is happening operationally to see what
staff are needing and how do we know it is working. Pamela
responded that from an operational point of view, HR look at
absence levels on a weekly basis and have discussions with
Managers and it also gets discussed around Management
Team table to see what is getting done.
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Penny asked for evidence in some sort of report showing
reasons. Jeff advised that he was doing a review of winter
paper which would be going to the Board in the summer.
Caroline advised that the Terms of Reference for the Working
Well Partnership Steering Group show that the Health
Intelligence Unit are involved as the Data Analysts. Alice
reported that Nurse Managers meet every month with Senior
Charge Nurses and she is aware of the conversations that
they are having.
Lesley Bryce stated that some carers are going off sick rather
than asking for carers leave.
Gill asked if some kind of report could come back to the next
meeting and Caroline stated that she could not commit to that
as it is the Health Intelligence Unit work. She agreed that the
focus of this conversation held today is sighted on the
following day at the Working Well Partnership Steering Group
and will update at the next Staff Governance meeting.
9

National Staff Experience and Dignity at Work Report and
Local Results
Emma Morning summarised the paper and highlighted the
following:
imatter
The imatter response rates and EEI score is consistent with
the rest of Scotland. Action plans have fallen below the
average but some teams have done their action plans but not
updated on the system. Some issues highlighted in both
imatter and the previous staff surveys, is that staff feel what is
the point as nothing ever changes. Emma reported that she
has been looking at the structures in imatter and has built in
sub-directorates.
Dignity at Work Survey results
The response rate was 21% which is 797 staff members who
responded and is the lowest national response rate
There was discussion around the reasons for the low
response rates and Stephen reported that the nature of the
questions seemed to be a reason for the low responses.

10

Culture Development Work
Emma Morning gave the brief highlights from her presentation
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11

and agreed to circulate a copy of the slides to Staff
Governance Committee members following the meeting.

EM

A request was made for the minutes of the OD Steering
Group to be sent to the Staff Governance Committee

CJS

Emma said she would provide an update to the next Staff
Governance Committee on the evaluation of the LSI.

EM

Workforce Report
Pamela stated that she was looking to develop the report with
more detail around the numbers for the next meeting. Gill
asked about the role of mediation and it was agreed that she
would take this up with Pamela outside the meeting.
The update was noted.
Items to Note

12
13
14
15

16

APF Minutes – December 2017 – Noted
Disclosure Scotland Changes – The Police Act 1997 and the
PVG (Scotland) Act 2007 Remedial Order 2018 – Noted
Workforce Planning Update - Noted
NHS ScotlandStaff Governance Standard Monitoring
Framework - Noted

Any Other Business
There was no other business.

17

Date of Next Meeting
The next meeting will be held at 10am on Monday 28 May
2018 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 28 May 2018 at 10am

Present
Lesley Bryce
Grace Cardozo
Val Douglas
Andy Ferguson
Stephen Hare
Philip Jones

Non Executive Board Member (Chair)
Non Executive Board Member
Staff Side Representative
Non Executive Board Member
Staff Side Representative
Chairman

In Attendance
Jeff Ace
Lynsey Fitzpatrick
Hazel Hamilton
Pamela Jamieson
Ros Kelly
Arlene Melbourne
Sandra Milne
Natalie Morel
Caroline Sharp
Gill Stanyard
Alice Wilson

Chief Executive
Equality & Diversity Lead (for Item 10)
Queens Nurse (for Item 6)
Head of Service - HR Manager
Head of Service - Occupational Health Manager
Executive Assistant to Workforce Director
Staff Side Representative
Head of Service – OD&L Manager
Workforce Director
Non Executive Board Member
Deputy Nurse Director

ACTION
1

Welcome, Introduction and Apologies
Apologies were received from Melissa Gunn and Julie White.
Lesley Bryce introduced herself as the new Chair and
everyone introduced themselves as the Committee had new
membership from 1 May 2018.

2

Draft Minutes of the Previous Meeting held on 26 March
2018
Alice Wilson stated that on Page 3 that the wording was
inappropriate and could it be reworded. Stephen Hare agreed
to provide another form of words. Otherwise the minutes were
approved as a true and accurate record.
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3

Matters Arising
Lesley asked about Carer Positive and Caroline responded
she believed a paper was going to Person Centred
Committee and she would check that this was still going.

4

Corporate Risk Register
Caroline Sharp reported that this was the routine paper and
the next scheduled review update with Laura Geddes was the
following day, so a more comprehensive update would come
to the next meeting.
There was discussion around sustainable workforce which
also includes GPs and Student Nurses. Jeff said he would
take a paper to June Board around GP provision and Alice
confirmed that jobs would be offered to Student Nurses.
Andy asked for a risk matrix for the 3 risks and Caroline
stated that this was an extract from DATIX which all the Non
Executive Board Members had access to for them to track the
risks in more detail. Andy said he did not have access and
Lesley suggested he contact Laura Geddes to arrange his
access. Caroline also agreed for a tracker narrative to be
included in the cover paper to show historic ratings and
changes.
Andy asked about the medical workforce information and
Caroline confirmed that this was collated for the Regional
Workforce Framework and had been submitted at the end of
March. She would circulate the Regional Workforce
Framework paper to the Committee.
Staff Governance Committee discussed and noted the Staff
Governance Corporate Risks and were assured that
appropriate and effective processes are in place to manage
the risk register.

5

CJS/AFM

SAAT
Caroline Sharp reported that this was the Annual Return
around the Boards performance against the 5 Staff
Governance Standards which required to be submitted to
Scottish Government. Caroline had agreed with Julie White
that going forward, once the overall SAAT is approved,
Caroline will do a piece of work with the individual Directorate
returns to provide feedback to them.
There was discussion around Modern Apprentices, Young
People and recruiting across the different sectors and
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Caroline explained about a Memorandum of Understanding
that was being developed.
It was reported that the localities have achieved gold award
and Lesley asked about the Acute Services and Pamela
confirmed that Diagnostics had achieved their silver award.
Staff Governance Committee provided formal approval of the
2017/18 Staff Governance Self Assessment Audit Return
(SAAT) and approved its submission to the Scottish
Government Health Department.
6

Queens Nurse Award
Hazel Hamilton thanked the Committee for inviting her along
to speak. She took the Committee through a presentation
which showed what the programme is about and her journey
to becoming a Queens Nurse.
Lesley thanked Hazel for attending and doing
presentation and congratulated her on his award.

her

Gill asked about the interview and how she felt it was a good
process and Hazel explained the process and said if that was
as far as she got, it was still a great experience.
Grace asked if the creativity that she had learned had made a
difference and Hazel said it definitely had.

Hazel Hamilton left the meeting
7

Professional Development within NMAHP Directorate
Alice Wilson stated that the paper was for noting and advised
that there were changes coming around how the PEFs and
CEFs work who support nurses and midwives in practice.
The Staff Governance Committee received the Practice
Education and Development annual report and noted the
work with staff to support their education and development.

8

New Junior
Arrangements

Doctor

Employment

and

Training

Pamela Jamieson reported that she was actively working on
this piece of work and is already starting to use the new
TURAS people system. Andy asked about rotation which
Pamela explained.
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The Staff Governance Committee noted the progress that is
being made to ensure the effective implementation of the
Doctor in Training – Lead Employer Arrangements for August
2018 within NHS Dumfries and Galloway.
9

National Staff Survey and Dignity at Work Report
Natalie Morel reported that this paper was an update on the
previous paper as more national data had been received.
She summarised the following:
•

Matched national response rate against data and had
the lowest completion rate done electronically
Lynsey Fitzpatrick entered the meeting

•
•

Comparison of national results
Scoring better than the national average on some
areas

She stated that a report and update would come to the next
meeting.
There was discussion around whistleblowing, support for staff
with mental health issues, imatter and staff involved in
decision making. Grace suggested dovetailing into some of
the good work which has been done around community
engagement.
Staff Governance Committee reviewed and agreed the
themes identified from analysis of the National Staff
Experience (iMatter) and Dignity at Work Report 2017 and
endorsed existing programmes of work relating to these.
10

Equality & Diversity Update
Lynsey Fitzpatrick presented the paper and focused on 2
broad themes:
•
•

Specific duties which the organisation needs to meet
Stonewall workplace index

Lynsey summarised the points in the paper including the
remodelling of the Equality & Diversity Programme Board
which is being looked at.
There was discussion around equality & diversity resources,
senior leadership and LGBT staff network.
The

Staff

Governance

Committee

acknowledged
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understood the requirement of NHS Dumfries and Galloway
to comply with a number of actions set out in the Public
Sector Equality Duty, and which are outlined in this paper.
The Committee noted and discussed the progress made
towards these actions (as at April 2018) and the submission
and feedback surrounding the NHS Dumfries and Galloway
entry to the Stonewall Workplace Equality Index.
Lynsey Fitzpatrick left the meeting
11

Working Well Update
Caroline updated on the work of the Partnership Steering
Group which had met recently and reported that the Working
Well launch will take place this week and a communications
plan is orientated following the launch and Caroline outlined
the programme for the year. The launch video was shown to
the Committee.

12

Workforce Directorate Restructure & Workplan Priorities
Caroline outlined the background to the Directorate
restructure and gave a presentation on the Workplan
priorities.
Staff Governance were happy to endorse.

13

Staff Health, Safety and Wellbeing Report including
Sickness Absence Update
Ros Kelly presented the routine report and highlighted the
following areas:
•
•
•

imatter – operational update on the imatter programme
giving specific dates
National Seasonal Flu Statistics for 2017/18 were 64%
Staff accident DATIX report which goes to APF

Lesley asked about the Moving and Handling update and Ros
replied that it had been challenging in the past year with the
transition to the new hospital but have had the Manual
Handling Trainers at the new build to assist with new
equipment and as a test of change they were looking at site
competency based training.
Andy queried font sizes in the paper and asked that they all
be the same in line with RNIB compliance.
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Attendance Management
This was the routine paper reporting on sickness absence
statistics and Occupational Health activity and highlights
were:
•
•
•

We had the lowest absence figures in Scotland at
4.93%
Long term absence figures were also the lowest
Occupational Health activity for the last quarter and
whole year

Jeff stated that we were the only mainland Board under 5%
Andy asked for overall numbers of staff to be provided as well
as percentages to understand better.
The Staff Governance Committee noted the latest Staff
Health, Safety and Wellbeing Report and assessed our
continuing progress against Staff Governance Standard E –
“Provided with an Improved and Safe Working Environment”.
14

Workforce Planning Progress Update
Caroline reported that the paper highlights that the workforce
team are working on the Workforce Plan for the NHS and also
working through the Integration OD Steering Group on the
refresh of the Integration Workforce Plan. It will be the same
as last year by publishing an Integrated Workforce Plan with
an NHS Dumfries & Galloway Workforce Statement.
Grace asked how this would change with the new GP
contract and Caroline explained that our plan is for the NHS
workforce as the GPS are not directly employed by us.
The Staff Governance Committee reviewed progress with the
Board Workforce Projections 2018/19 and supporting
narrative as well as the development of the Integration Board
Workforce Plan.

Alice Wilson left the meeting
15

Workforce Report
Pamela stated that the report had not changed from the
previous meeting.
The paper was noted.
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Items to Note
16
17
18

APF Minutes – February 2018 – Noted
Non Executive Members Assurance Questions
Medical Education Committee Minutes - Noted

19

Any Other Business
Phil stated at the last Board Chairs’ meeting there had been a
paper from Shirley Rogers on where we are with EU nationals
and he would discuss this with Caroline and Jeff.
Staff Governance Committee members thanked Gill for
Chairing the Committee over the past few years and Caroline
presented her with flowers.

20

Date of Next Meeting
The next meeting will be held at 10am on Monday 23 July
2018 in the New Board Room, Crichton Hall.
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