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Agenda Item 140
DUMFRIES AND GALLOWAY NHS BOARD
Minute of the meeting Dumfries and Galloway NHS Board held on Monday 5
October 2015 at 10am in the Council Chambers, Sun Street, Stranraer
Minute Nos:109-136
Present
Mr P Jones
Mrs P Halliday
Ms L Bryce
Mrs G Cardozo
Mrs M Cossar
Mr R Allan
Mr J Beattie
Mr J Ace
Professor H Borland

Chairman
Vice Chair
Non Executive Member
Non Executive Member
Chair of Area Clinical Forum
Non Executive Member
Employee Director
Chief Executive
Nurse Director

Apologies
Ms C Sharp
Mr R Nicolson
Dr L Douglas
Dr A Carnon
Dr A Cameron
Miss G Stanyard

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

Attending
Ms L Davidson
Mrs J White
Ms M McCoy
Dr K Donaldson
Mrs L Geddes
Mrs L McKie
Ms L Fitzpatrick

Deputy Director of HR & Workforce Planning
Chief Operating Officer
Joint Interim Director of Public Health
Associate Medical Director
Corporate Business Manager
Executive Assistant
Equality and Diversity Lead

109 Chairman’s Opening Remarks
The Chairman welcomed everyone to the meeting of the NHS Board in
Stranraer, highlighting that the Board’s Non Ministerial Annual Review was held
on 24 September 2015, where an update was given on the Boards performance
in 2014/15 and a question and answer session was held to give the public the
opportunity to challenge Management Team on various areas of Board
business.
The Chair of the Area Clinical Forum and Employee Director were thanked for
their involvement at the Annual Review.
The Chairman congratulated Mrs Laura Geddes on her appointment as the
Board’s new Corporate Business Manager.
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110 Apologies
Apologies as noted above.
111 Declarations of Interest
There were no interests declared.
112 Minute of the Meeting held on Monday 3 August
The minute of the meeting held on 3 August 2015 was approved as an accurate
record with one amendment.
It was agreed to amend the minute from the previous meeting at Item 84 to
remove the sentence in relation to championing, following a query raised by a
Non Executive Member.
Action: Executive Assistant
113 Matters Arising
There were no matters arising.
114 Improving Safety, Reducing Harm – Early Years Collaborative Progress Report
The Nurse Director presented the report to members, gave an update on the
progress made against the national improvement programme to support of
Early Years Development. An information leaflet was circulated to members,
which gave additional information on the initiative.
In response to comments, Members were advised:
• community partnerships are meeting with Jeff Lever, chair of Dumfries
and Galloway Council Education Committee in October 2015 to help
raise the profile;
• extensive collaboration work with parents and older children is being
undertaken;
• 6 monthly progress reports to be taken to Healthcare Governance and
Board;
The Board, following discussion,
• noted the report.
115 Involving People, Improving Quality - Patient Experience Report
The Nurse Director presented the report to members, giving an overview of the
Board’s performance for quarter one, looking at the key themes of formal
complaints and the patient and family feedback.
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The Nurse Director highlighted:• the increase of complaints from 71 in Quarter 1 2014/15 to 112 in
Quarter 1 2015/16;
• percentage of complaints completed within 20 working days, continuing
an upward trend, paper detail by directorate and category break down
month by month;
• annual report to board on a quarterly basis;
In response to comments, Members were advised:• no progress on student nurses;
• report to December Board to give examples of improvements made.
The Board, following discussion,
• noted the report.
116 Improving People, Improving Quality - Healthcare Associated Infection Report
The Nurse Director presented the routine Healthcare Associated Infection report
to members, which forms part of the Board’s reporting requirements with
Scottish Government and looks at performance against the HEAT targets for
Staphylococcus aureus bacterium (SAB) and Clostridium difficile infection
(CDI).
The Nurse Director highlighted:• clostridium difficile infections static;
• key issues on recurring patients having infection 2 or 3 times, limiting
antibiotics;
In response to comments, Members were advised:• NHS Dumfries & Galloway CDI reported monthly through Board on a
regular basis;
• addressing data problems through Healthcare Governance and Board;
• discussions are ongoing around the use of electronic prescribing;
• CDI route cause analysis, health protection team working closely with
colleagues;
The Board, following discussion,
• noted the report.
117 Children’s Services Plan Progress Report
The Nurse Director presented the Children’s Services Plan Progress Report,
which highlight significant improvement that have been made following the
inspection and in preparation for the implementation of the revised Children and
Young Peoples (Scotland) Act in August 2016.
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The Nurse Director highlighted:• the pre birth and parenting strategy is out in draft;
• the corporate parenting champions board invited young people onto the
board, helping to build relationships and engage with young people,
Corporate Business Manager to circulate the Terms of Reference to
members;
Action: Corporate Business Manager
• children’s executive group meet regularly on a weekly basis to deliver
plan;
• third sector happy with plan in place and confident of levels of
commitment;
The Board, following discussion,
• noted the report.
118 Galloway Community Hospital Update
The Chief Operating Officer presented the report to members, highlighting the
changes in management structure that is being implemented within the
Galloway Community Hospital and progress that has been made against the
Older People in Acute Hospitals Inspection Action Plan.
The key points from the discussions were:
• all actions within the 16 week action plan from the inspection visit have
been completed.
• the Leadership Team within Dumfries and Galloway Royal Infirmary
(DGRI) were asked to lead on the management structure at the Galloway
Community Hospital so all clinical services would be under one service;
• an open session had been held at the Galloway Community Hospital
where a range of staff had attended, feedback had been positive and
changes had been in place from 1st September;
• positive message from staff that the new structure was confirming the
role of the Galloway Community Hospital and helping to create a sense
of value;
• long term plan to get the right capacity of these senior roles;
• priority for Dementia Training within DGRI and relevant training in place,
the Nurse Director agreed to circulate information on the roll-out of the
Dementia Training to staff across all areas, specifically the Galloway
Community Hospital and Dumfries and Galloway Royal Infirmary;
Action: Nurse Director
•
•
•
•

the Nurse Director agreed to circulate a paper on the progress made
towards achieving the scottish standard, to members;
Band 7 Nurse in post until March 2016 to audit patient casenotes and
transfer data into e-casenote files;
IT connections being presented at the national conference in
October 2015;
cottage hospitals have more connection with primary care, improving the
NOT PROTECTIVELY MARKED
Page 4 of 10

9

•

connection with cottage hospitals and DGRI, staff huddles addressing
challenges;
joint inspection in spring next year focussing on older adults;

The Board, following discussion,
• noted the report
119 Equality & Diversity: Six Monthly Update
The Deputy Director of Human Resources & Workforce Planning along with the
Equality & Diversity Lead presented the Equality and Diversity paper, which
gave an update on the Board’s progress towards the equality outcomes.
Highlighting to members:• as part of a graduate initiative, Finance have agreed to provide a 2 year
placement, which will commence in October 2015;
• local community planning group holding 2 events;
In response to comments, Members were advised:• first meeting of the Integration Joint Board will be in November 2015;
• a meeting of the Lesbian, Gay, Bisexual and Transgender (LGBT) group
has been arranged with Chief Officer. An update on discussions at the
meeting can be given at the first IJB meeting.
The Board, following discussion,
• noted the report
120 Schedule of Board Meeting Dates: April 2016 to October 2016
The Chief Executive presented the schedule of Board Meeting dates to
members, highlighting that a further paper will be brought back to Board in June
2016 with a schedule of dates for the second half year, once the Integrated
Joint Board is fully embedded.
The Board, following discussion:• approved the schedule of Board Dates from April 2016 to October 2016.
121 Revalidation of Nurses and Midwives
The Nurse Director presented the Revalidation of Nurses and Midwives report
highlighting the changes to the existing process, which will be fully implemented
across the United Kingdom by 31st March 2016.
The key points from discussions on this item were:
• NMC are to meet this month to approve working nationally;
• report to Area Partnership Forum;
• Nurse Director to take regular reports to Healthcare Governance;
• senior charge nurse to work with each member of staff to make sure
everyone is revalidated;
• consideration should be given to the timescale for registering all
midwives;
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•

staff forgetting to revalidate under the new model will mean a possibly 68 weeks without pay;
• Nurse Director to bring progress back to future board meetings;
• this item is noted within the corporate risk register;
• additional time for staff to complete registration process is still under
discussion;

The Board, following discussion,
• noted the report

122 Revenue Financial Performance: 5 Months to 31 August 2015
The Director of Finance presented the financial performance paper to members,
noting that the year to date position of £358k over-spend, which highlights the
increasingly difficult financial challenges faced by the Board in delivering a
breakeven position.
The key points from discussions on this item were:
• a cost pressure has been identified around funding the Service Level
Agreement with NHS Lothian of approximately £750k.
• financial risks around GP prescribing and medical locum costs continue
• benefit of £2.9m non recurring resource from Scottish Governance;
• CRES workshop on 25 August, which identified a significant impact in
2016/17;
In response to comments, Members were advised:• Scottish Government supporting long term planning to cover double
running costs;
• draft Financial Plan will be taken to the December 2015 Board;
The Board, following discussion:• noted the update of the financial position as at August 2015.
123 Performance Report
The Chief Operating Officer presented the Performance Report to members,
which demonstrates the Board’s current position against the HEAT targets and
standards.
The key points noted within the discussions were:
• the increase in Treatment Time Guarantee (TTG) breaches;
• slight drop in the achievement of the Cancer Targets, however,
continuing to remain above target;
• A&E performance at 97%;
• clinical performance at 9.3%;
• nurse manager appointed to work within theatres;
• continued risks around patient safety on Out Patients;
• the increase in delayed discharge figures;
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The Board, following discussion:• noted the contents of the report.

124 Capital Performance 2015/16
The Director of Finance presented the paper reflecting the 2015 / 2016 capital
position and confirming that capital allocations of £10.187m been received from
Scottish Government at the end of month 5.

It was noted that due to changes to scheduled work on the new acute hospital
project around foul water and fibre cabling projects a slippage of £3m between
years has been noted. Agreed to respond positively to the request by the
Scottish Government and return unspent funds to be drawn down by the Board
in 2016/17 for the Acute Services Redevelopment Programme.
The Board, following discussion approved:
• The £3.0m slippage between years related to the foul water and fibre
projects in respect of Acute Services Redevelopment Project.
The Board, following discussion noted:
• The allocations received to date.
• The project budget updates.
• The capital expenditure incurred to date.
125 Dental Salaried Services Review Update
The Chief Executive presented the paper to members, which an update on the
Salaried Dental Service review across the region, highlighting the progress
made in Lochside, Newton Stewart and Lochmaben.
The key points noted from discussions on this item were:
• move to independent contractor sector for both the Dumfries Dental
Centre and Lochmaben Dental Clinic;
• continued services at Sanquhar and Lochside by a lease arrangement;
• maintaining services in Newton Stewart;
The Board, following discussion noted:
• Note this update in respect of the implementation of the October 2014
Board decision to accept the recommendations of the report of the review
of the provision of general dental services by the salaried service.
The Board, following discussion approved:
• Approve the proposal to undertake a further service review of the Salaried
Dental Service to explore options for future service delivery of routine NHS
General Dental Services from Lochside Dental Clinic.
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126 Medical Staffing
The Associate Medical Director presented the Medical Staffing report,
highlighting the current challenges in respect of GP recruitment within Primary
Care and consultant recruitment within Acute and Diagnostics.
In response to comments, Members were advised:• the possible use of paramedics in future models;
• It was agreed that a recruitment and retention summit would be
discussed at the next Area Clinical Forum meeting in October 2015;
•
•
•
•

recruiting advance practitioners, midwives and speciality doctors;
3 general practitioners have recently been appointed within the region;
future updates on this item will be brought back to further board
meetings;
Chair of Area Clinical Forum to introduce the recruitment and retention
as one of the key themes at the upcoming Area Clinical Forum open
session on 28 October;

The Board, following discussions:
• noted the progress in recruiting to consultant posts and acknowledged
the significant challenges that remain, especially in respect to primarycare GP recruitment.
127 Medical Education Annual Report
The Associate Medical Director presented Medical Education Annual Report,
highlighting some of the challenges faced within the Education Department, due
to the new and stricter rules to maintain training status and approval from the
General Medical Council and the need to develop more simulation based
training.
The Board, following discussion:• noted the report.
128 Outline Winter Plan 2015 / 2016
The Chief Operating Officer presented the Outline Winter Plan paper 2015/16,
which sets out plans for managing winter pressures within the local health
services, based on the guidance issued for the National Unscheduled Care
Programme self assessment from Scottish Government.
The key points from the discussions on this item were:• increase in staffing template on ward 4 to allow 7 day opening, to support
challenges elsewhere;
• 7 day discharge team in place to cope with daily pressures;
• twice daily huddles to help manage pressures;
• staff flu vaccination programme;
• executive summary to be submitted to scottish government;
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• winter plan report to be published by November 2015;
• final draft of approved paper to Performance Committee in November
2015;
The Chief Executive highlighted the multi agency exercise last week and
advised that at the last Infection Control Committee meeting, members had
asked for assurance on structure and confirmation for testing and results.
The Board, following discussion:• noted the report
129 Board Briefing
The Chief Executive presented the Briefing to members, highlighting the good
news stories that have been identified since the last Board Meeting, including
the launch of the NHS Organ Donor Register and the Freedom of Information
requests that have been received by the end of August 2015.
The Board, following discussions:• noted the report
130 Minute of the Public Health Committee held on 25 May 2015
The Board:• noted the minute of the Public Health Committee held on 25 May 2015.
131 Minute of the Area Clinical Forum held on 27 May 2015
The Board:• noted the minute of the Area Clinical Forum held on 27 May 2015.
132 Minute of the Area Clinical Forum held on 29 July 2015
The Board:• noted the minute of the Area Clinical Forum held on 29 July 2015.
133 Minute of the Healthcare Governance Committee held on 13 July 2015
The Board:• noted the minute of the Healthcare Governance Committee held on
13 July 2015.
134 Minute of the Person Centred Health & Care Committee held on 29 June 2015
The Board:• noted the minute of the Person Centred Health & Care Committee held
on 29 June 2015.
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135 Any Other Competent Business
The Chairman mentioned that a letter had been received from Paul Gray,
Chief Executive of NHS Scotland asking Board’s to nominate a Non Executive
Board Member as their Whistle Blowing Champion by 30th October 2015.
The Board, following discussions:• approved Ms G Stanyard as NHS Dumfries and Galloway Whistleblowing
Champion nominee.
Following the appointment of the Integrated Joint Board (IJB) Members at the
June 2015 Board meeting it has now been confirmed that Laura Douglas will
stand down as a member of the IJB and will be replaced by Lesley Bryce.

136 Date of Next Meeting
The next formal meeting of the NHS Board will be held on
Monday 7 December 2015 in the Conference Room, Crichton Hall, Dumfries
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Agenda Item 142

DUMFRIES and GALLOWAY NHS BOARD
7 December 2015

Improving Safety Reducing Harm
Significant Adverse Events
Author:
Maureen Stevenson
Patient Safety & Improvement Manager

Sponsoring Director:
Hazel Borland
Executive Nurse Director

Date: 6 November 2015
RECOMMENDATION
The Board is asked to receive this report on the management of Significant Adverse
Events

CONTEXT
Strategy / Policy:
The process for managing Significant Adverse Events (SAEs) was strengthened in
April 2013 following guidance from Healthcare Improvement Scotland (HIS).
Healthcare Improvement Scotland issued an updated Adverse Event Framework in
April 2015. We have considered this update and adapted our local framework
accordingly – this has been through the Healthcare Governance Committee.
Organisational Context / Why is this paper important / Key messages:
• A total of 15 Adverse Events (AEs) have been submitted for consideration as
a Significant Adverse Event Review (SAER) 1 September 2014 - 31 August
2015.
• One SAER reported before 1 September 2014 was closed during this
timeframe.

GLOSSARY OF TERMS
AEs
DGRI
HIS
QPSLG
SAER
SAE(s)
SPSP
ICU

-

Adverse Events
Dumfries and Galloway Royal Infirmary
Healthcare Improvement Scotland
Quality and Patient Safety Leadership Group
Significant Adverse Event Review.
Significant Adverse Event(s)
Scottish Patient Safety Programme
Infection Control Team
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MONITORING FORM
Policy / Strategy

Healthcare Quality Strategy
Delivering Scottish Government Health Department
Scottish Patient Safety Programme (SPSP)

Staffing Implications

Encouraging staff across NHS Dumfries and
Galloway to take forward learning from patient
safety activities.

Financial Implications

None identified

Consultation / Consideration

No consultation required at this time as this is a
nationally agreed programme.

Risk Assessment

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

Sustainability

Embedding continuous improvement enables us to
ensure sustainability and reliability of processes
and outcomes for patients

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate Corporate Objective 2

Agreement Reducing Risk and harm and improving patient
safety contributes to keeping our population safe.
Vision and Leadership:
 Commitment and leadership
 Sound governance at strategic and
operational level
Sustainability
A contribution to sustainable development

Impact Assessment
Equality Impact Assessment required
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1. Introduction:
Risk is inevitable in any complex system, and no matter how dedicated and
professional our staff are it is impossible to completely eliminate risk from healthcare.
‘Patient Safety is the foundation of good patient care. The unnerving fact that
healthcare can harm as well as heal is the reason for suggesting safety is at
the heart of healthcare.....There is something horrifying about being harmed or
causing harm, in an environment of care and trust’
Charles Vincent 2010
However, a coordinated approach to safety and risk management can help protect
the safety of patients, staff and visitors. Understanding what can go wrong and why is
a fundamental requirement of developing safer healthcare systems.
In 2013 NHS Dumfries and Galloway strengthened their Significant Adverse Event
Review (SAER) process which enables us to look in depth at the factors and system
failures that contribute to patient harm.
2. Background:
In September 2013 HIS published a National Framework for Scotland entitled
‘Learning from Adverse Events through Reporting and Review:
A National
Framework for NHS Scotland’. It aimed to standardise processes for managing and
learning from adverse events.
In April 2015 they published a refreshed version which provides further guidance in
how to apply a Human Factors Framework when investigating, analysing and making
recommendations to improve future care delivery. Our Local Framework has been
updated and will be endorsed through the Healthcare Governance Committee.
3. Governance of Significant Adverse Events in NHS Dumfries and Galloway:
Staff are encouraged to report all Adverse Events on Datix; our risk management
system. These events are categorised according to harm. These categories range
from ‘near miss’ where no actual harm occurred to ‘significant injury’ and ‘death’.
Significant Adverse Events (SAEs) are classified as categories
`G` (Permanent patient harm)
`H` (Intervention required to sustain life)
`I` (Patient death)
All potential SAEs are immediately escalated to a senior manager. A preliminary
report is prepared for consideration by the Quality and Patient Safety Leadership
Group (QPSLG) who consider this initial report and decide whether a formal SAER
needs to be commissioned or whether the event can be reviewed locally.
The QPSLG allows the processes already in place for review of suicide and perinatal
mortality to be conducted following national guidance but still receive the final report
for consideration before the incident is closed.
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Review teams are asked to consider and describe the learning from SAER and how
this might be shared more widely.
4. Quality and Patient Safety Leadership Group:
In order to strengthen our approach to Adverse Events and learning from
investigations the Quality and Patient Safety Leadership Group (QPSLG) adapted its
remit in April 2013 to critically examine Significant Adverse Events.
This Group is chaired by the Executive Nurse Director. Members include: Executive
Medical Director, and Deputy Nurse Director, Associate Director of Allied Health
Professionals (AHP) and Associate Medical Directors, (Acute Services), Chief
Pharmacist and Associate Medical Director, (Child Health).
An initial review is completed by the Directorate in which the Adverse Event occurred
and the QPSLG receive an initial summary report within 5 days.
The QPSLG consider the circumstances and decide whether or not the Adverse
Event meets the requirement to instigate a full Significant Adverse Event Review
(SAER). They issue a Terms of Reference and appoint a lead reviewer.
The QPSLG receive regular updates on current investigations. On completion of the
investigation the review findings and lessons learned are presented by the lead
reviewer. Responsibility to take the lessons learned forward remains with the
Directorate Management Teams. In the event that lessons can be learned across the
Directorates this is shared at Management Board meetings and learning events.
Recurrent themes from adverse events form the basis of our Safety and
Improvement Programmes.
5. Significant Adverse Events:
During the period 1 September 2014 to 31 August 2015 15 Adverse Events,
classified as potentially significant, were submitted on our electronic risk system
(DATIX) as per our Significant Adverse Event procedure.
The 15 incidents were reviewed by QPSLG and two were accepted for a Significant
Adverse Event Review. Of the 13 not accepted: one was already subject to a
Maternity Services Review, two were Mental Health related suicides which were
already being reviewed according to national suicide review requirements – the
others were either closed following an initial investigation or it was agreed to that the
adverse event did not meet the category requirements for an SAER.
Appendix 1 gives a brief description of each incident and the decisions made by
QPSLG.
During this period one Significant Adverse Event Review was closed after
investigation. This was shared with Healthcare Governance Committee, the other is
still ongoing.
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6. Learning from Adverse Events through Reporting and Review
Following publication of the revised national framework in April 2015 NHS Dumfries &
Galloway have reviewed and updated our local framework. The changes of
significance include:
•
•
•
•

•
•

Guidance on how to conduct a Multiagency review
Guidance on how to apply a Human Factors Framework to support incident
analysis and ensure that recommendations take into account; people, activity
and environmental factors.
Strengthening the section on sharing reports to include all those involved in
the incident including patients, their families and staff.
Guidance on the application of incident outcome codes. Not all adverse events
reviews will identify system failures and may find that appropriate care was
provided. A review may conclude that the care that was delivered was
appropriate and an event was unavoidable. Applying incident outcome codes
to indicate the findings of the review in relation to the link between care and
outcome will allow identification of those events where improvements are
required.
Roles and responsibilities more clearly articulated
Standardised incident review and learning summary templates

7. Conclusion
NHS Dumfries & Galloway’s approach to managing adverse events and Significant
Adverse Events in particular has been significantly strengthened over the past two
years.
The oversight and challenge provided by the QPSLG and the adoption of national
guidance locally has resulted in a more robust investigation and learning process.
The development and adoption of our revised framework will support the evolution of
our learning system and ensure that the needs of all parties, including the patient and
their family, staff and the organisation are explicitly recognised and addressed
throughout the SAER process from reporting, through investigation, review, action
planning and application of learning.
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Appendix 1
Table 1: Potential SAERs considered by QPSLG with outcomes
Ref
DW23248

DW24741

DW24849

DW25293
DW25581
DW25795
DW25936

DW26324

Summary
Patient fall whereby patient sustained a fracture –

Outcome
Complaint dealt with via the SAER process, a Significant Adverse
Event review was commissioned – the results were inconclusive
as to when and where the actual fracture occurred. Liaison with
the family has been sought – the case has been closed with a
review date in six months
Failure in the cement being used for operations – resulting No SAER commissioned – Directorate to take forward locally –
in patients’ procedures lasting longer than necessary now closed
?Was this operations pleural, or operation??
No availability of specialised aortic balloon pump following No SAER commissioned – discussed with Cardiology Team and
patient suffering from an Acute Heart failure
system put in place to ensure new team members are made
aware of local procedure – now closed
Intrauterine Death
Perinatal Review carried out by Women and Children’s Services
outcome to be shared with Q&PSLG
Patient fall whereby patient sustained a fracture
Following confirmation that a complete and accurate Falls Risk
Assessment was in place no SAER commissioned – now closed
Suicide of patient under the care of Mental Health Services Mental Health Services Critical Incident Review carried out
outcome to be shared with Q&PSLG
Sudden unexpected death
No formal SAER commissioned – although incident reviewed by
Dr Armstrong. Patient’s family have been met with and the
findings discussed – now closed
Typewritten communication error on handover
No SAER commissioned – unable to identify which Doctor had
completed the initial document. Although this did not involve a
Trainee Doctor the importance of accurate recording has been
reinforced to them and the issue highlighted in DGLearn
Newsletter – now closed
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Ref
DW26358
DW26545

DW27200
DW27564

DW28294
DW28377
DW28583

Summary
Patient fall whereby patient sustained a fracture

Outcome
No SAER commissioned – accidental fall – accepted by patient
and family – now closed
Procurator fiscal enquiry following post-mortem
Still under review by Medical Director in discussion with
Procurator Fiscal. Suggestions for organisational learning have
been considered and will be actioned by members of Q&PSLG.
Inpatient suffered unexpected seizure –
SAER commissioned – still under review
Patient did not receive timeous follow up appointment
No SAER commissioned – current process reviewed and General
Manager for Acute and Diagnostics has discussed with QPSLG –
now closed
Suicide of patient under the care of Mental Health Services Mental Health Services Critical Incident Review carried out
outcome to be shared with Q&PSLG
Failure of cardiac monitoring
No SAER commissioned – Directorate to review the escalation
process – now closed
Patient developed severe diabetic ketoacidosis whilst an No SAER commissioned – Has been reviewed by the Directorate
inpatient
– Action to share with all Cottage Hospitals
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Agenda Item 143

DUMFRIES and GALLOWAY NHS BOARD
7 December 2015

INVOLVING PEOPLE IMPROVING QUALITY
Patient Experience Report
Author:
Michaela Cannon
Patient Experience Officer

Sponsoring Director:
Hazel Borland
Executive Nurse Director

Date: 12 November 2015
RECOMMENDATION
The NHS Board is asked to note this report which provides an overview of the
Board’s performance for Quarter 2 (July - September 2015), key themes of formal
complaints and general feedback; and learning and improvements which have been
made as a result of patient and family feedback.

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:
Learning from patient experience in order to improve our services is one of the most
important tools at our disposal.
Key messages:
• A significant amount of activity is taking place with the aim of improving
patient experience from a number of different perspectives.
• The number of complaints received has reduced by 33% from 112 in Q1
2015/16 to 74 in Q2 2015/16.
• The % response within 20 working days has reduced by 3% from 80% in Q1
2014/15 to 77% in Q2 2015/16.

GLOSSARY OF TERMS
CCL
Community Chaplaincy Listening
NES
NHS Education Scotland
VBRP Values Based Reflective Practice
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MONITORING FORM
Policy / Strategy

Healthcare Quality Strategy
Person Centred Health and Care

Staffing Implications

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

Financial Implications

Not required

Consultation / Consideration

Not required

Risk Assessment

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

Sustainability

Not required

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

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

Commitment and leadership
Accountability
Responsiveness and consultation
Joint Working

Impact Assessment
Not undertaken as learning from patient feedback applies to all users
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1. Introduction
This report provides a commentary and summary statistics on complaints handling
throughout NHS Dumfries and Galloway for the period Quarter 2 (July - September
2015). It looks at complaints received locally and by the Scottish Public Services
Ombudsman (SPSO).
2. Complaints
Table 1 provides a summary of the number of formal complaints received in Quarter
2 (July - September 2015) and the combined overall totals.
Table 1 Formal Complaints Data for Quarter 2 (July - September 2015)
July 2015
22
Complaints received
Complaints acknowledged
22
95%
in 3 working days
Complaints completed in 20
22
100%
working days
Complaints not completed
0
0%
in 20 working days
0
0%
Complaints still ongoing
0
0%
Complaints withdrawn
Outcome of complaints completed
Upheld
Upheld in Part
Not Upheld
Irresolvable - Expectation
Complaints Transferred
another department

•
•

•

to

August
2015
22

September
2015
30

Q1 Total
2015
74

21

91%

29

97%

72

97%

12

55%

23

77%

57

77%

7

30%

7

23%

14

19%

3
0

13%
0%

0
1

0%
3%

3
1

4%
1%

10
1
10
0

41%
9%
45%
0%

5
7
7
0

22%
30%
30%
0%

11
6
12
0

35%
20%
39%
0%

26
14
29
0

35%
19%
39%
0%

1

5%

1

4%

0

0%

2

3%

The number of complaints received by the Board for this reporting period was
74 which is a 33% decrease from Q1 of 112 complaints.
The Board achieved 97% compliance across this reporting period for the
percentage of complaints acknowledged within the national target of 3
working days.
NHS Dumfries and Galloway has set a Board target of 70% for complaints to
be responded to within 20 working days. The percentage response time
achieved for this reporting period was 77%.

Figure 1 summarises the level of activity for complaints received from 1 April 2014 –
31 March 2015 for comparison with the performance in 2015-16.
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Figure 1: Percentage of complaints completed within 20 Working days 2014-2015

Figure 2: Percentage of complaints completed within 20 Working days Q1&2 20152016

Figure 3: Number of complaints received and completed in 20 working days Q1 & 2
2015/16
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Figure 4: Complaint Response times – Quarter 2 (July – September 2015)

2.1 Complaints by Directorate
Table 2 Number of Complaints by Directorate and response (%) in 20 working days
Acute
Services/Diagnostics
PCCD East/West
Mental Health,
Learning Disability,
Psychology
Women and
Children's Services
Prison Services
Corporate *
Operational Services
Totals:

July 2015
9
9 (100%)

Aug 2015
14
7 (50%)

Sep 2015
20
13 (65%)

3
1

3 (100%)
1 (100%)

3
1

2 (66%)
100%

2
2

1 (50%)
2 (100%)

3

3 (100%)

2

0

1

1 (100%)

5
0
1
22

5 (100%)
0
1 (100%)
100%

2
1
0
22

2 (100%)
1 (100%)
0
12 (55%)

5
0
0
30

5 (100%)

23 (77%

*Corporate (inc Finance, Medical, NMAHP, Public Health, Strategic Planning, Workforce Directorate)

2.2 Breakdown of Complaints by Category
The top three categories of complaint received for this reporting period remains
consistent with previous months and relate to clinical treatment, staff attitude and
behaviour and communication (oral).
Table 3 Complaint Issues by Category
Jul
Clinical Treatment
Staff attitude and behaviour
Staff communication (oral)
Waiting time for date for appointment
Staff communication (written)
Other

Aug
10
4
0
4
0
3
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16
9
6
2
1
3

19
7
7
2
3
5
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These categories are consistent with national themes, both UK and Scotland wide.
Communication issues are mainly related to verbal communication between staff and
patients and/or relatives and often come down to differences in interpretation of what
was said and what was understood. These are often linked to complaints about staff
attitude - in many cases the complaints about attitude is linked to a perception of
whether or not information was appropriately communicated or received.
3. Scottish Public Services Ombudsman Complaints
Individuals who are dissatisfied with our handling of their complaint can request
further investigation by the Scottish Public Services Ombudsman (SPSO).
The SPSO have advised us that 3 new complaints have been raised with them in
Quarter 2. Case files have been sent and we await confirmation of the SPSO
decision as to whether they will investigate these complaints.
In addition to these complaints the SPSO have issued four decision letters in Quarter
2, two of which have already been closed and the recommendations implemented
and one complaint has an outstanding recommendations which is not yet due for
completion. The remaining complaint is not being investigated by the SPSO as they
were satisfied with the Board’s handling and response to the original complaint.
We have also completed action plans in relation to recommendations made
regarding three further complaints raised prior to Quarter 2 and the actions plans
have been discussed at Healthcare Governance Committee.
4. Conclusion
Although significant progress has been made there is still plenty of room for
improvement and a continued focus is required both by Board and Healthcare
Governance Committee.
Board members will however be pleased to note the improvements in the timeliness
of our responses to patient and family complaints for 2015-2016 in comparison with
2014-2015.
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Author:
Elaine Ross
Infection Control Manager

Sponsoring Director:
Professor Hazel Borland
Executive Nurse Director

Date: 13 November 2015
RECOMMENDATION
The Board is asked to receive this Prevention and Control of Infection report and
note in particular the position of NHS Dumfries and Galloway with regard to the SAB
and CDI HAI HEAT targets.

Strategy / Policy
This paper demonstrates implementation of the national HAI Taskforce at NHS
Board level. This HAI harm reduction activity supports implementation of the
HealthCare Quality Strategy.
Organisational Context / Why is this paper important?
This report meets the Scottish Government requirements for reporting of key
Healthcare Associated Infection (HAI) data, including performance against HAI
HEAT targets for Staphylococcus aureus bacteraemia (SAB) and Clostridium difficile
infection (CDI). It is prepared using the national standardised template and is placed
on the NHS Dumfries & Galloway public web site following endorsement by the NHS
board.
Key messages:
• Latest Staphylococcus aureus bacteraemia (SAB) results are showing an
encouraging trend which, although slightly above the national HEAT target is
positive within the whole Scotland context.
• Clostridium difficile Infection is remaining fairly static with slight seasonal
variation. A meeting with HPS is planned for 20 November 2015 to discuss
progress.
• Infection Prevention Week was held in October and our Infection Control
Public Involvement group manned an awareness raising stand in the front hall
of DGRI and GCH and handed out questionnaires which yielded some
positive comments and highlighted areas for us to provide further information
to the public.
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GLOSSARY
Acute Occupied Bed Days (AOBD)
Clostridium difficile Infection (CDI)
Healthcare Associated Infection (HAI)
Healthcare Environment Inspection (HEI)
Health Protection Scotland (HPS)
Infection Control Team (ICT)
Infection Control Public Involvement Group (ICPIG)
Meticillin Sensitive Staphylococcus Aureus (MSSA)
Meticillin Resistant Staphylococcus Aureus (MRSA)
Staphylococcus aureus bacteraemia (SAB)
Surgical Site Infection (SSI)
Total Occupied Bed Days (TOBD)
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MONITORING FORM

Policy / Strategy Implications

Healthcare Quality Strategy
Achievement of HAI HEAT targets

Staffing Implications

Nil

Financial Implications

Nil

Consultation

Update paper only consultation not required

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

Addressed through the corporate risk register

Best Value

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

Sustainability

Fewer infections will reduce bed occupancy and
use of resources

Compliance
Objectives

Single
(SOA)

with

Outcome

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

Impact Assessment
Not required. Update paper only
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NHS Dumfries and Galloway
Healthcare Associated Infection Reporting Template (HAIRT)
Section 1– Board Wide Issues

This section of the HAIRT covers Board wide infection prevention and control activity and
actions. For reports on individual hospitals, please refer to the ‘Healthcare Associated
Infection Report Cards’ in Section 2.
A report card summarising Board wide statistics can be found at the end of section 1

Key Healthcare Associated Infection Headlines
•

Latest Staphylococcus aureus bacteraemia (SAB) results are showing an
encouraging trend which, although slightly above the national HEAT target is
positive within the whole Scotland context.

•

Clostridium difficile Infection is remaining fairly static with slight seasonal
variation. HPS have been invited to attend a meeting planned for 20th
November to review progress.

•

Infection Prevention week was held in October and our Infection Control
Public Involvement group manned an awareness raising stand in the front hall
of DGRI and GCH and handed out questionnaires which yielded some very
positive comments and highlighted areas for us to provide further information
to the public.

1. Staphylococcus aureus (including MRSA)
Staphylococcus aureus is an organism which is responsible for a large number of healthcare
associated infections, although it can also cause infections in people who have not had any
recent contact with the healthcare system. The most common form of this is Meticillin
Sensitive Staphylococcus Aureus (MSSA), but the more well known is MRSA (Meticillin
Resistant Staphylococcus Aureus), which is a specific type of the organism which is resistant
to certain antibiotics and is therefore more difficult to treat. More information on these
organisms can be found at:
Staphylococcus aureus : http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346
MRSA:http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252
NHS Boards carry out surveillance of Staphylococcus aureus blood stream infections, known
as bacteraemias. These are a serious form of infection and there is a national target to
reduce them. The number of patients with MSSA and MRSA bacteraemias for the Board
can be found at the end of section 1 and for each hospital in section 2. Information on the
national surveillance programme for Staphylococcus aureus bacteraemias can be found at:
http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.aspx?id=30248
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Latest Staphylococcus aureus bacteraemia (SAB) results are showing an
encouraging trend which, although slightly above the national HEAT target is positive
within the whole Scotland context. Figure 3 provides further detail on the origin of
infections identified.
Figure 1

Figure 2
NHS D&G Monthly SAB performance
Cases per 1000 AOBDs
Series1

0.9

Series2

0.8
0.7
0.6
0.5
0.4
0.3
0.2
0.1
0

There were seven Staphylococcus aureus bacteraemia cases in September and four
in October. There have been 3 dialysis line SABs this year which may reflect an
increase in the number of patients with lines but is something we will continue to
investigate and keep under close observation.

NOT PROTECTIVELY MARKED
Page 5 of 17

33

Figure 3

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

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

Figure 4
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There has been a recent downward trend illustrated in figure 4 above. However we
are still not reaching the national HEAT target. This is a matter we take very
seriously and have invited Health Protection Scotland (HPS) to attend a special
meeting being held on 20th November to further explore the data and any possible
solutions that can be employed.
Figure 5
NHS D&G CDI Monthly performance
Cases per 1000 TOBDS aged over 15
Series1
Series2

0.6
0.5
0.4
0.3
0.2
0.1
0

Oct-14 Nov-14 Dec-14 Jan-15 Feb-15 Mar-15 Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15

As part of our national reporting we classify each case as by its origin of infection.
This is illustrated in figure 6.
In addition as part of our exploration of the C Diff data we identified the age groups
to which each patient case belonged. About a third of cases are below the age of 65.
This is illustrated in figure 7
One of the key points to note is that until 2013 only cases above age 65 were
included in national reporting so that although figure 6 below shows the number of
cases in 2013/14 as a slight increase on those in 2012/13 the age range for inclusion
was extended to include patients between 15-65
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Figure 6
Classification of cases - 1 April-31 Oct 2015

20

18

16

14

12

10

Cases N=28

8

6

4

2

0
HAI

UK

CAI

Key:
• A case of C Diff classified as Healthcare Associate Infection (HAI) is one that
has occurred in hospital or within 4 weeks of hospital admission.
• An unknown (UK) case is one where it has occurred between 4 and 12 weeks
of hospital admission.
• A case identified as being Community Acquired Infection (CAI) is one that has
occurred within 48 hours of admission to hospital or more than 12 weeks after
discharged form hospital.
Figure 7
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3. Hand Hygiene
Hand hygiene data is collected and entered by wards and departments following the
Scottish Patient Safety Programme methodology. The detail for this element of the
report is included in the report cards as the appendix to this report.
4. Infection Prevention week
Infection Prevention week was held in October and our Infection Control Public
Involvement Group manned an awareness raising stand in the front hall of DGRI and
GCH and handed out questionnaires which yielded some positive comments and
highlighted areas for us to provide further information to the public.
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Any comments received were responded to within a day and the updated sheet
placed beside the stands in the front hall.
Any person who provided their name has been sent a letter of thanks and a copy of
the collated responses together with an invitation to join the Infection Control Public
Involvement Group (ICPIG).
Collated comments have been shared with operational groups.
In addition to the awareness raising by the ICPIG the Infection Control team
organised a quiz for clinical and non clinical staff. This was popular with staff and
winners across acute and community settings were presented with chocolates.

Healthcare Associated Infection Reporting Template (HAIRT)
Section 2 – Healthcare Associated Infection Report Cards
The following section is a series of ‘Report Cards’ that provide information, for each
acute hospital and key community hospitals in the Board, on the number of cases of
Staphylococcus aureus blood stream infections (also broken down into MSSA and
MRSA) and Clostridium difficile infections, as well as hand hygiene and cleaning
compliance. In addition, there is a single report card which covers all community
hospitals [which do not have individual cards], and a report which covers infections
identified as having been contracted from outwith hospital. The information in the
report cards is provisional local data, and may differ from the national surveillance
reports carried out by Health Protection Scotland and Health Facilities Scotland. The
national reports are official statistics which undergo rigorous validation, which means
final national figures may differ from those reported here. However, these reports
aim to provide more detailed and up to date information on HAI activities at local
level than is possible to provide through the national statistics.
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Understanding the Report Cards – Infection Case Numbers
Clostridium difficile infections (CDI) and Staphylococcus aureus bacteraemia (SAB)
cases are presented for each hospital, broken down by month. Staphylococcus
aureus bacteraemia (SAB) casesare further broken down into Meticillin Sensitive
Staphylococcus aureus (MSSA) and Meticillin Resistant Staphylococcus aureus
(MRSA). More information on these organisms can be found on the NHS24 website:
Clostridium
difficile :http://www.nhs24.com/content/default.asp?page=s5_4&articleID=2139
&sectionID=1
Staphylococcus
aureus :http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346
MRSA:http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252&sectio
nID=1
For each hospital the total number of cases for each month are those which have
been reported as positive from a laboratory report on samples taken more than 48
hours after admission. For the purposes of these reports, positive samples taken
from patients within 48 hours of admission will be considered to be confirmation that
the infection was contracted prior to hospital admission and will be shown in the “out
of hospital” report card.
Targets
There are national targets associated with reductions in C.diff and SABs.
information on these can be found on the Scotland Performs website:

More

http://www.scotland.gov.uk/About/Performance/scotPerforms/partnerstories/NHSSco
tlandperformance
Understanding the Report Cards – Hand Hygiene Compliance
Hospitals carry out regular audits of how well their staff are complying with hand
hygiene. Each hospital report card presents the combined percentage of hand
hygiene compliance with both opportunity taken and technique used broken down by
staff group.
Understanding the Report Cards – Cleaning Compliance
Hospitals strive to keep the care environment as clean as possible. This is
monitored through cleaning and estates compliance audits. More information on
how hospitals carry out these audits can be found on the Health Facilities Scotland
website:
http://www.hfs.scot.nhs.uk/online-services/publications/hai/
Understanding the Report Cards – ‘Out of Hospital Infections’
Clostridium difficile infections and Staphylococcus aureus (including MRSA)
bacteraemia cases are all associated with being treated in hospitals. However, this
is not the only place a patient may contract an infection. This total will also include
infection from community sources such as GP surgeries and care homes and.
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The final Report Card report in this section covers ‘Out of Hospital Infections’ and
reports on SAB and CDI cases reported to a Health Board which are not attributable
to a hospital.
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NHS BOARD REPORT CARD
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total SABS

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

0
1
1

0
2
2

0
4
4

1
1
2

0
1
1

0
2
2

2
2
4

0
1
1

0
1
1

0
1
1

1
6
7

0
4
4

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages
65
plus
Ages 15
plus

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

1

2

0

2

1

2

3

3

1
0

0
4

3

4

2

4

5

1

1
5

4

1

2
0
2

6

1

4

5

5

4

4

5

7

4

4

Aug
2015

Sep
2015

Oct
2015

97.8

98.4

98.1

Aug
2015

Sep
2015

Oct
2015

99.7

99.7

99.5

Cleaning Compliance (%)

Board
Total

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

97.9

97.9

97.5

97.0

95.77

98.4

97.2

97.8

97.8

Estates Monitoring Compliance (%)

Board
Total

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

99.3

99.0

98.9

98.9

98.86

99.0

99.5

99.5

99.7

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

MRSA
MSSA
Total SABS

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

0
1
1

0
2
2

0
4
4

1
1
2

0
1
1

0
1
1

2
2
4

0
1
1

0
1
1

0
1
1

1
6
7

0
4
4
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Clostridium difficile infection monthly case numbers

Ages 15-64
Ages
plus
Ages
plus

65

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

0

1

0

1

0

2

2

1

1

1

2

2

3

3

1

1

1
0

0
2

0
0

0
3

1

2

0

3

1

2

2

3

3

5

3

2

Aug
2015

Sep
2015

Oct
2015

96.2

95.4

95.5

Aug
2015

Sep
2015

Oct
2015

98.0

98.3

97.6

15

Cleaning Compliance (%)

Board
Total

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

94.0

95.6

95.4

95.6

96.5

95.0

95.4

95.7

95.8

Estates Monitoring Compliance (%)

Board
Total

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

96.4

97.1

96.1

97.1

97

96.7

97.2

98.2

97.6
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NHS HOSPITAL REPORT CARD – Galloway Community Hospital
Staphylococcus aureus bacteraemia monthly case numbers
Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

MRSA
MSSA

0
0

0
0

0
0

0
0

0
0

0
1

0
0

0
0

Total
SABS

0

0

0

0

0

1

0

0

0
0
0

0
0
0

0
0
0

0
0
0

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages
plus
Ages
plus

65

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

0

0

0

0

0

0

0

0

0

0

0

0

1

1

0

0

0
0

1
0

0
0

0
0

0

1

0

0

0

0

0

0

1

1

0

0

15

Cleaning Compliance (%)

Board
Total

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

98.2

98.4

97.9

99.3

98.2

99.4

97.0

98.1

98.3

97.9

98.6

98.4

Estates Monitoring Compliance (%)

Board
Total

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

99.7

99.9

99.5

99.8

99.5

99.5

100

100

100

100

99.9

99.9
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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
Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

MRSA
MSSA

0
0

0
0

0
0

0
0

0
0

0
0

0
0

0
0

Total
SABS

0

0

0

0

0

0

0

0

0
0
0

0
0
0

0
0
0

0
0
0

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages
plus
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Revalidation for Nurses
Author:
Margo Christie
Associate Nurse Director

Sponsoring Director:
Hazel Borland
Executive Nurse Director

Date: 21st September 2015

RECOMMENDATION
The Board is asked to note the Nursing and Midwifery Council’s proposal for the
revalidation of all nurses and midwives.

CONTEXT
The NMC model proposes:
•
•

Replacement of the current 3 yearly Notification to Practice Form
Registered nurses and midwives will hold personal responsibility for
declaring their Fitness to Practise alongside provision of:
o A receipt of confirmation that declaration of fitness to practise is reliable
in accordance with the Code
o Receipt of third party feedback which has informed reflection on
practice
o Evidence that the nurse/midwife has met requirements for practice
hours and Continuing Professional development (CPD) proposed as 40
hours (20 in participatory learning)

GLOSSARY OF TERMS
NMC – Nursing and Midwifery Council
eKSF – electronic Knowledge and Skills Framework
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MONITORING FORM
Policy / Strategy

Staff Governance Standards (2012)
NHS Scotland’s Healthcare Quality Strategy (2010)
2020 Vision for Health and Social Care (2013)

Staffing Implications

As yet undetermined until process is clarified

Financial Implications

As yet undetermined until process is clarified

Consultation / Consideration

Pilots have been held in the 4 UK countries

Risk Assessment

As detailed within the paper

Sustainability

Not applicable

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

Corporate Complies with Corporate Objectives within the
above policies/strategy.

Agreement Not applicable

Vision and Leadership
Governance and Accountability

Impact Assessment
Not applicable
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REVALIDATION FOR ALL REGISTERED NURSES AND MIDWIVES
1.

INTRODUCTION

The Nursing and Midwifery Council (NMC) has proposed a new model for the
revalidation of all nurses and midwives.
The NMC is the largest health professional regulator in the world and ensures public
protection through regulation of nursing and midwifery professionals. It has a
registrant body in excess of 680,000, approximately 10% of who work in Scotland.
Implementation of the NMC revalidation proposals will affect all nurses and midwives
in Scotland, including those who work in NHS Scotland, the care sector, and the
independent and third sectors.
Following a number of reviews of NMC processes (Council for Healthcare
Regulatory Excellence 2012, Francis Report 2013) the NMC has committed to
introducing a more robust system of assurance for ensuring the on-going fitness to
practise of nurses and midwives and has confirmed to the Health Select Committee
of the UK Parliament that this system will be launched in October 2015 and in place
by 31st March 2016.
2.

THE MODEL

The NMC model proposes:
•
•

Replacement of the current 3 yearly Notification to Practice Form
Registered nurses and midwives will hold personal responsibility for
declaring Fitness to Practise alongside provision of:
o A receipt of confirmation that declaration of fitness to practise is reliable
in accordance with the Code
o Receipt of third party feedback which has informed reflection on
practice
o Evidence that the nurse/midwife has met requirements for practice
hours and Continuing Professional development (CPD) proposed as 40
hours (20 in participatory learning)

This proposal supports the implementation of NHS Scotland’s Healthcare Quality
Strategy (2010), Staff Governance Standards (2012) and the Route Map to the 2020
Vision for Health and Social Care (2013), ensuring a workforce fit to practise and to
deliver safe, effective, person-centred care for people of all ages in a range of health
and social care environments.
The NMC revalidation model seeks to be proportionate, risk-based and aligned with
existing processes, such as employer-led appraisal processes. It will consist of:
•
•
•
•
•

Self-confirmation from the registrant
Reflection on the revised Code
Satisfaction of the required hours of CPD and hours of practice
Confirmation of good health and good character
Confirmation that Professional Indemnity Insurance is in place
NOT PROTECTIVELY MARKED
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•
•

Third party input – confirmation and feedback
Random risk-based audit by the NMC regarding compliance

The NMC is preparing to launch revalidation in October 2015, with the first nursing
and midwifery registrants progressing revalidation in April 2016.
3.

NHS BOARD PILOTS

Each of the four UK countries has identified organisations to test and evaluate the
proposed revalidation model, and NHS Tayside has been nominated by the Scottish
Government Revalidation Programme Board and Scottish Executive Nurse Directors
to lead the pilot on behalf of Scotland.
NHS Tayside Board accepted the position of Pilot NHS Board and became a Pilot
site in January 2015 to host the Pilot programme within the dedicated timeline of
January – June 2015.
3.1 The Infrastructure
The following information summarises the infrastructure established to host the
Scottish Pilot.
NHS Tayside, through the Nurse and Midwife Director and delegated authority
given the one of the Associate Nurse Directors was responsible for:
•
•
•
•
•
•

Co-production with Scottish Government colleagues in the design and
planning for the pilot, including data collection requirements
Undertake to progress work internally to test the NMC revalidation model
Receive support to identify relevant staff within partner organisations for
pilot participation
Liaison with respective organisations to consider possible implications for
their business and care delivery, and undertake to progress revalidation
through respective management structures
Provision of reports, completed data and qualitative templates as the pilot
progresses, at agreed milestones
Receive support in two-way communications with the NMC and Scottish
Government via NHS Tayside as central ‘hub’

3.2 Stakeholders
The Pilot progressed in partnership between a range of organisations including:
The University of Dundee
Care Inspectorate
Social Work
NHS Tayside services, including Prisoner Healthcare
General Practice
Nursing/Care Homes
Private Practice
Island NHS Boards
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3.3 Participants - Familiarisation and Meeting Requirements
The support and commitment of personnel from NHS Education for Scotland
was secured to help facilitate a learning environment, through workshops held
across Tayside, supporting staff to gain further understanding around the
guidance and use of anticipated templates provided by the NMC to support
Revalidation in practice.
Feedback from the evaluation of the pilot has informed next step development
needs for registrants and organisations, i.e.:
•
•
•
•
•
•
•
•
4.

Developing a portfolio
The NMC confirmation process
Using reflective models
Having reflective discussions
Providing feedback to colleagues
Preparing for appraisal
Undertaking appraisal
Other - IT skills

LEARNING, CHALLENGES AND POTENTIAL RISKS

The NMC has developed revalidation guidance.
Key points for consideration:
4.1 Professional Leadership and Governance
The Associate Nurse Director for NHS Dumfries and Galloway will provide
strategic professional leadership, governance and regulatory direction and
guidance for all Registered nurses and midwives progressing through
revalidation for the first time during the first years 2016-19. This role will
facilitate;
•
•
•

Sufficient numbers of trained Confirmers/Registrants with ability to
facilitate reflection/reflective practice
Policies and procedures for identifying and responding to concerns
Linkage with Clinical Governance Systems with supporting
information/data repositories (for clinical audit data) enhancing evidence
for practice.

4.2 Registration Renewal Dates
There is no local organisational system through which a registrant’s place
within their 3 yearly renewal of registration can be identified. That relationship
has historically been one established and recorded only between an individual
registrant and the NMC.
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As a result of the Pilots providing early comment to the NMC, prompt action has
been taken by the NMC to address this position through a registrant’s date of
renewal now being made available on the NMC Register.
Identification of all local registrant’s date of renewal is currently underway and
will be complete by end of October 2015.
4.3 Pre-employment/employment Assurances
Suggestion has been made towards a standardised approach being
established through NHS Scotland recruitment process and enabling the date
of Registration renewal and the date of the registrant’s last Confirmation
conversation being held within recruitment applications and reference letters
and ensuring these employment and engagement processes are consistently
applied and meet expectations of NMC Revalidation.
Organisational Information Sharing Protocols should be established to support
personnel whose employment crosses organisational boundaries.
4.4 Appraisal System
A set of Principles aligned to the appraisal system will be beneficial;
•
Up to Date Appraisal System (consideration required for the NHS given
impending changes to e-KSF including a registrant’s 3 year renewal and
revalidation date).
•
Appraisal systems incorporating the four elements of the Code as
measurement dimensions.
5.

LEGAL IMPLICATIONS

Revalidation will be a mandatory requirement for all registered nurses and midwives.
NMC registration is at risk without active participation.
6.

PRACTICAL RESOURCES

Education resources have been published on the NMC website to support nurses,
midwives, their managers and employers:
•
•
•
•
•
7.

Full guidance for nurses and midwives
Templates
A guide for employers on how to support revalidation
Case studies for nurses and midwives working in different areas
Examples of good practice emerging from the pilots.

LOCAL ACTION TO DATE
•

Gillian Costello, National Lead for Revalidation, came to Dumfries to
highlight the national perspective and to advice on local implementation.
Over one hundred registrants attended the event.
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•
•
•
•
•
8.

Identification of all registrant’s date of renewal is currently work in
progress and will be complete by the end of October 2015.
Awareness raising presentations are being delivered to the wide range of
internal Management Boards, Councils and Committees.
A Revalidation Steering Group is being established. This group will be
chaired by the Executive Nurse Director and will include wide
representation (Appendix 1).
Road shows and training sessions will be delivered across the region
during October and November 2015.
Additional 1:1 support will be given to the first tranche of registrants.

STATE OF READINESS
At the time of writing this paper the NMC has not confirmed a state of readiness
with regard to the launch in October. However, all of the above actions are
being progressed locally.

Margo Christie
Associate Nurse Director
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Appendix ‘1’
Revalidation Strategy Group Membership
•
•
•
•
•
•
•
•
•
•
•
•

Executive Nurse Director
Associate Nurse Director
Deputy Director of Human Resources and Workforce Development
Finance representation
Staff side representation
University of the West of Scotland
Information Technology
General Management
Private and Third Sector
Medical/Clinical Directors
Practice Manager – General Practice
Lead Nurses/Midwives
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DUMFRIES and GALLOWAY NHS BOARD
7 December 2015

Draft Joint Strategic Plan for Health and Social Care
Integration
Author:
Vicky Freeman
Acting Head of Strategic Planning

Sponsoring Director:
Julie White
Chief Officer

Date: 19 November 2015

RECOMMENDATION
The Board is asked to note:
• The Draft Strategic Plan for Health and Social Care Integration
• Other draft documents contained within the strategic framework
including draft locality plans
• That the current period of consultation on these documents is due to
end on 11 December 2015.

CONTEXT
Strategy / Policy:
Health and Social Care Integration as laid out in Public Bodies (Joint Working)
(Scotland) Act 2014 requires that each Integration Authority prepares a strategic
plan.
Organisational Context / Why is this paper important / Key messages:
This paper informs members of the current stage of development of the (Dumfries
and Galloway Health and Social Care Partnership) Strategic Plan. .

GLOSSARY OF TERMS
NHS -

National Health Service
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MONITORING FORM
Policy / Strategy

Health and Social Care Integration

Staffing Implications

The Strategic Plan will include details of a proposed
workforce plan

Financial Implications

The Strategic Plan will include a Financial Plan

Consultation / Consideration

The Strategic Plan has been subject to a public
consultation period, which ended on 28 August. A
second consultation period on the revised draft will
commence mid October for around eight weeks.

Risk Assessment

Failure to have a finalised Strategic Plan in place
by 31 March 2016 is a significant risk to the
organisation.

Sustainability

Not applicable

Compliance with Corporate
Objectives

The Strategic Plan considers each of the corporate
objectives within it.

Single Outcome Agreement
(SOA)

Priorities 3 and 4 are directly addressed within the
Strategic Plan

Best Value

The Strategic Plan addresses vision and
leadership; effective partnerships; performance
management

Impact Assessment
The Draft Strategic Plan has been impact assessed and the report is currently being
finalised. There are plans to ensure that each of the locality plans are also impact
assessed.
Final copies of the impact assessments will be available online or on request when
the strategic plan is published.

NOT PROTECTIVELY MARKED
Page 2 of 4

55

1.

On 1 April 2014, the Public Bodies (Joint Working) (Scotland) Act 2014
(referred to in this paper as “the Act”) received Royal Assent. The Act
requires Health Boards and Local Authorities to integrate planning for, and
delivery of, certain adult health and social care services and for Integration
Joint Boards to develop a strategic plan.

2.

An initial public consultation relating to the development of a strategic plan for
Dumfries and Galloway was undertaken from 22nd June to 28th August 2015 to
seek views on what people would like to see within the strategic plan and to
better understand what was important to the people who receive health and
social care. A draft strategic plan for health and social care in Dumfries and
Galloway was subsequently drafted and this document is currently in the
process of further public consultation. This is due to end on 11 December
2015.

3.

The Dumfries and Galloway Draft Strategic Plan for Health and Social Care
sets out the nine national outcomes for people that we are seeking to achieve,
key challenges for the region, the priority areas of focus for health and social
care going forward and our commitments to each of these areas.

4.

The table below lists the key strategic documents developed alongside the
overarching Strategic Plan to form a high level strategic framework for the
Integration Joint Board supporting the implementation of the strategic plan.
The Strategic Plan
for Health and Social
Care of Dumfries and
Galloway
Four Locality Plans

An overarching document that makes the case for
change, sets out the vision for health and social care
in Dumfries and Galloway, identifies key challenges
and lays out how these will be addressed.

Each of these plans sets out, at a more detailed level,
the needs, challenges and priorities for the locality.
A Strategic Needs A document identifying what people’s needs are and
Assessment
the resources available to address them. The needs
assessment helps to identify any gaps in care and
support that need to be addressed.
A Financial Plan
The financial plan lays out the details of the
integrated budget for health and social care.
A Market Facilitation A document that sets out how commissioners will
Plan
work with health and social care providers to make
sure we continue to be able to offer the care and
support we anticipate people will need.
A
Performance This document includes measures relating to the nine
Management
national outcomes and will enable the Integrated
Framework
Joint Board to monitor progress against the strategic
plan.
5.

The Strategic Plan must be reviewed every three years therefore this strategic
plan is from 1st April 2016 to 31st March 2019.
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6.

The draft strategic plan (parts 1 and 2) is attached at appendix 1. These
documents can also be accessed on www.dg-change.org.uk/consultation

7.

Public consultation events have been arranged across each of the localities
and are being widely publicised, via website, newspapers, posters, leaflets,
emails and newsletters. The newly launched DG-Change website is being
used to facilitate the online survey relating to the consultation of the plan and
to share up to date information on consultation events
www.dgchange.org.uk/consultation

8.

The Draft Strategic Plan has been impact assessed and the report is currently
being finalised. There are plans to ensure that each of the locality plans are
also impact assessed. Final copies of the impact assessments will be
available online or on request when the strategic plan is published.

9.

The Strategic Plan for Health and Social Care for Dumfries and Galloway will
be submitted to NHS Performance Committee for review by Board Members
on 7 March 2016 ahead of final agreement at the Integration Joint Board on
17 March 2016.

NOT PROTECTIVELY MARKED
Page 4 of 4

2016 – 2019

WO

R K I N G TO G E T

HE

Part 1

CIAL CAR
D SO
E

DRAFT
STRATEGIC
PLAN

F U TU R E O F
HE
AL

AN

DUMFRIES AND GALLOWAY
HEALTH AND SOCIAL CARE PARTNERSHIP

FO

HE
RT

TH

R

57

DUMFRIES AND GALLOWAY

Health and Social Care

58

Contents			
Foreword
Part 1
1

Introduction

4

2

Vision and purpose

9

3

The case for change

11

4

Key challenges

14

5

How we plan to achieve our vision

16

6

Good governance and evaluating the Strategic Plan

31

7

Response form and how to get in touch

32

Glossary of Terms
Appendices
Appendix 1 - Membership of Strategic Planning Group (September 2015)

40

Appendix 2 - Links to documents that helped us produce this plan

42

Appendix 3 - Impact assessment (to be added to the final document)
Appendix 4 - Statement of consultation (to be added to the final document)
Part 2
The annexes to the Strategic Plan are provided in Part 2 which is a separate document
www.dg-change.org.uk/Strategic-Plan
Annex 1 - Strategic needs assessment (executive summary & link to full document)
Annex 2 - Locality plans (executive summary & link to full documents)
Annex 3 - Financial plan
Annex 4 - Market facilitation plan
Annex 5 - Performance management framework / core suite of integration indicators
Annex 6 – Dumfries and Galloway integration scheme (description & link to full
document)

If you would like some help understanding this or need it in
another format or language please contact 030 33 33 3000

2

59

Foreword
We are embarking upon a huge change within Dumfries and Galloway with the
integration of adult health and social care. This is intended to create a single,
responsive and flexible health and social care system which delivers better outcomes
for the people who use our services, their families and the people who live in
our communities. Integration offers us an unprecedented opportunity to work
innovatively with the people of Dumfries and Galloway, who are our greatest asset, in
order to deliver the shared goal of:

“working together to make our communities the best place to
live active, safe and healthy lives by promoting independence,
choice and control”

This Strategic Plan sets out the key priorities, challenges and opportunities as a
partnership. It is intended to support people to develop new ways of working, new
working relationships, new models of care and new cultures that create different
conversations focusing on innovative solutions to best deliver improved outcomes for
individuals.
This second draft of the Strategic Plan has been further developed following
comments and conversations about the consultation document in July and August.
We have listened to people who use services, their families, Carers, members of the
public, people who work in health and social care and other partner organisations to
better understand what is important to them and have reflected this in the plan.
As an emergent Health and Social Care Partnership, we are committed to building
on progress already made. The draft plan makes the case for change, describes our
key priorities and demonstrates how we are going to achieve what we need to do.
It includes an overview of the financial context, sets out our commitments over the
next three years and explains how we propose to measure the impact we have on
improving outcomes for people.
Every year we will produce a delivery plan which will describe the progress that we
expect to make in the year ahead towards achieving our vision for integrated health
and social care in Dumfries and Galloway.
This is the first Strategic Plan for the Health and Social Care Partnership in Dumfries
and Galloway and I very much look forward to working with staff, partners, service
users and the general public to make sure we deliver our shared ambition.
Signed

Julie White
Chief Officer (Designate)
October 2015
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1
1.1

Introduction
What is the integration of health and social care?

The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) sets a legal framework
for combining health and social care in Scotland. This legislation says that each health
board and local authority must pass on some of its functions to the new integration
authorities – the health and social-care partnerships. By doing this, a single system for
planning and delivering health and social-care services is created locally.
The main purpose of integration is to improve the well-being of people who use
health and social-care services, particularly those whose needs are complex and
involve support from health and social care at the same time.
We aim to deliver care and support that is:
• designed and developed for and with people; and
• new in approach with a focus on well-being and taking forward-looking
approaches in delivering care and support.
People often need support from more than
one service or any single organisation. For
them to have the best-possible experience of
support and care, it needs to be:
• personalised – support and care that is
regularly reviewed and reshaped to meet
the changing needs of a person;
• well co-ordinated between different
sectors and services; and

“I am at my wits end, struggling
to get the support I need and
deserve. It was quite difficult to
find out where and who to go to.
Everything that was needed was in all
different departments. Support should
be [accessible] in one place instead of
going from pillar to post.”

• developed with the person and their family and Carers (where appropriate).
From 1 April 2016, the Dumfries and Galloway Integration Authority will come into
existence. The work of the authority will be supported by an integration joint board.
Across Scotland, integration joint boards will be responsible for delivering a range
of nationally agreed outcomes (as set out in section 2.2 of this document). Creating
integration joint boards means that health boards and local authorities must
strengthen the role of staff, localities, communities and third and independent
sectors, in planning and delivering services.
Integration joint boards will make sure that integrated health and social-care
budgets are used effectively and efficiently to achieve quality and consistency, and
to bring about a shift in the balance of care from institutional to community-based
settings. (Institutional-based care is defined nationally as hospital-based care and
accommodation-based social-care services.)
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1.2

Local principles of integration

Local principles for integration for Dumfries and Galloway were agreed some time ago.
These are:

• integration must focus on improved health and well-being outcomes for local
people – quality of care and the needs of the individual are central to how we
plan and provide services;
• a commitment to a person-centred approach to care is central in our
considerations and decisions;
• all adult health and social-care services, including acute services, will be
included from the start – we will also actively look at opportunities to extend
integration across other service areas;
• services will be provided at community or area level wherever possible and
we will avoid unnecessary hospital admissions and duplication of professional
effort;
• local GPs must be at the heart of our community and area services;
• clear and effective methods for making decisions will fully reflect the unique
and different roles of the NHS and the local authority, each with their own
resources, outcomes, performance and quality of services;
• the Integration Joint Board will oversee the delivery of all commissioned
services;
• health and social-care services in each area will answer to their local
community through the area committees and to the Integration Joint Board;
• clear and effective structures will allow for full delegation and empowered
decision-making; and
• senior staff in each organisation will provide professional leadership and
oversee the process.

Integrated ways of working are much more than simply ‘joining’ public-sector health
and social-care staff and services together. They are about fully involving people in
planning and delivering care and support.
The council and the NHS locally have a long and successful history of working
together with partners. People who use services, their Carers and families are central
to planning and delivering care and support. The third and independent sectors are
also central to providing and maintaining effective care and support, and this plan
aims to make sure they are fully involved in planning and delivering services in the
future.
Integration gives us an opportunity to develop joined-up ways of working
further and we are committed to planning and developing care and support with
communities, volunteers, people that use services, Carers and families. We will be
looking to develop groups and structures that enable us to do this in a meaningful
and consistent way.
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The independent sector is the largest social-services employer in Scotland. It has a
major role in providing care with most social-care services delivered by them. ‘Scottish
Care’ is the umbrella organisation in Scotland that represents the largest group of
health and social-care sector independent providers.
The third sector in Dumfries and Galloway is made up of a vast range of
organisations, many of which are run as social enterprises. The range of services and
the opportunities they provide include health, social care and support, information,
advocacy and volunteering. ‘Third Sector Dumfries and Galloway’ is the organisation
that acts as the local link for this sector, supporting them to make a lasting
contribution to the well-being of the people and communities of Dumfries and
Galloway.
1.3

What is this Strategic Plan?

It is an exciting and opportune time in Dumfries and Galloway to plan new ways of
working. As well as the integration of health and social-care services we will have a
new acute district general hospital by 2017.
The Dumfries and Galloway Strategic Plan for Health and Social Care is a document
that sets out where health and social-care services are heading in the region. The plan
aims to reflect the context within which we operate – a health and care economy
with a need to reshape services for the future where we rely less on institutional care.
Developing the Strategic Plan and the ongoing planning cycle is supported by a new
Strategic Planning Group (Appendix 1) which includes representation from a wide
range of people as needed under the legislation. This makes sure the plan reflects
what people tell us is important to them.
Importantly, as part of this ongoing work, we will regularly ask for feedback from the
public, partners and staff.
This Strategic Plan will be supported by the following documents which are included
in Part 2 ‘Annexes to the Strategic Plan’ document www.dg-change.org.uk/
Strategic-Plan

6

Annex 1 – A short summary of the
strategic needs assessment

A summary of evidence that sets out the
background for integration, with links to
the full executive summary and the full
Strategic needs assessment.

Annex 2 – Executive summary of
the locality plans for Annandale and
Eskdale, Nithsdale, Stewartry and
Wigtownshire

A summary of the content of the locality
plans with links to the full plan for each
area, setting out how health and socialcare integration will be taken forward.

Annex 3 – Financial plan

A summary of the overall resources
relating to integration, covering the
financial years 2015/2016 to 2018/2019.
It also includes details of the services
included in integration.
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Annex 4 – Market facilitation plan

A short plan which aims to influence
and shape the range of non-statutory
organisations supporting people and
make sure that there is a wide range of
services available to achieve the right
outcomes for people.

Annex 5 – Performance management
framework

A document which describes how we will
monitor progress on integration and the
commitments within the Strategic Plan.

Annex 6 – Dumfries and Galloway
Integration Scheme

Description of the Dumfries and Galloway
Integration Scheme with a link to the full
document.

We have developed the Strategic Plan using:
• national and local policies and guidance;
• learning from a wide range of programmes such as ‘Putting You First’;
• legislation such as the Self-Directed Support (Scotland) Act 2013;
• external inspections such as the Joint Adult Services Inspection; and
• important local documents such as the Dumfries and Galloway Single Outcome
Agreement (SOA) 2013 – 2016.
We have included details and links to some of these in Appendix 2.

The planning and policy landscape is complicated. We need to make sure that
planning and delivery are strongly connected.
This Strategic Plan aims to build on the learning from previous years and existing
good practice to set a long-term vision for health and social-care services in Dumfries
and Galloway. It describes how services will develop and how we will measure our
success in achieving our vision (see 2.1).
1.4 Who is this plan for?
This plan is for those people for whom we are integrating health and social-care
services. All adult social-care, adult primary-care, community and acute health-care
services, as well as some elements of housing, are included within the new integrated
authority.
This covers adults:
• with long-term conditions or disabilities;
• who have caring responsibilities;
• who have a degree of vulnerability or are in need of
protection;

There are approximately
12,500 people in Dumfries and
Galloway who are living with 2
or more chronic illnesses, with
this increasing by about 300 more
people every year. (SPARRA)
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• who need an intensive or acute level of service; and
• who are experiencing health or social-care inequalities (see section 5.8 for more
information).
The Strategic Plan also includes people who are well and want to maintain or
improve their current level of health and well-being.
In Dumfries and Galloway there is also a Children’s Services Plan (see the link in
Appendix 2).
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2. Vision and purpose

“Social care ....needs to be
chased up then you have to go
through whole story again re
mums care to different people.”

2.1 What is our vision and purpose?
This plan is shaped around our vision: “A Dumfries and Galloway
where we share the job of making our communities the best place
to live active, safe and healthy lives by promoting independence,
choice and control”. (Dumfries and Galloway Integration Scheme)

(D&G public survey)

2.2 What are we trying to achieve?
The Scottish Government have set out nine National Health and Wellbeing Outcomes
for people.

9

Resources are
used effectively
and efficiently in the
provision of health and
social care services

8

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

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

2

7

3

People using
health and social
care services are
safe from harm

6

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

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

People who provide unpaid
care are supported to look
after their own health and
wellbeing, including reducing
any negative impact of their
caring role on their own health
and well-being

4

5

Health and
social care services
contribute to reducing
health inequalities

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

9
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Case Study: Mrs Galloway
Mrs Galloway is a woman who lives in Dumfries & Galloway. She is 48 years old and
requires care and support as result of a range of long-term health and social care
problems. She has been diagnosed with severe anxiety and depression, hypertension,
and recently had high blood sugar levels indicating that she may also have type 2
diabetes. Mrs Galloway has a low paid job working as a checkout assistant at the local
supermarket. With a profoundly disabled son who also receives support and care from
the local authority, Mrs Galloway is also a Carer.

Before integration

Uncoordinated care and support

Confusing messages

Very little involvement in
decision making
Lots of travelling to
appointments
Caring role not recognised

Increased anxiety
Reduced confidence
Leading
to

Poorer health and wellbeing
Not feeling listened to
Feeling overburdened by
Caring role

Having to repeat information
Small social support network

Feeling lonely

Falling into crisis

After integration

Coordinated care and support

Improved health and wellbeing

Telling the story only once

Reassured that plans are in
place

Connected to a support network
Equal partner in decision making
Care closer to home
Role as a Carer recognised and
supported
Planning before things become a
problem

10

Leading
to

Increased confidence and
self-worth
Feeling involved in care and
support
Feeling involved in the
community
Feeling valued as a Carer
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3. The case for change
At a time of rising demand for services, growing public expectations and increasing
financial restrictions it is essential to make sure community services and hospital
services work well together in a truly integrated way. If they don’t, gaps or
weaknesses in one part of the system will have a negative effect elsewhere. For
example, weaknesses in community services can result in unnecessary admissions to
hospital, while overreliance on hospital or residential care moves money away from
community services, reducing their ability to support people at home.
A government consultation exercise on integration (Integration of Adult Health and
Social Care in Scotland: Consultation on Proposals May 2012) highlighted:
• inconsistency in the quality of care for people and the support provided to Carers
across Scotland, particularly in terms of older people’s services;
• that people are too often unnecessarily delayed in hospital when they are
clinically ready to leave;
• that the services needed to enable people to stay safely at home are not always
available quickly enough, which can lead to unnecessary admissions to hospital;
• that there is little association between the amount spent on health and social-care
services and the outcomes achieved; and
• evidence of disjointed care.
The case for change recognises and accepts that the existing models for providing
care must change to meet current and future challenges. The scale of the challenge
means that delivering services in the way that we do currently is not a realistic option
going forward as this will not meet the needs of our population. We need to deliver
change at a scale and pace that we have never achieved before.
Delivering change can take several years to go from planning to completion, so this
process must start early.
3.1 Demographic change
Demographic (the study of populations) trends show that in future, on average,
people will be living much longer. While this is good news, a reducing working-age
population will result in many fewer people to work in the health and care sectors.

Changes in
Population

93,443

15-64 years
72,606 (-22.4%)

65-84 years
25,991
25,304
2011

2037

151,324

141,617

3,027
2011

37,940 (+24.8%)
0-14 years

Over 85 years
2017

2022

20,795 (-9.2%)
10,276 (+160.9%)

2027

2032

2037

Source: National Records of Scotland
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Despite the increase in life years, healthy life years have not increased.

Healthy life
expectancy
and life
expectancy

77.1
years
Ill Health

Healthy Life

81.1
years

16.3

19.2

60.8

61.9

Ill Health

Healthy Life

Source: ScotPHO

As a result of this demographic profile, service providers are faced with increasing
challenges in terms of demand and capacity.
3.2 Multiple long-term conditions
There are growing numbers of people of all ages with long-term (sometimes called
chronic) conditions such as heart disease, anxiety disorders, lung disease and diabetes.
Increasingly, they have more than one long-term condition and this can lead to complex
and, at times, disjointed care. We know that someone who suffers from multiple longterm conditions is more likely to be affected by health inequalities than someone who
does not. This is made worse if one of the long-term conditions is a mental-health
condition. See the Multi-Morbidity Action Plan (see the link in Appendix 2).

Long Term Conditions in Dumfries and Galloway
Hypertension
Asthma
Diabetes
Coronary heart disease

25,301
9,897
8,596
8,150

Chronic kidney disease

4,941

Chronic obstructive
pulmonary disease (COPD)

4,256

Cancer

4,104

12,496

Stroke and transient
ischaemic attacks (TIAs)

3,822

have two or more
long term conditions

Source: Information Services Division Scotland: Quality and Outcomes Framework 2013/14 and SPARRA
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The number people predicted to have
dementia across Dumfries and Galloway

5,925

4,000

3,430

2017

2022

2037

Sources: EuroCoDe and National Records of Scotland

3.3

Financial background

In Scotland, approximately one-third of the budget for health and social care is spent
on unplanned activity in acute hospital care.
The Strategic Plan and its associated programmes will have to be delivered within
existing resources available to the partner organisations.
The financial challenges across the public sector are well known but the Integration
Joint Board must plan to deliver services from the resources within the Dumfries and
Galloway integrated budget. This includes making savings of at least 3% a year.
The draft integrated budget for the Dumfries and Galloway partnership is
summarised below. There are more detailed schedules breaking down this spend in
the financial plan in Annex 3.
Combined integrated draft finance plan – 2015-2019
Baseline
2015/16
£million
Council services

April
to June
2015/16
£million

2016/17
£million

2017/18
£million

2018/19
£million

60.3

62.1

62.4

62.9

63.4

NHS services

224.1

234.0

236.1

236.3

236.5

Total integrated
finance plan

284.4

296.1

298.5

299.2

299.9

More details of the financial background, including the assumptions used for
inflation, growth and efficiency are found in the financial plan (see Annex 3 in
Annexes to the Strategic Plan).

13

70

4. Key challenges
4.1

Key challenges

In consultation with all stakeholders and reflecting the main messages from the
Strategic Needs Assessment, we have identified the following key challenges for
Dumfries and Galloway in health and social care.
• Health inequalities leading to poorer outcomes for people’s health and wellbeing
• Increasing number of people with multiple long term conditions, including
dementia requiring higher levels of support to enable them to live independently
and at home or in a homely setting in the community
• Lack of appropriate housing to meet projected needs and demand in areas where
people wish to live, creating unsustainable and imbalanced communities
• Increasing number of Carers requiring greater levels of support to reduce any
negative impact of their caring role on their own health and wellbeing
• Maintaining high quality, safe care and protecting vulnerable adults in the face of
increasing need and reducing resources
• Future sustainability of community-based services (including GP, out of hours and
care at home services)
• Fewer people to provide care and support to an increasing number of older
people
• National challenges in relation to the recruitment of health and social care staff
• Present and anticipated rise in hospital admissions and delayed discharges
resulting in increased pressures across all of health and social care
While the rural nature of Dumfries and Galloway brings some advantages and
benefits, it can also make each of the key challenges noted above more complicated.
We need to consider issues such as physical and social isolation, transport difficulties,
recruiting and keeping staff and economies.
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Population density number of people per hectare (10,000m2)

Glasgow City 34

Scotland average 0.7

Dumfries & Galloway 0.2

Source: Census 2011

Number of unnecessary days in DGRI, Community and
Cottage Hospitals due to discharges being delayed
12,835
3,042

2011/12

2014/15

Source: NHS Dumfries and Galloway
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5. How we plan to achieve our vision
To deliver our vision and the nine national outcomes, we need to effectively deal with
the key challenges. To do this, we have identified 10 priority areas of focus.

• Enabling people to have more choice and control
• Supporting Carers
• Developing and strengthening communities
• Making the most of wellbeing and taking a forward-looking approach to care
and support
• Maintaining safe, high-quality care and protecting vulnerable adults
• Shifting the focus from institutional care to home and community-based
services
• Joined-up ways of working
• Reducing health inequalities
• Making the best use of efficiency and effectiveness
• Making the best use of technology

In the following section, under each of these areas of focus are a number of
commitments (‘We will’ statements) which will be the basis of measuring how we put
this plan into practice so we move towards achieving our vision and the nine national
health and well-being outcomes.
These commitments are summarised and set against the nine national outcomes and
10 priority areas of focus in 5.11.
5.1

Enabling people to have more choice and control

We need to enable people to have more choice and control of their lives, drawing
on support from their families, friends and communities to make the most of their
potential and abilities.
New approaches must be much more personalised with the person being in control of
their own care or ‘person-centred’ and being an equal partner in their own care.
This approach to putting the person at the centre is supported internationally as
shown in the World Health Organization diagram below.
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Conceptual framework for people-centred and integrated health services

World Health Organization (2015)

Self-directed support
The local authority has a duty to offer a choice of four options to enable people to
decide how their care and support should be delivered.
Option 1 - the person chooses to arrange their support
through a direct payment.
Option 2 - the person chooses their support to be
managed by someone else.
Option 3 - the person chooses their support to be
managed by the local authority.

“... having one or two short
visits each day from care
at home is not sufficient to
alleviate loneliness.”

Option 4 - a mixture of the first three options.
The Self-Directed Support (Scotland) Act 2013 (see the link in Appendix 2) puts
people in control of the process of asking for support through a supported selfassessment. This can include professional input to help develop a personal plan with
clear outcomes. The plan includes identifying the resources available from the person
and their family and community networks as well as any need for input from health,
social work or other agencies to support the achievement of the identified outcomes.
• We will enable people, especially vulnerable adults, and those important to them,
to take part in deciding their own personal outcomes.
• We will work to overcome barriers to people being involved in their own care.
• We will use feedback from people to develop new approaches to delivering
people’s outcomes.
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Commissioning for outcomes
Scottish Government defines the commissioning process as analysing, planning and
reviewing what we do. Categorising people into groups such as older people, people
with mental-health problems, people with physical and sensory impairments or
Carers, forms the basis for traditional approaches to commissioning.
We have also generally contracted and monitored services based on levels of activity
or inputs. Commissioning for outcomes is central to delivering self-directed support
as it is based on the benefits a person can get from the appropriate level of good,
joined-up care and support rather than from the service itself. The approach:
• recognises the complexity and connections of a range of factors that need to come
together to deliver the right outcomes for people; and
• gives sectors and organisations an incentive to work in an integrated way.
• We will change the focus of contracting from specifying levels of input activity to
delivering health and well-being outcomes for people.
Self-management
Self-management is the term used when people make decisions about, and manage,
their own health and well-being. It means people moving away, or being helped to
move away, from passively receiving care to taking a leading and more active role. It
can apply to people who are healthy and well, those managing their own long-term
conditions or those who are acutely ill.
To do this, people need to develop their knowledge, skills and confidence to make
informed decisions. There are various training programmes that support both people
and providers of health and care support. We need to make far better use of the
models that exist and identify and develop these further.
• We will support more people to be able to manage their own conditions, and
their health and well-being generally.
• We will make sure that self-management is included within future strategies and
programmes of work.
• We will develop, as part of a Scottish Government initiative, online access to
information and tools to give people the power to take responsibility for their
own care.
5.2

Supporting Carers

As the responsibility for delivering care falls ever more on families and non-family
members, providing support to these unpaid Carers becomes an ever greater local and
national priority. They are the largest group of care providers in Scotland, providing
more care than the NHS and Councils combined.
A Carer is generally defined as a person of any age who provides unpaid help and
support to a relative, friend or neighbour who cannot manage to live independently
without the Carer’s help due to frailty, illness, disability or addiction. In most
circumstances, an ‘adult Carer’ means a Carer over 18 years of age.
At the 2011 census, 9% of the adult population of Dumfries and Galloway identified
themselves as Carers (14,995).
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Carers in Dumfries and Galloway

Adult Carers over
15 years old

604 (14.2%)
in bad or very
bad health
4,255 (29%)
provide
support
over 50
hours per
week

14,673

Source: Census 2011

Carers should be seen as ‘equal partners in care’ (see the link in Appendix 2). Carers
should not be burdened, but supported in their caring role.
Regionally and within localities, Carer support, including short breaks, will be needed
to help Carers in their caring role. Short breaks are breaks from routine. They should
benefit both the person being cared for and their Carer, supporting their relationship
and offering opportunities and experiences. Short breaks can be time spent apart or
together with extra support and vary from several hours to several weeks. They can be
provided on a planned basis or in a crisis situation. ‘Respite’ is the positive outcome of
the short break.
The current Dumfries and Galloway Joint Carers Strategy (see link in Appendix 2), is a
comprehensive guide to the type of support Carers have said they need and is helping us
develop the range of support services Carers need to help them in their vital role.
Strengthening this further, the Carers (Scotland) Bill (see the link in Appendix 2) states
that Carers should be consistently better supported on a consistent basis so they can
continue to care (if this is what they want) in good health and well-being, and have a life
outside of caring.
• We will develop a consistent approach across the workforce to make sure that the
needs of the Carer are identified and dealt with in their own right.
• We will work towards becoming a Carer friendly partnership, supporting staff in
their own personal caring roles.
5.3

Developing and strengthening communities

There is evidence that shows how using a low level of community and social support
can greatly increase a person’s potential to better manage their health, live well in their
homes and communities for longer, and reduce loneliness. There is a real willingness and
enthusiasm within communities and the third sector to do this to make sure that support
is available to people who need it, when they need it.
The physical, mental and social well-being of the local population is greatly influenced
by issues such as deprivation, employment, education, housing and the environment.
Identifying and making best use of the resources that exist at both an individual and
community level is a valuable starting point in building strong ways to cope with
everyday challenges.
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This is what is known as an ‘asset-based approach’. Assets can be individuals, families,
communities, knowledge, skills, buildings, groups or money.
There is increasing evidence that using an asset-based approach can improve the
development of more appropriate services that reflect what people say they need
and make best use of what is available. This is a central priority for localities. This
approach encourages real partnerships which actively involve local people in decisionmaking and enables them to take control rather than passively receiving services.
We know that to work effectively and meaningfully with communities:
•

takes a significant investment of time and resources;

• needs to be maintained over the longer term to be effective; and
• requires a specific set of skills to be effective.
• We will work with people along with partner agencies to identify and make best
use of community assets and develop approaches that build strength.
5.4

Making the most of well-being and taking a forward-looking approach
to care and support

Making the most of and maintaining health and well-being is always better than
curing illness. Where possible, the aim is to prevent ill health or, where health or
social-care needs are identified, to make sure there are appropriate levels of support
to prevent further deterioration. This needs action early in life and across the whole
of a person’s life from childhood through to adult and older age.
It is this active approach that will lead to healthy and independent adults who are
able to live fulfilling lives.
• We will work with people to support them to lead
healthier lives.
• We will make sure that every person, who wants
to, is supported to develop and review their own
health and social-care plan.
• We will work to identify people who have an
increased risk of crisis, and develop and put in place
action early to tackle this.
5.5

Maintaining safe, high-quality care and
protecting vulnerable adults

Adult support and protection

“I was living a totally isolated
existence until I joined the
Timebank and shared my skills
in IT. The quality of my life has
improved tremendously and I
feel I have purpose again.”

People living in the
most deprived areas are
more than twice as likely
to be admitted to hospital
as an emergency.

All adults have the right to live free from physical,
sexual, psychological or emotional, financial or
material neglect and failure
to act, discriminatory harm
“Mental health issues are
or abuse. This is a central
still not regarded [by my GP]
priority for the integration
as having as high importance
authority.
as physical health issues.”
(Community Consultation)
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National policy to protect people has moved forwards significantly over the last 10 to
20 years with new laws for adults with incapacity, mental-health care and treatment
and, most recently, adult support and protection (see the link in Appendix 2).
Under the act, public sectors have a duty to report concerns relating to ‘adults at
risk’ and the local authority must take action to find out about and, where necessary,
intervene to make sure vulnerable adults are protected.
The necessary procedures, and frameworks to deliver on this, are well established and
have been signed up to by key partners. They will be reflected as a ‘We will’ within
the locality plans developed across all four areas.
“It’s good to know that there
Patient safety
are people looking out for you and
your
health as people like myself are
There are a number of programmes aiming to reduce the risk of
sometimes too busy looking after
harm to people. The Scottish Patient Safety Programme (SPSP),
everyone else and tend to forget
launched in 2008, is one of these. While at first, this programme was
about ourselves.”
focused on acute (hospital-based) care, it now includes:
(Carer)

• acute adult care;
• maternity and children’s care;

‘I felt so enabled and
empowered by the anaesthetist
I saw for my chronic pain that I
feel that I can now effectively
self-manage my own condition.’

• mental-health care; and
• primary care.
• We will make care as safe as possible by identifying
opportunities to reduce harm.
• We will make sure that all staff can identify, understand, assess
and respond to adults at risk.
• We will make sure that people have access to
independent advocacy if they want help to express their
views and preferences.
5.6

Shifting the focus from institutional care to
home and community-based services

(Consultation drop in session)

“We in D&G need a safe
place to take our [partners
with dementia] when things
become frantic, especially in
the evenings.”

Developing new models of care
New models of care should reflect and promote the shift toward greater choice and
control for people and make a positive difference to outcomes for people. As a result,
it is crucial that people who use services, and their Carers and families, are involved in
designing them.
To achieve positive differences we need to develop clinical and care pathways that:
• shift the point where care is delivered from institutions to home and communitybased settings;
• shift responsibility for managing and delivering care; and
• shift care and support from managing crises to preventing them in the first place
and taking action early.
The Scottish Government recognise health and social-care partnerships as the main
way through which these ‘shifts’ will happen.
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Some partnerships are tackling this by developing new models of delivering care such
as consultants supporting community-based, multi-disciplinary teams; developing
advanced nurse practitioner roles and identifying more appropriate pathways of care
for people who do not require an acute level of care but are not quite fit enough to
return home.
• We will deliver healthcare within community settings as the norm and only
deliver it within the district general hospital when clinically necessary.
• We will explore and expand care and support that helps people become more able
as both a primary approach and as a model of care and support.
Care at home and care homes
A programme has been set up to review the provision of care homes and care at
home across the region. The challenge is to make sure that appropriate services are
available to meet increasing needs within existing resources.
• We will identify long-term solutions to providing both care-home and care-athome services.
Housing
Housing is critical to the success and continued sustainability of health and social care.
Certain limited aspects relating to housing are within the scope of health and socialcare integration, for example ‘Care and Repair’. However, the broader aspects of the
housing sector also provide a significant contribution to the national outcomes for
health and well-being, including helping people to stay in their own homes. These
include:
• information and advice on housing options;
• low-level preventative services;
• housing support based on an individual assessment of need;
• physical adaptations to properties;
• involving tenants in a range of community-based activities; and
• services to homeless people.
The new Housing Needs and Demand Assessment, currently being developed, will
feed directly into a future update of the Strategic Needs Assessment. It is likely this
work will result in future opportunities to redesign sheltered and very sheltered
housing and develop a range of intermediate care options.
• We will combine learning from the new Housing Needs and Demand Assessment
with the Strategic Needs Assessment to help us with joint planning.
• We will develop housing-related services that reduce unplanned visits or
admissions to hospital and reduce the number of people delayed in hospital.
You can see a full Housing Contribution Statement through a link in Appendix 2.
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5.7 Integrated ways of working
We will achieve new, effective integrated models of care by supporting and helping
our collective workforce and representatives to develop and work together in joinedup ways. This will be supported further by improving social enterprise, volunteering
and commissioning based on outcomes.
It is important that we acknowledge and accept that different cultures exist within
each sector (and that there are mini-cultures within the cultures). It helps us to
develop our understanding and to respect each other’s values and beliefs. The
diversity of these cultures brings opportunities offering new and different viewpoints
and a more multi-dimensional view of what we are trying to achieve. However,
diversity also brings challenges that can act as barriers to integrated ways
Emergency admissions
of working.
to hospital for people aged
By challenging these barriers we will work towards the following.
85+ have gone up 18% (1,600
in
2009/10 to 1,900 in 2013/14),
• A healthy organisational culture.
over the last four years
• A sustainable workforce.
(ISD, SMR01)
• A capable workforce.
• An integrated workforce.
• Effective leadership with a focus on:

897 people in D&G
currently receive ten
or more hours of care at
home per week

-- cross-sector working;
-- using approaches that are driven by values;
-- honest dialogue;

(2014 Framework-i)

-- strengthening management; and
-- leading teams and involving people.
A skilled and motivated workforce across health and social care
is critical to delivering national and local outcomes. Our aim is
that integrated ways of working will value and recognise the
contribution of all staff, provide opportunities for developing
careers and roles and support people in developing creative
solutions.

“Pharmacies are a
wonderful local resource:
They need to be promoted
more.”
(D&G public survey)

Integrated workforce plan
An integrated workforce plan for the integrated services of NHS and the council will
aim to make sure that we have the right people with the right skills in the right place
at the right time. A successfully integrated workforce will need leaders locally to
commit to a shared ambition, shared goals and who support staff to work across role,
geographical or organisational boundaries.
New roles will emerge as service models change, and this will mean building on
existing skills and developing new ones for our current workforce and new staff.
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To develop this, we will need a combination of:
• workforce information – a challenge is collecting information across all sectors;
• workforce planning – we need to take account of current and future demand,
local demographics, the local and national job market and available budget; and
• workforce development activities – we need to explore how to do things
differently and put plans in place to give staff adequate and appropriate skills to
deliver new models of care and support.
• We will support staff to be informed, involved and motivated to achieve
successful outcomes.
• We will develop a plan that describes and shapes our future workforce across all
sectors.
• We will involve staff to develop a new culture that promotes different ways of
working for the future.
• We will provide opportunities for staff, volunteers, Carers and people who use
services to learn together.
• We will aim to be the best place to work in Scotland.
5.8 Reducing health inequalities
Health inequalities are the differences in health experienced by people depending on
the circumstances in which they live and the opportunities they have for health and
social well-being.
There is a range of factors that contribute to health inequalities including poverty.
Reducing health inequalities involves action on the broader social issues that can
affect a person’s health, including education, housing, isolation, employment and
income. Well-being will not be achieved by focusing only on improving the health of
individuals.
Health and social inequalities must be considered in
the planning stages of services and programmes to
make the most of their potential for contributing
to reducing inequalities. There is already effective
partnership-working to tackle inequalities through
specific action contained in the Single Outcome
Agreement and Dumfries and Galloway Anti-Poverty
Strategy (see the link in Appendix 2).
It is important that services are
designed and delivered in a way
that allows those most in need easy
access. It is this approach, at both a
planning and local level, which will
lead to healthier adults, able to live
fulfilling and independent lives.
As well as specifically focusing on
health and social care for adults,
programmes of work will need to

24

“Care homes and older
people’s services are often
not even aware of the
existence of LGBT older
adults, far less their needs.”
(LGBT Needs Assessment)

“Although outcomes are generally
improving for most people in Scotland
they are not improving fast enough for the
poorest and most disadvantaged sections of
our society, nor for those who face barriers
because of their race, gender, age, disability,
sexual orientation or religion or belief.”
(Scottish Government)

81

be delivered to improve the health and well-being of children and young people (see
the link in Appendix 2) to make sure they grow into healthy adults. This will aim to
make the most of the health and well-being of the whole population of Dumfries and
Galloway.
Local effort will continue to tackle well-being at a population level and to prevent ill
health where possible.
• We will reduce, as far as possible, the effect of social and economic inequalities on
access to health and social care.
• We will share important learning about health and care inequalities, and their
causes and consequences, across Dumfries & Galloway and use it to encourage
change.
5.9 Making the most of efficiency and effectiveness
Innovation
Innovation is one of the 12 priority areas of action in ‘A Route Map to the 2020 Vision’
(see the link in Appendix 2) for achieving high-quality long-term health and social
care.
We will commit to using new ways of working, demonstrated both in our support for
research and our success in quickly using the best new and creative ideas, products,
models of care and clinical, social-work and social-care practice. We will support staff
and partners to create the right conditions for developing new, and significantly
better, ways to provide care, improve health and social care and increase productivity.
The Institute for Research and Innovation in Social Services (IRISS) develops and
promotes the use of tools and techniques to help strengthen evidence and innovation
in social services (see the link in Appendix 2).
The Scottish Health Technologies Group (SHTG) provides advice on the evidence about
the clinical- and cost-effectiveness of existing and new technology likely to have
significant implications for patient care in Scotland (see the link in Appendix 2).
• We will measure performance against good practice from elsewhere, and
encourage and support new ideas locally.
Acute Services Development Programme
This two-year programme will manage and put into practice the changes needed to
deliver the benefits from the move to a new district general hospital in Dumfries and
Galloway. This work looks to contribute to effectively tackling the changing health and
social-care needs of the population.
As we move towards fuller integration, we will face difficult decisions about agreeing
how services will function in the future. We will need to invest more in some areas
and less in others to deliver the most effective and efficient services which match the
themes in this plan. This should take account of the new approaches discussed above.
• We will finish building the new district general hospital for Dumfries and Galloway.
• We will make sure there is a safe and efficient move from the current DGRI to the
new district general hospital.
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87,398

Dependency
Ratio

63,430

dependents

working
age

66,724

74,940

dependents

working
age

2037
2012

For every 10 working

For every 10 working

age people there are

age people there are 7

9 dependents

dependents
Source: National Records of Scotland

Tackling variation
Variation is the term used to describe the differences in practice, outcome or costs
that cannot be explained on the basis of need, evidence or preference. Organisations
use this to be more efficient and effective as part of redesigning and improving
services. The main aim is to reduce bad variation while protecting the good variation
that makes care person-centred, safe and high quality.
• We will reduce variation in practice, outcomes and costs which cannot be justified.
Physical assets
The council and the NHS have significant physical assets in buildings, land, equipment
and vehicles. We need to make more effective use of existing community assets and
to support the focus of delivering care closer to home by making careful decisions
about where to invest and where to reduce or withdraw investment. These decisions
will need to consider the use of space, environmental sustainability, reducing our
carbon footprint and improving the experience of people who use services. (See the
link in Appendix 2)
• We will develop a plan to make sure we use physical assets such as buildings and
land more efficiently and effectively.
• We will make sure that integration authority physical
assets are safe, secure and high quality.
5.10 Making the best use of technology
Information and communication technology
In the future care will be provided in
a community setting, unless hospital
treatment is needed, in which case the aim
is to get people back into their home or
community as soon as possible.

General Practice
prescribing accounts
for approximately £30m
worth of medication
each year in D&G.

“Sometimes I need to see the
GP but can’t get an appointment;
they say I should phone at 8am, but
I need someone to help me phone,
and my support workers are not
here at that time in the morning.”
(Consultation Drop in Session)
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This approach will be supported by information and communication technology (ICT)
and ‘Technology Enabled Care’ (TEC) across the entire health and social-care spectrum
offering seamless pathways of care and support.
This will be achieved both by sharing appropriate, real-time information between
care providers and by making best use of ‘technology to help achieve this. These
principles will focus on the need for:
• providing information and support to enable people to stay at home and help
them by using technology enabled care solutions such as electronic reminder
systems and digital sensory alarms;
• out-of-hospital care action plans which can be shared online by all health and
social-care providers making the person, rather than the process, the centre of
focus;
• targeted support for common multiple illnesses and chronic conditions through
home monitoring and remote management, for example video conferencing or
telephone;
• agreed shared forward-looking care plans for ‘at risk’ people; and
• wider access to clinical and social-care information including community hospitals,
allowing access to people to help manage their own care online.
• We will deliver a single system that enables public-sector staff to access or update
relevant information electronically.
Telehealthcare
Using technology to help achieve our aims is a basic
building block to delivering the 20:20 vision for Scotland
(see the link in Appendix 2).
Telehealth involves providing health services at a distance
using a range of digital and mobile technology. This
includes:

“Patients in this area
have to travel 120 miles
round trip to Dumfries for
maybe five minute interviews
with a doctor.”
(D&G public survey)

• gathering and sending physiological measurements from the home or community
for clinical review and early action, often to support self-management; and
• ‘teleconsultations’ where technology such as email, phone, video conferencing,
digital imaging, websites and digital television are used to support consultations
between professional to professional, health professionals and patients, or
between groups of health professionals.
Telecare involves providing care services at a distance using a range of analogue,
digital and mobile technology. These range from simple personal alarms, devices and
sensors in the home, through to more complicated technology such as that which
monitors daily activity patterns, help with ‘safer walking’ in the community for
people with mental or physical conditions, detects falls and epilepsy seizures, reminds
patients to take medication, and provides improved environmental safety.
• We will develop a programme of technology enabled care that supports the
development of new models of care and ways of working.
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5.11 Summary
This summary sets out:
• the nine national outcomes;
• the priority areas of focus as they relate to the national outcome; and
• our commitments – the ‘We will’ statements – as they relate to the 10 main areas
of focus and the national outcomes.
The commitments are the basis of measuring how we are putting this plan into action
and so the progress towards achieving our vision and the nine national health and
well-being outcomes. The measures against each of the commitments are shown
in the performance management framework in Annex 5. www.dg-change.org.uk/
Strategic-Plan
We have to deliver the Strategic Plan, and its associated programmes, including the
commitments, within the resources we have available.
National outcome

1

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

Priority areas of focus

Our commitments

Enabling people to
have more choice and
control

• We will support more people to be able to manage
their own conditions, and their health and well-being
generally.

Making the most of
well-being and taking
a forward-looking
approach to care and
support

• We will make sure that self-management is included
within future strategies and programmes of work.
• We will develop, as part of a Scottish Government
initiative, online access to information and tools to give
people the power to take responsibility for their own
care.
• We will work with people to support them to lead
healthier lives.

2

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

Developing and
strengthening
communities

• We will work with people along with partner agencies
to identify and make best use of community assets and
develop approaches that build strength.

Making the most of
well-being and taking
a forward-looking
approach to care and
support

• We will work to identify people who have an increased
risk of crisis, and develop and put in place action early
to tackle this

Shifting the focus
from institutional
care to home-and
community-based
services

• We will deliver healthcare within community settings as
the norm and only deliver it within the district general
hospital when clinically necessary.
• We will explore and expand care support that helps
people become more able as both a primary approach
and as a model of care and support.
• We will combine learning from the new Housing Needs
and Demand Assessment with the Strategic Needs
Assessment to help us with joint planning.
• We will develop housing-related services that reduce
unplanned visits or admissions to hospital and reduce
the number of people delayed in hospital.
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National outcome

Priority areas of focus

Our commitments

3

Enabling people to
have more choice and
control

• We will use feedback from people to develop new
approaches to delivering people’s outcomes.

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

Maintaining safe,
high-quality care and
protecting vulnerable
adults
Making the most
of efficiency and
effectiveness

• We will work to overcome barriers to people taking
part in their own care.
• We will make sure that people have access to
independent advocacy if they want help to express
their views and preferences.
• We will finish building the new district general hospital
for Dumfries and Galloway.
• We will make sure that Integration Authority physical
assets are safe, secure and high quality.

4

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

Enabling people to
have more choice and
control

• We will enable people, especially vulnerable adults, and
those important to them, to take part in deciding their
own personal outcomes.

Making the most of
well-being and taking
a forward-looking
approach to care and
support

• We will change the focus of contracting from specifying
levels of input activity to delivering health and wellbeing outcomes for people.

Making the most
of efficiency and
effectiveness

5

Health and
social care
services contribute
to reducing health
inequalities.

Reducing health
inequalities

6

Supporting Carers

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

• We will make sure that every person who wants to, is
supported to develop and review their own health and
social-care plan
• We will measure performance against good practice
from elsewhere and encourage and support new ideas
locally.
• We will reduce, as far as possible, the effect of social
and economic inequalities on access to health and
social care.
• We will share important learning about health and care
inequalities and their causes and consequences across
Dumfries and Galloway and use it to encourage change.
• We will develop a consistent approach across the
workforce to make sure that the needs of the Carer are
identified and dealt with in their own right.
• We will work towards becoming a Carer-friendly
partnership, supporting staff in their own personal
caring roles.
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National outcome

Priority areas of focus

Our commitments

7

Maintaining safe,
high-quality care and
protect vulnerable
adults

• We will make care as safe as possible by identifying
opportunities to reduce harm.

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

8

Making the most
of efficiency and
effectiveness

• We will make sure that all staff can identify,
understand, assess and respond to adults at risk.
• We will make sure there is a safe and efficient move
from the current DGRI to the new district general
hospital.

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

Integrating ways of
working

• We will support staff to be informed, involved and
motivated to achieve successful outcomes.

Making the best use
of technology

• We will develop a plan that describes and shapes our
future workforce across all sectors.

9

Integrating ways of
working

• We will involve staff to develop a new culture that
promotes different ways of working for the future.

Making the most
of efficiency and
effectiveness

• We will reduce variation in practice, outcomes and costs
which cannot be justified.

Resources are
used effectively
and efficiently in
the provision of
health and social
care services.

• We will provide opportunities for staff, volunteers,
Carers and people who use services to learn together.
• We will aim to be the best place to work in Scotland.
• We will deliver a single system that enables publicsector staff to access or update relevant information
electronically.

Shifting the focus
from institutional
care to home and
community-based
services
Making the best use
of technology
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• We will develop a plan to make sure we use physical
assets, such as buildings and land, more efficiently and
effectively.
• We will identify long-term solutions to providing both
care-home and care-at-home services.
• We will develop a programme of technology enabled
care that supports the development of new models of
care and ways of working.
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6. Good governance and evaluating the
Strategic Plan
We, Dumfries and Galloway Health and Social Care Partnership, are an organisation
which must answer to the public for our actions. We will continue to involve all our
stakeholders and partners to put the changes described within the plan into practice.
And, we will make information on our progress available to the public.
The governance arrangements for the Integration Joint Board are described in the
Dumfries and Galloway Integration Scheme – see the link in Appendix 2.
The nine national health and well-being outcomes will form the basis of how we are
measured for the new partnership. Both the NHS and local authority will be jointly
responsible for delivering the outcomes. (The national outcomes are set out in 2.2 of
this document.)
We will support the outcomes using certain measures to assess our progress, alongside
a wide range of pre-existing performance measures. These measures will form part
of our yearly reporting on our performance, required by the act, along with other
information.
For details of performance measures and outcome measures, please see the
performance management framework in Annex 5.
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7. Response form and how to get in touch
Thank you for reading Dumfries and Galloway Health and Social Care Partnership
Draft Strategic Plan 2016 - 2019.
Please help us to develop the best plan possible for health and social care in Dumfries
and Galloway by having your say and filling in the response form below.
The deadline for responses is Friday 11 December 2015.
You can do the following.
Fill in the online survey by viewing the Draft Plan online at:
www.dg-change.org.uk/consultation
Or
Email your response to DG-Integration@nhs.net
Or
Post your response to:
D&G Draft Strategic Plan Response
Lochar South
Crichton Hall
Bankend Road
Dumfries
DG1 4TG.
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Questions
These questions relate to this draft version of The Dumfries and Galloway Strategic
Plan 2016- 2019, which is available for consultation from 19 October to 11 December
2015.
If possible, please add the page number in the plan that your comment relates to.
Please tick one box below to say whether you are you filling in this form:
on behalf of yourself
on behalf of someone else
on behalf of a group or organisation
If you are filling this in on behalf of a group or organisation, please give us the name.

Q1
Yes

Does the plan explain what integration is and what it means for
people?
No

If No, what do you think is missing?
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Q2
Yes

Do you think we are committing to doing the right things that will get
better results for people?
No

If No, what else would you add?

Q3

Are there any other comments you would like to make about this
document?

We will publish a full statement of consultation with the Strategic Plan, showing
the range of and number of people we have communicated with in developing this
document. To help us to provide the details for this, we would ask you to fill in the
equality monitoring form on the next page. Thank you.
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Equality Monitoring form

Part 4 What is your age?

We need this information to make sure we are
treating you fairly and with respect, and delivering
the services you need.

0 to 15

55 to 64

16 to 24

65 to 74

25 to 34

Over 75

35 to 44

Prefer not to say

We will keep your information confidential. We will
make sure that you cannot be identified through
reports on the results of this survey.
Please tick the relevant box in each section, or fill in
the details as appropriate.

45 to 54
Part 5
Do you consider yourself disabled?

Yes

Part 1 Where do you live?
Please tick the box next to your postcode.

No

Prefer not to
say

Do you provide care or support for someone who is
disabled?

DG1

DG7

DG13

DG2

DG8

DG14

DG3

DG9

DG16

DG4

DG10

KA6

Please tell us which of the following affect you or the
person you provide care and support for.

DG5

DG11

ML12

Mobility

Eyesight

DG6

DG12

Other

Hearing

Speech

Physical coordination
Learning disability

Physical capacity

If you don’t know your postcode, write the name of
your nearest town or village here.

Yes

No

Prefer not to
say

Mental illness

Severe
Prefer not to say
disfigurement
Other (please give brief details)
Part 2 What is your gender?
Male

Other

Female

Prefer not to
say

Part 3 Have you ever identified as a
transgender person?
Yes

Not sure

No

Prefer not to say

Part 6 What is your sexual orientation?
Bisexual

Heterosexual

Gay or Lesbian

Prefer not to say

Other (please give brief details)
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Part 7 What is your ethnic group?
Choose one section from A to G, then tick one
box which best describes your ethnic group or
background.
A

E

Caribbean or Black

Caribbean, Caribbean Scottish or Caribbean
British
Black, Black Scottish or Black British
Other (please write in)

White

Scottish

English

Welsh

Northern Irish

Irish

Gypsy or Traveller

F

Other ethnic group

Polish

Arab, Arab Scottish or Arab British

Other White ethnic group (please write in)

Other (please write in)

B

Mixed or multiple ethnic group

G

Prefer not to say

Any mixed or multiple ethnic group (please write in)
Part 8 What is your religion or belief?

C

Asian, Asian Scottish or Asian British

Pakistani, Pakistani Scottish or Pakistani
British
Indian, Indian Scottish or Indian British
Bangladeshi, Bangladeshi Scottish or
Bangladeshi British
Chinese, Chinese Scottish or Chinese British

Atheist or none

Hindu

Church of Scotland

Humanist

Roman Catholic

Jewish

Other Christian

Muslim

Baha’i

Pagan

Buddhist

Sikh

Other (please write in)

Other (please write in)
Prefer not to say

D

African

African, African Scottish or African British
Other (please write in)
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Glossary of terms

Equality and Diversity Impact
Assessment (EQIA)

Asset-based approach
Identifying and making best use of the
resources that exist at both an individual
and community level.

EQIA is a strategic process to be
considered when planning a new, or
redesigning an existing policy, function or
service, or redesigning an existing one.

Anticipatory care

Health inequalities

Anticipatory care is expected to help
reduce avoidable and unscheduled
admission into hospital for people with
conditions they already have.

Health inequalities means the gap
between the health of different
population groups such as the wealthy
compared to poorer communities
or people with different ethnic
backgrounds.

Care plan
A single plan that records the outcome of
the discussion between the individual and
the professional, it could be electronically
stored or written on paper. It should be
accessible to the individual in whatever
form is suitable to them.

Independent sector
Is the largest social services provider
in Scotland and has a major role in
providing care with most social-care
being delivered by them.

Carer

Integration

Someone who spends a significant
percentage of their time providing unpaid
support to a family member or a friend.

Integration is the combination of
processes, methods and tools that help
bring together care.

Chief officer

Integration Joint Board

The Chief Officer of the Integration
Joint Board provides a single point
of management for the budget and
delivering service.

The Integration Joint Board made up
of representatives from the health
board, the local authority, the third and
independent sectors and those who use
health and social-care services. The

Delayed discharges
Delayed discharges take place when
a patient ready for discharge cannot
leave hospital because the necessary
care, support or accommodation is not
available.
Dementia
A term used for a range of illnesses, the
most common of which is Alzheimer’s
disease.
Demographic
Demography is the science of human
populations – their size, how they are
made up and distribution – and the
process through which populations
change.

Integration Joint Board has the
responsibility for planning, resourcing
and overseeing integrated services within
the Strategic Plan.
Integration scheme
An integration scheme is the agreement
made between the health board and
the local authority. It sets out how the
integration authority will be made up
and how it will work. The health board
and the local authority had to send their
draft integration scheme to Scottish
Ministers for approval by 1 April 2016.
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Locality

Primary care

Locality is the term outlined in the
Public Bodies (Joint Working) (Scotland)
Act 2014 to identify local areas. Every
local authority must define at least two
localities within its boundaries for the
purpose of locality planning. In Dumfries
and Galloway there are four localities,
Annandale & Eskdale, Nithsdale,
Stewartry and Wigtownshire.

This is health care provided in the
community for people going to see a
medical practitioner or clinic for advice
or treatment for the first time about
a condition. The main primary-care
services are provided by GP practices,
dental practices, community pharmacies
and high-street optometrists, as well
as community nurses and allied health
professionals.

Long-term conditions
Long-term conditions are conditions that
last a year or longer, affect many aspects
of a person’s life, and may need ongoing
care and support.
Market facilitation
Market facilitation is an important
aspect of the strategic commissioning
cycle.Authorities will carry out a range
of activities to promote the successful
development of services to meet
the needs of the local population
effectively. These activities should include
developing an accurate picture of local
need and markets, published as a ‘market
facilitation plan’.

Giving people the opportunity and the
confidence to relearn or regain some of
the skills they may have lost as a result
of poor health, disability or impairment
or going into hospital or residential care.
As well as regaining skills, service users
can gain new skills to help them stay
independent.
Secondary care
Medical care provided by a specialist or
referring a person to a specialist because
they need more specialised knowledge,
skill or equipment than that provided by
a primary-care physician.

Person-centred

Self-directed support

Person-centred is an approach to working
with people which respects and values
the uniqueness of the individual and
puts their needs and hopes firmly at the
centre of the process.

The support that individuals and families
receive after making an informed choice
about how their individual budget is to
be used to meet the outcomes they have
agreed.

Personal outcomes

Self Management

Personal outcomes are about the effect
or end result of services, support or
activity on a person’s life.

People who use services collaborate
with all the appropriate individuals
and services to plan for the very real
implications of living the rest of their life
with one or more long term condition(s).
It encourages people to take decisions
and make choices that improve their
health and wellbeing.

Preventative
Action taken to support people to do
things for themselves as much as possible.
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Stakeholder
A stakeholder is anybody who can affect
or is affected by an organisation, strategy
or project.
They include service users, their carers
and the general public.
Strategic needs assessment (SNA)
These analyse the health and care needs
of populations to help decide what
health, well-being and social-care services
should be provided.
Strategy
This is a plan of action designed to
achieve a long-term or overall aim.
TeleHealth care
‘Telecare’ and ‘TeleHealth’ is technology
that can be used to help service users live
safely and independently in their homes.
‘Telehealthcare’ is used to describe both
TeleHealth and Telecare together.
Third sector
Is made up of a vast range of
organisations, many of which are run as
social enterprises. The range of sercices
and the opportunities they provide
include health, social care and support,
information, advocacy and volunteering.
Well-being
Well-being is a complex combination of
a person’s physical, mental, emotional
and social health. Well-being is strongly
linked to happiness and satisfaction in
life.
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Appendix 1: Membership of the Strategic
Planning Group – September 2015
Users of healthcare services
Carolyn Little – UCI - Users and Carers Group
Jeff Holt – Scottish Health Council
Stella McPherson – Ex PPF, Cancer Services
Vanessa Martin – Ex PPF and QWIG
Carers of people who use health- and social-care services
Jim McColm – carer
Martin Rogan – carer
Alex Russell – carer
Claudine Brindle – Carer’s Centre Manager
Commercial providers of healthcare services
Sue Newberry and Jim Gatherum – Scottish Care
Martin Holmes – Community Integrated Care
Non-commercial providers of healthcare services (included in third-sector
representatives)
Richy Lewis – Key Community Supports
Tony Freeman – Care Training Consortium
Health professionals
Moira Cossar – Service Manager and Chair of Area Clinical Forum
Ken Donaldson – Associate Medical Director
Alice Wilson – Associate Nurse Director
Gregor Purdie – GP
Morven Gemmell – Associate Director AHP Services
Graham Gault – General Manager IMT – representing NHS GM Group
Social-care professionals
Graham Abrines – Head of Adult Social Work
Kate Macleod – Head of Care & Facilities Management
Fiona Wright – Senior Occupational Therapist
Users of social-care services
Carolyn Little – Users & Carers Group
Louise Boustead – Enable LD Service user (supported by Jack Collet)
Housing (non-commercial providers and local-authority strategic housing)
David McMillan – Community Council
Jim O’Neill – D&G Council Strategic Housing
Jamie Carruthers – Scottish Land and Estates
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Third sector
David Coulter – Chief Executive, Third Sector
Martyn Robert Hawthorn – Royal British Legion
Jane Middleton – Carer Aware Trainer
Alex Thorburn – D&G Disability Access Panel
Hugh Robertson – Addaction
Gerry McCoy – Alzheimer’s Scotland
Julie Turner – Dumfries and Galloway Hard of Hearing Group
Diversity groups
Frank Smith
Benjamin Kidd-Bentley
Joseph Kidd-Bentley
Those helping with the integration process
Ann Farrell – Unite representative
Ewan Kelly – Spiritual Lead NHS D&G
Jimmy Beattie – Unison
Brian Morton – RCN Regional Officer
Area representatives (professional)
Gary Sheehan – Locality Manager, Annandale & Eskdale
Mhairi Hastings – Interim Health & Social Care Locality Manager, Wigtownshire
Alison Solley – Locality Manager, Nithsdale
Stephanie Mottram, Locality Manager, Stewartry
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Appendix 2: Links to documents that helped us
produce this plan (in alphabetical order)
National strategies
A National Telehealth and Telecare Delivery Plan for Scotland to 2015
A Route Map to the 2020 Vision for Health and Social Care
Adult Support and Protection (Scotland) Act 2007
Age Home and Community: A Strategy for Housing for Older People 2012- 2022
Carers Scotland Bill 2015
Caring together – The Carers’ Strategy for Scotland 2010 – 2015
Community Empowerment (Scotland) Bill 2014
Equal Partners in Care- Website
Equality Act - 2010
Healthcare Quality Strategy for NHS Scotland 2010
Scottish Commission for Human Rights Act 2006
IRISS- Website
Keys to Life: Improving quality of life for people with Learning Disabilities 2013
Living and Dying Well: A national action plan for palliative care and end of life care
in Scotland 2008
Mental Health (Scotland) Act 2015
Multi Morbidity Action Plan (Link will be added when available)
Public Health (Scotland) Act 2008
Promoting Excellence: A framework for all health and social services staff working
with people with dementia, their families and carers 2011
Public Bodies (Joint Working) (Scotland) Act 2014
Reshaping Care for Older People – A Programme for Change 2011- 2021
Scotland eHealth Strategy 2011 – 2017
Scotland’s National Dementia Strategy 2013-2016
Scottish Health Technologies Group Website
Scottish Patient Safety Programme 2008
Social Care (Self Directed Support) (Scotland) Act 2013
Standards of Care for Dementia in Scotland: Action to support the change
programme
Scotland’s National Dementia Strategy 2013 - 2016
The National Delivery Plan for the Allied Health Professions in Scotland 2012 - 2015
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The Scottish Strategy for Autism 2011
Welfare Reform Act 2012
Local strategies and related documents
Dumfries and Galloway Anti-poverty Strategy 2015 – 2020
Dumfries and Galloway Carers’ Strategy 2012 - 2017
Dumfries & Galloway Common Housing Register
Dumfries and Galloway Community Learning and Development Partners’ Strategic
Plan 2015 – 2018 (link to be added when available)
Dumfries and Galloway Dementia Standards Assurance Framework 2015 – 2018 (link
to be added when available)
Dumfries and Galloway Children’s Services Plan March 2015 – September 2016
Dumfries and Galloway Housing Strategy 2011 - 2016
Dumfries and Galloway Housing Contribution Statement 2015
Dumfries and Galloway Integration Scheme
Dumfries and Galloway Joint Strategic Plan for Older People 2012 - 2022
Dumfries and Galloway Physical Assets Management Strategy 2015
Dumfries and Galloway Single Outcome agreement 2014 - 2017 (revised 2015 - 2016)
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If you would like some help understanding this or need it in
another format or language please contact 030 33 33 3000
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Annex 1: Strategic needs assessment
The strategic needs assessment for integration is a collection of evidence from a
wide range of sources which we have pulled together to help develop the Dumfries
and Galloway Partnership Strategic Plan. The evidence includes both numbers and
statistics, and also explanations and quotes from people who have been consulted
about aspects of health and social care.
The needs assessment reflects the background in which the integration of health and
social care needs to operate. It includes information about different groups of people,
some of the challenges and information around some of the services currently being
provided. It is intended that people working towards integration will be able to use
this evidence as a reference when it comes to setting the scene for making decisions.
The needs assessment answers questions like ‘How many people would that affect?’
or ‘Is that becoming more or less of an issue?’ as well as ‘Do we know enough about
this topic?’. The needs assessment does not offer suggestions or ‘fixes’ for the issues,
nor does it discuss organisational and financial arrangements and how these might be
affected by integration.
The health and social-care system is immensely complicated and it is very difficult to
cover every aspect of every service. Instead, we have covered a broad but shallow
range of topics. The evidence was pulled together over the spring and summer of
2015 and is a snapshot in time which mostly references information published in 2014.
Many regular reports continue to be published by the Government and other public
organisations over the time of producing the needs assessment and we expect that
updates and amendments will be needed in the future.
The needs assessment covers evidence on the following areas.
Geography and population

‘At risk’ populations

The influence the rural nature of
Dumfries & Galloway has

Primary (community) health care

How the population changes

Secondary (hospital) health care

Inequalities

Social-work services

Housing

Physical and sensory disability

Unpaid carers

Mental health and well-being

Long-term conditions and multiple
complex needs

Health behaviours

Please also note that we have produced the needs assessment as part of a suite of
documents that support the Strategic Plan, and so it does not cover information that
might be reasonably expected to be covered in other areas (for example, finance or
workforce). There are also two recent publications produced in Dumfries & Galloway
to inform planning, which we have not attempted to replace: Local Area Profiles
(see www.crichtonobservatory.org.uk/) and the Poverty Strategy 			
(see www.dg-change.org.uk/Strategic-Plan)
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When drawing all the information together, certain themes began to emerge that
many topics had in common. We have brought these themes together to provide the
background within which services are being planned for the future.
Figure 1: Emerging themes from the Dumfries and Galloway Health and
Social Care Strategic Needs Assessment, August 2015

isolation
inequalities

person
centred

increasing
complexity

SNA
Themes

right support
place and time

resilient people

resilient
organisations

Here are a few examples of some of the evidence supporting these themes.
Isolation
• The number of older adults (aged 75 or older) living alone is likely to nearly double
(from 6,400 to 11,700) by 2037.
(NRS Households projections, 2012 based)

Increasing complexity
• There are around 12,500 people who are living with two or more chronic illnesses,
and this number increases by 300 every year.
(Scottish Patients at Risk of Re-admission SPARRA database, April 2015)

Resilient people
• “I was living a totally isolated existence until I joined the Time Bank and shared
my skills in IT. The quality of my life has improved tremendously and I feel I have
purpose again. If I can help others achieve the same, then I believe I am doing a
good job.”
(Volunteer, Stewartry, Third Sector First Dumfries & Galloway, Stakeholder Report January 2015)
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Resilient organisations
• NHS vacancies at September 2014: 20 consultant doctor posts (8.2% of the
workforce), 66.5 nursing and midwifery posts (3.9%) and 11.7 allied health
profession posts (4.5%).
(Scottish Workforce Information Standard System (SWISS))

The right support, in the right place, at the right time
• The number of bed days lost due to delayed discharges across all our hospitals has
increased from 3,000 in 2011-2012 to 12,800 in 2014-2015.
(Local delayed discharge data, NHS Dumfries & Galloway)

Person-centred
• “It doesn’t matter to me if the counsellor was a man or a woman. What’s
important is that I could make a proper connection with them, and that we could
relate to each other. But it is important that they are non-judgmental.”
(ADS counsellor feedback, (male client)

Inequalities
• “Care homes and older people’s services are often not even aware of the existence
of LGBT older adults, far less their needs.”
(LGBT Needs Assessment)

The needs assessment does not have information about absolutely everything, and we
have identified a range of gaps in local knowledge while putting it together. Some of
the areas where not enough information was available at the time of producing the
assessment include:
• the challenges faced by the third-sector workforce,
• housing needs for vulnerable people;
• the needs of Gypsy, Traveller and black and ethnic-minority communities;
• physical health of mental-health patients;
• social capital and community strength; and
• the effect of obesity
There is work planned or in progress for many of these areas, but that may not be
available to support planning at this time.
You can find the statistics, figures and quotes included in the Strategic Plan in more
detail in the full strategic needs assessment document which you can access here:
www.dg-change.org.uk/Strategic-Plan
You can find a briefer executive summary with the themes, a selection of evidence
and a main statistics profile for each of the areas here: www.dg-change.org.uk/
Strategic-Plan
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Annex 2 - Executive summary of the locality
plans
The locality plans set out how the integration (joining together) of health and social
care will be taken forward in each of the four localities of Annandale and Eskdale,
Nithsdale, Stewartry and Wigtownshire. All four plans are set out in the same way.
The introduction provides more detail about what the plans are about. It stresses that
the plans are for everyone and are not just about health and social-care services and
support – they are also about how people and communities can be supported to help
and support themselves too.
Each of the four localities has slightly different challenges in terms of:
• geography and how rural the areas are;
• the range of physical assets (including care homes and cottage hospitals);
• the distance from a general hospital; and
• the number of people with specific needs, including people with chronic (longterm) conditions, and carers.
The detail around this important information is set out in section 2. The information
has been picked to reflect both what is currently available at a locality level and
the information which helps to identify and focus on the main challenges. We have
standardised the information across the localities so you can compare it if you want.
Integration is clearly about making sure there is a much more joined-up approach to
providing services and support, and this applies both to a more integrated workforce
across all sectors (NHS, council, the third and independent sectors) and also to the way
financial resources are used.
Section 3 describes the people who will make up the locality management team in
each locality. This reflects the multi-agency approach that has been taken in drawing
together the draft plans. This section also includes a broad breakdown of how the
finances are currently used across both by the NHS and adult social-work services
in each locality. As planning continues during this ‘shadow year’ through to health
and social-care integration on 1 April 2016, more detailed financial information will
become available.
At its heart, health and social-care integration is about making sure that those who
use services get the right care and support when they need it. The four locality plans
have been developed locally, taking into account what people in small communities
are saying about their own experiences – particularly those who currently use services
– as well as those who are involved in providing health or social care. Section 4 of this
plan summarises some of the main messages coming through in each locality.
These plans, of course, do not start from scratch. It is important to recognise that a
lot of great work is already happening across the region, some of which has been as a
result of testing different ways of doing things through the ‘Putting You First Change
Programme’ which largely focused on older people. Section 5 gives some examples of
work that is already focused on trying to do things differently or working in a more
joined-up way in each locality. The section also gives ‘spotlight’ examples of good
practice.
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However, there is still much to do and the second part of section 5 lists the main
challenges identified. These have been taken directly out of the region-wide Strategic
Plan. These are high-level challenges which have an effect in all four localities.
The Scottish Government have set nine health and well-being outcomes which apply to
integrated care. The aim of the outcomes is to improve the quality and consistency of
services and support and experiences for individuals, Carers and their families and those
who work within health and social care.
Section 6 shows the nine outcomes in a diagram. This section also includes a summary
of the 10 ‘priority areas of focus’ identified within the Dumfries and Galloway Strategic
Plan. These areas of focus could be said to provide the direction of travel that everyone
needs to be following. They are described under the following headings.
• Enabling people to have more choice and control
• Supporting Carers
• Developing and strengthening communities (community resilience)
• Developing approaches to anticipate and prevent problems
• Maintaining safe, high-quality care and protecting vulnerable adults
• Shifting the focus to home and community-based services
• Joining up ways of working
• Reducing health inequalities (differences)
• Making the most of efficiency and effectiveness
• Making the best use of technology
There is a much greater focus on the nine national outcomes in section 7 of the plan.
Here, there is an explanation of what these outcomes might mean for you. Some of the
outcomes have also been illustrated by using actual case studies. Finally, listed under
each outcome, are the ‘We will’ statements for each locality. These provide some detail
about how each locality expects to achieve the nine outcomes and how we can tackle
the identified challenges.
This is the first draft of the four locality plans and it is important that before we
produce the final plans later this year, we take account of the views of as many people
as possible. So, finally, in section 8 there are a number of questions about the plans
and about people’s own experiences relating to health and social care. The answers
provided will help us to develop the best plans possible for health and social-care
services in each locality. We have included information on various ways to provide
feedback in this section.
You can access each of the locality plans at www.dg-change.org.uk/consultation
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Annex 3 - Financial plan
The Strategic Plan and its associated programmes will have to be delivered within the
resources available to the partner organisations.
As an integrated system we will need to contain costs within existing resources and
continue to deliver efficiencies in line with NHS financial management guidelines, the
council’s three-year budget strategy and Scottish Government funding allocations.
The financial challenges across the public sector are well documented but, as an
integrated partnership in Dumfries and Galloway, we must plan to deliver services
cost-effectively within the total resources available.
We have summarised the budget for the Dumfries and Galloway Partnership below,
with more detailed schedules breaking down this spend included in this Annex.
Combined integrated draft finance plan - 2015-2019
Baseline
2015/16
£million
Council services

First three
months
2015/16
£million

2016/17
£million

2017/18
£million

2018/19
£million

60.3

62.1

62.4

62.9

63.4

NHS services

224.1

234.0

236.1

236.3

236.5

Total integrated
finance plan

284.4

296.1

298.5

299.2

299.9

The table above highlights the summary draft finance plan for the Integrated Joint
Board (IJB) using 2015/2016 as the recurring baseline year and building in assumptions
for growth and activity changes (including known changes in demography), inflation
(pay and non-pay), cost pressures as well as the efficiency savings needed to be
identified over the next three financial years by the Scottish Government. This reflects
the budgets to be passed to the IJB but they depend on the NHS’ and the council’s
budget-setting processes and will be reviewed as we move through the three-year
planning cycle.
During March 2015 both the NHS and the council agreed the baseline figures to be
delegated to the partnership for 2015/2016. These are reflected in the table above and
were the draft figures before any inflationary uplifts for 2015/2016 hence the increased
2015/2016 financial plan.
The assumptions around growth and inflation are based mainly on the known level
of changes to resources in future years as currently there has been no confirmation
of what the overall baseline increase in health budgets will be until after the UK
Comprehensive Spending Review is announced on 25 November 2015 and the
resultant effect on the Scottish Budget. However, there is an ongoing commitment
from the Scottish Government to pass on any increases to health budgets from the
UK budget review. There is some potential for extra resources to be set aside through
the UK spending review and the commitments given to the NHS as a result of the NHS
England Five Year Forward view on resources. These have not been reflected in budget
assumptions as they are unknown at this point until we have an understanding of the
Scottish Government Spending Review (likely to be in January 2016).
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The council’s figures for 2016/2017 onwards only give an idea at this stage and will be
reviewed and agreed by elected members as part of the ongoing process of setting
the budget.
The assumptions used around the various inflation, growth and efficiency factors are
contained within the financial plan. The plan also makes the assumption that there
are no major changes to services which will be delegated over the three-year period.
The Chief Officer of the Integrated Joint Board and the Integrated Joint Board Chief
Finance Officer will further develop a case for the budget based on the Strategic
Plan. This will be reviewed as part of the budget process each year. This will be seen
showing the following assumptions.
• Changes in activity
• Cost inflation
• Required efficiency savings
• Performance against outcomes
• Legal and government requirements
• Transfers to and from the notional budget for hospital services
We have included the initial draft financial plan in this Annex, covering the financial
years, 2015/2016 to 2018/2019, and it has been developed in partnership with NHS
Dumfries and Galloway and Dumfries and Galloway Council finance teams.
The detail included within the draft finance plan provides a summary of the
overall resources relating to integration, split by the main services included within
integration as well as details of how these are currently split by locality. These include
the following.
NHS services
• Acute and diagnostic services
• Facilities and clinical support services
• Mental-health services
• Primary and community-care services
• Women’s and children’s services
Social-work services
• Adult social-work services
• Adult services for substance misuse
• Domestic abuse services
• Older people’s services
• People with a learning disability
• People with a mental-health need
• People with a physical disability
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Council services outwith social-work services
• Care and support services and Stars
• Care Call
• Health and wellbeing
• Care and Repair and Handy Van
In agreeing the draft financial plan, we have followed the latest guidance provided
by the Integrated Resources Advisory Group (IRAG). Pricewaterhouse-Coopers have
also carried out a due diligence report for both organisations, reviewing the proposed
2015/2016 baseline budgets.

The extra resources provided to the partnership through the Integrated Care Fund,
delayed discharges and funding to deal with low pay in care homes have been
factored into these plans.
The main messages in relation to the financial position are as follows.
• As an integrated system we will need to contain costs within existing resources and
continue to make savings year on year. For NHS services this is likely to continue
to be around 3% each year for the foreseeable future, with different, although
similar expectations from social-work budgets.
• The main risks highlighted in the NHS budgets include the costs of keeping medical
staffing levels up both in acute hospitals and primary care, GP prescribing, making
savings, increased activity through the acute system and sustainability of access
and other performance targets.
• The main risks for social-work budgets include the effect of new legislation,
including that related to self-directed support and the related expectations of
service users, demographic pressures increasing the number of people needing
care (particularly in older people but also people with learning disabilities and
physical disabilities), and also growing pressures on price levels charged by care
providers and the effect of capacity issues particularly in rural parts of the region.
Integrated resource framework (IRF)
The IRF has been developed in Scotland jointly by the Scottish Government, NHS
Scotland and the Convention of Scottish Local Authorities (COSLA) to help integrate
services better and match resources to improve patient outcomes.
The IRF is aimed at helping Scottish health and social-care partners to provide
systematic financial and activity information to support service redesign and help
match resources appropriately.
The latest information provided by the IRF team shows that 75% of the resources
included in their costed activity relating to health and social-care spending across
Dumfries and Galloway relates to NHS services. Of this, around 45% is spent on
people over the age of 65 (IRF data 2012/2013).
By using the latest information as published on the IRF website, the following chart
helps to show how spending is made across Dumfries and Galloway, split by the type
of care.
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Approximately 75% of spending is NHS-related, with 23% spent on non-elective
patients. When the spending on non-elective work is split by age groups it can be
seen from the graph below that about two-thirds of spending on non-elective care
relates to age groups of 65 and over.

While the data provided by the IRF gives us more information around where
spending is made, it must be highlighted that there is a significant delay on when the
information is available (latest data supporting the graphs above is 2012/2013) and
the information relates to all spending across both the NHS Board and the social-work
budgets within the council, rather than the spending relating to the budgets passed
to the IJB.
We expect that as the information about the IRF model improves and is expanded to
capture more activity about patient care, it can be used in a more dependable way in
helping to match resources to where they are most needed.
However, given some of the difficulties in making sure the information is accurate
within the IRF, for the moment, it would be misleading to rely just on this information
to help us make decisions on how we use resources.
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Corporate support services
To enable the IJB to prepare the Strategic Plan and effectively carry out the relevant
functions, the NHS and the council have agreed that they will need to provide
technical, professional and admin resources (corporate support services) to the IJB.
Detail of the draft integrated finance plan – by service
Combined integrated draft finance plan - 2015-2019
Baseline
2015/16
£m

Q1
2015/16
£m

2016/17
£m

2017/18
£m

2018/19
£m

Council services
Adult social-work services

3.6

5.9

5.9

5.9

6.0

Adult services substance
misuse

0.3

0.3

0.3

0.3

0.3

Domestic abuse

0.1

0.1

0.1

0.1

0.1

Older people

23.3

22.9

23.0

23.3

23.4

People with a learning
disability

15.8

16.7

16.8

17.0

17.1

People with mental-health
needs

2.5

2.2

2.2

2.2

2.3

People with physical
disabilities

6.4

5.7

5.8

5.8

5.9

Non-social-work services

8.3

8.3

8.3

8.3

8.3

60.2

62.1

62.4

62.9

63.4

Acute and diagnostics
directorate

70.6

79.7

80.2

80.6

80.9

Facilities and clinical support

16.6

18.4

18.4

18.3

18.2

Mental-health directorate

18.6

19.1

19.3

19.1

19.0

100.3

98.9

99.2

99.5

99.8

Women’s and children’s
directorate

18

18.9

19.0

18.8

18.6

Op Services Remaining CRES

Nil

(1.0)

Nil

Nil

Nil

Subtotal – NHS services

224.1

234.0

236.1

236.3

236.5

Grand total for
integrated services

284.4

296.1

298.5

299.2

299.9

Subtotal – council services
NHS services
Operating directorates

Primary and community care
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Detail of draft integrated finance plan – by locality
Combined integrated draft locality finance plan 2015-2019
Q1 2015/16
£m

2016/17
£m

2017/18
£m

2018/19
£m

Council services
Annandale and Eskdale

10.6

10.6

10.8

10.8

Nithsdale

21.6

21.8

21.9

22.2

Stewartry

8.3

8.3

8.4

8.5

Wigtown

9.9

10.0

10.1

10.2

Region-wide

11.7

11.7

11.7

11.7

Subtotal – council services

62.1

62.4

62.9

63.4

Annandale and Eskdale

15.5

15.7

15.7

15.8

Nithsdale

17.0

16.9

16.9

16.9

Stewartry

12.0

12.2

12.2

12.3

Wigtown

14.9

14.9

14.9

14.9

Region-wide

174.6

176.4

176.6

176.6

Subtotal – NHS services

234.0

236.1

236.3

236.5

Grand total

296.1

298.5

299.2

299.9

NHS services
Operating directorates

Total combined integrated draft locality finance plan 2015-2019
Annandale and Eskdale

26.1

26.3

26.5

26.6

Nithsdale

38.6

38.7

38.8

39.1

Stewartry

20.3

20.5

20.6

20.8

Wigtown

24.8

24.9

25.0

25.1

Region-wide

186.5

188.3

188.5

188.5

Subtotal – all services

296.1

298.5

299.2

299.9
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Detail of draft integrated finance plan – inflationary assumptions
NHS services

2016/17
Inflation
rate

2017/18
Inflation
rate

2018/19
Inflation rate

Medical pay award

1.0%

1.0%

1.0%

Other pay award

1.0%

1.0%

1.0%

Medical incremental drift

1.8%

1.4%

1.4%

Other incremental drift

0.8%

0.7%

0.7%

National Insurance

2.0%

0%

0%

General inflation detail

2.0%

2.0%

2.0%

Resource transfer

1.8%

1.8%

1.8%

Buying healthcare

2.0%

2.0%

2.0%

13.1%

11.3%

10.2%

Drugs - primary care

5.0%

5.0%

4.9%

Rates

2.0%

2.0%

2.0%

Energy

2.0%

2.0%

2.0%

2016/17
Inflation
rate

2017/18
Inflation
rate

2018/19
Inflation
rate

1.5%

2.0%

2.0%

1.5*%

2.0%

2.0%

General inflation detail

0.0%

0.0%

0.0%

Transfer of resources

1.8%

1.8%

1.8%

Buying care packages

2.5%

2.5%

2.5%

Rates

2.0%

2.0%

2.0%

Energy

2.5%

2.5%

2.5%

Income contribution from service
users

1.5%

1.5%

1.5%

Drugs - secondary care

Council services
Pay award (including living wage
and increments)
National Insurance

Note on council uplifts
The Local Government Finance Settlement makes no allowance for inflation. And, the
inflationary allowances reflected against social-work budgets above (including those
for pay awards) need to be fully offset by identifying savings and efficiencies as part of
the council’s budget-setting process. While no allowance is made for general inflation,
allowance is made for identified inflationary pressures including a 2.5% increase on
buying care packages to tackle the price and demographic increases that the service
must deal with.
The introduction of the single-tier State Pension from 1 April 2016 will result in an
increase in employers’ National Insurance rates over the inflationary allowance shown
above.
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Detail of draft integrated finance plan – Full list of services included within
integrated budgets
Organisation

Service

Organisation

Service

Social work

Assessment and
fieldwork

NHS

Acute and diagnostics directive
Access and waiting times

Care and Repair Handy
Van

Acute allied health professionals

Care Call

Healthcare sciences (radiology, labs, audiology,
ECG)

Community support
Day care
Day care – ARC
Domciliary care
Domiciliary care
Health and well-being
In-house supported
accommodation
Meals on wheels
Nursing care
Occupational therapy
Ordinary residence L.D.
Resettlement
Residential care
Resource transfer
Sensory impairment
Short break

Unscheduled care (A&E, critical care and so on)
Scheduled care
Cancer services
Primary and community care
Community hospitals
Community nursing
Health centres and clinics
GP prescribing and prescribing support teams
Public health
Allied health professionals (podiatry, OT,
physio, speech and language, dietetics)
Marie Curie Nursing
GP out of hours
STARS
Facilities and clinical support services
Property services, minor capital and projects
Support services (catering, portering,
domestics, CSSD and so on)
Property costs (energy, maintenance, water,
sewage, waste and so on)
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Social work

Third-sector support
Alcohol and drug
support
Alzheimer's - mental
health
C U Thru Project
Care co-ordinator transition

Women and children
Allied health professions
Community CAMHS
Gynaecology
Learning disabilities
Medical staff
Midwifery and neonatal

Carers’ support - MHA

Public-health nursing

Coalition of disabled
people

Sexual-health services

CSP drugs and alcohol
Drugs rehabilitation
projects
Eating disorders - MHA
Engage service
Food train – MHA
Headway House
MISG
National autism social
worker
NSF supported
employment
Nursery place project
OP day centres
Other council services
Care and support
services, STARS
Care Call
Health and well-being
Care and Repair and
Handy Van

16

NHS

Inpatient services (Ward 15)
Mental health
Community services
Inpatients (Midpark, Darataigh and so on)
Medical staffing
Psychological services
Allied health professionals (occupational
therapy)
Prison and police custody
Substance misuse
Learning disabilities
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Annex 4: Market facilitation plan
Dumfries & Galloway market facilitation plan - key messages
1

Introduction

Services that are provided by external organisations make an important contribution
to our ability to improve the well-being of people who use health and social-care
services. For example, 80% of care-at-home services for all adults and 100% of care
homes for older people are provided by external providers.
‘Market facilitation’ is the part of strategic commissioning which aims to influence
and shape markets to make sure that there is a wide range of affordable and
long-term services to deliver good outcomes for people and meet the needs of the
population, both now and in the future. It is a process which includes the following.
Market position statements - publishing information about current and future
demand to allow organisations to develop and plan future services.
Market structuring - activities which make it clear how commissioners will aim to
influence the market, for example, by encouraging new ideas or by bringing together
different sectors such as housing and care.
Market intervention - actions which bring together information and market
structuring to deliver the kinds of markets that are needed, for example, by offering
financial incentives or by developing information or feedback mechanisms to enable
people who need a service to make an informed choice.
2

How does it fit with the wider strategic framework?

The market facilitation plan will bring together the information in the Joint Strategic
Needs Assessment and the parts of the Strategic Plan which rely on services provided
by other organisations. It will turn these into information and actions to make sure
that local care and support markets, and the organisations that operate within them,
can deliver a range of services which achieve the right outcomes for people.
We can only produce a full version of this plan once the Strategic Plan has been
finalised, but the main messages on which that plan will be based are set out below.
3

The main messages

Building on our successes
Over the last 30 years, Dumfries & Galloway has developed a wide-ranging,
committed and responsive care and support market, which contains a number of
providers of different sizes from both the third and independent sectors. These
providers have made a basic and ongoing contribution to our ability to support good
outcomes for older and disabled people by supporting people in their own homes as
much as possible, as well as providing good residential-care options and other types
of 24-hour support, when this is needed.
We have a well-established partnership approach to arranging, buying and delivering
care and we would want to build on this in the future.
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Facing the challenges of the future
Looking forward, we are aiming to develop and maintain a creative, responsive and
innovative care and support market. We are committed to delivering good outcomes
and developing stronger links with the communities we serve. To do this we will need
to successfully overcome the challenges we currently face. These include:
• more complex needs;
• an ageing workforce – the effect of demographic changes on recruitment;
• public funding not keeping pace with demand;
• increasing costs of employment and providing services;
• increasing emergency admissions to hospital; and
• the rural nature of the area.
It will be essential for us to work in partnership and to be committed to finding
shared solutions to dealing with the challenges facing us.
Characteristics of markets and providers in the future
• The person at the centre - We will carry out developments in the way we
commission and design services and in how the market responds to, and is built
around, the needs and wishes of the people who use services and their families
and carers.
• Self-directed support - Self-directed support is central to our ability to overcome
the challenges we face and will be the cornerstone on which almost all of our
future approaches will be built. We will commission providers who recognise that
self-directed support presents important opportunities to deliver what is most
important for people who need care and who are committed to working with us,
individuals who need support, their families and the communities that they live in.
• Promoting independence and becoming more able - Making the most
of every opportunity to promote independence with the people we support
is essential. We will use providers who can demonstrate an ability to improve
outcomes. We will use our resources more effectively by avoiding becoming more
dependent on more-intensive support by:
-- supporting people through rehabilitation and re-ablement to regain previous
skills and confidence;
-- supporting people, where appropriate, to develop new skills to support
increased independence; and
-- working in partnership with other services to get involved at an earlier stage to
anticipate and respond effectively to more predictable difficulties before they
become a crisis.
• Innovation - We will ask innovative providers to provide services. The providers
will understand that more of the same won’t do and are keen to find new
approaches to delivering good outcomes within the restrictions of limited
financial and human resources, particularly where any efficiencies achieved can be
reinvested in the terms and conditions and skills of their workforce. Areas where
we would particularly welcome new approaches include the following.
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-- Technology – using technology to help provide care to find more long-term
ways to meet need, and other technology to organise and effectively monitor
care provided and reduce, as far as possible, resources used on backroom
activities such as payments and invoices.
-- Community involvement – finding ways in which formal care can be
combined with other resources such as support from family and friends or from
within communities using volunteers, time banking and the whole range of
activities provided by the third sector and community organisations.
-- Accommodation with care – developing attractive accommodation with
care options. This might include small-scale approaches that can deliver
opportunities in rural communities or be added to existing care facilities to
provide options for those who need more intensive support in an environment
which allows their needs to be met safely and effectively.
• Commissioning for outcomes – we want providers to have greater freedom to
use new ideas and resources flexibly as long as they can provide better outcomes
as a result. These approaches can focus on outcomes for individuals or groups of
people. We will work with providers to set methods of evaluating and providing
evidence of the outcomes achieved to support this approach.
• Long-term commitment – We want to work with and pay providers who have
a long-term commitment to the individuals they support and the communities
they live in. Or, if they are new to the area, those who want to develop such a
commitment. Providers who are committed to the communities in which they
work will invest in developing their local workforce. They will also look to find
creative opportunities to make the best use of all the resources available within
those communities to deliver the best outcomes, no matter whether they are
local companies or local branches of larger organisations. We want providers to
contribute to the communities in which they operate socially and economically and
make best use of benefits for the community.
• Competition, collaboration and integration – we want providers who are
competitive and deliver best value, but are also willing to work together with
other providers. We want to maintain a wide-ranging market which best meets
the needs of our population and meets the challenges of a rural geography, while
using our resources efficiently and effectively. We are keen to encourage providers
to develop collaborative approaches to recruitment and training, buying supplies
and meeting unmet need. We will also aim to develop opportunities for providers
to become part of our integrated health and social-care teams in each locality.
• Rethinking the boundaries between specialist and older people’s care –
the increase in the number of people with dementia, together with workforce
challenges and the opportunities for different approaches using Self Directed
Support, means that a sustainable future could include rethinking the traditional
distinctions between older people’s care and support for people with mentalhealth needs and learning disabilities. This could mean bringing together the
volume of older people’s activity with the more-personalised care-planning
approaches that are more developed in other services.
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• Balancing choice and control, and geography – we want providers who are
looking for a sustainable place in a wide market that fits our geography including
the challenges of delivering care and support in our more rural communities. We
want providers who will work with us to find the best balance between making
the most of resources, avoiding unnecessary travel and developing links with
particular communities. We are aiming to deliver greater levels of choice and
control. Choice of provider can be important within those communities that are
large enough to support a range of options. However, in smaller communities,
flexibility, choice and control over how each individual’s needs are met should be
at the centre of what we do, even when only one provider is available.

20

121

Annex 5 – Performance management
framework
The Dumfries and Galloway Integration Joint Board (IJB) will be responsible for
planning the functions given to it and for making sure it delivers them using the
locally agreed operational arrangements set out within the Integration Scheme.
Under section 29 of the Act, we have to prepare a Strategic Plan which must set
out the arrangements for carrying out the integration functions and how those
arrangements are aimed at achieving or contributing to achieving health and
well-being outcomes. The IJB directs the Parties to deliver services [relating to the
functions] in line with the Strategic Plan.
The Strategic Plan will be prepared and consulted on to make sure it meets the
principles of integration and describes how it will deliver on priorities for arranging
services to meet the health and social-care needs of local people and give evidence of
this against the outcomes
The IJB performance management role is to check performance information and
be sure that integrated services are being delivered to meet the strategic and
operational aims. The IJB will agree a set of performance measures and specific
improvement activities that will tell the Board how the new working arrangements
are being used and the effect these changes are having on communities, and in
particular users of services.
The Public Bodies (Joint Working) Bill (the Bill) was passed by the Scottish Parliament
in February of 2014. Among a range of other conditions, the Bill gives Ministers the
power to set outcomes in relation to health and well-being. These national health
and well-being outcomes will form the basis of what we need to answer to for the
new integration partnerships, with both the NHS Board and local authority being
held jointly responsible for delivering them.
We recognise the need for local community ownership in developing health and
social-care services. In developing this scheme and the Strategic Plan, answering to
the public will be important to the progress and success of integration. In Dumfries
and Galloway, we have all agreed that area committees will check how the locality
plans are being deliverd against the planned outcomes set out in the Strategic Plan.
National health and well-being outcomes
Both the outcomes and performance management approach set out in the document
are targeted at making sure we achieve our aims. The benefit of integration is to
improve the well-being of people who use health and social-care services, particularly
those whose needs are complicated and involve support from health and social care
at the same time.
The integration scheme is aimed at achieving the national health and well-being
outcomes set by the Scottish Ministers in regulations under section 5(1) of the Bill.
These are shown below.
• People are able to look after and improve their own health and wellbeing and live
in good health for longer
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• People, including those with disabilities or long term conditions or who are frail
are able to live, as far as reasonably practicable, independently and at home or in a
homely setting in their community
• People who use health and social care services have positive experiences of those
services, and have their dignity respected
• Health and social care services are centred on helping to maintain or improve the
quality of life of people who use those services
• Health and social care services contribute to reducing health inequalities
• People who provide unpaid care are supported to look after their own health and
wellbeing, including to reduce any negative impact of their caring role on their
own health and wellbeing
• People using health and social care services are safe from harm
• People who work in health and social care services feel engaged with the work
they do and are supported to continuously improve the information, support, care
and treatment they provide
• Resources are used effectively and efficiently in the provision of health and social
care services
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Aims of the performance framework
To support the monitoring of progress of integration, we will develop a performance
framework so that there is a clear and consistent approach to performance.
The framework takes the nine national high-level outcomes and 23 associated
indicators that have been agreed and proposes developing a ‘balanced scorecard’
allowing the IJB to show clear progress towards delivering them. The framework
will also set out the main building blocks for a positive performance culture by
describing the main aspects of our approach to managing performance. Along with
our approach to integrating services, this framework will form an essential part of the
IJB’s approach to making sure everything we do is of high quality.
This framework will provide also the necessary activity and financial information for
planned use of services in the Dumfries and Galloway area, including targets and
measures. The framework will make sure that there are clear links between the nine
outcomes, the Dumfries and Galloway Single Outcome Agreement, the Strategic Plan,
locality plans and the Parties’ delivery plans for commissioned services.
As a framework it structures the approach we will take into four areas.
1. Principles of managing performance
2. Identifying what standards, measures and outcomes we want to achieve
3. Understanding our current performance
4. Establishing good systems for governing our work and taking responsibility for
our performance
Principles of managing performance
In this framework, we define these principles as ‘all processes, methodologies, metrics
and systems needed to measure and manage the performance of the Integration
Authority’. Behind our approach to managing performance, we will use the following
important principles.
Relevance - focusing on what really matters to individuals and staff
Transparency - setting clear performance measures
Accountability - responsibility is understood and agreed
Consistency - fair and consistent application
Proactivity - early support based on shared risk assessment
Proportionality - as related to the possible or actual effect
Recovery focus - tackling root causes promptly to maintain a high level of
performance
These principles are designed to:
• encourage supportive approaches which are focused on the front line;
• build from effective front-line service-user and staff knowledge to higher
performance monitoring levels;
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• involve everyone in making sure high-quality information is available for reporting
on performance;
• allow performance to be shared using dashboards and similar tools effectively;
• matching goals at every level across partners, their teams and staff groups so
that each staff member understands their contribution to the overall aims and is
supported through yearly appraisals, supervision, feedback and training; and
• involving and listening to all staff (across all providers) so that they can take charge
of developing their own services alongside those who use them.
Our approach is to make sure of the following.
1

All partners are focused on an overall balance of joint standards,
measures and outcomes that are relevant in the context of the overall
Strategic Plan.
No single organisation can successfully plan or provide the varied and often
complicated integrated health and social-care services adults can need. The
third and independent sectors have an important role in working with the IJB
to make sure services are delivered effectively.
We will use best evidence to make sure that we measure the things that
matter to individuals, service users, carers and our front-line staff. This means
we will use tools such as care pathways, care protocols, care plans, outcome
measurement scales and patient recorded outcomes as a basis for relevant
standards, measures and outcomes.
We will also support all services and partners to monitor progress against the
main milestones and aims set out in their service plans to make sure they match
up to the high-level outcomes.

2

Under the governance of the IJB, all partners will achieve the intended
performance through co-ordinated support and monitoring using
reliable information.
Information on quality as well as quantity will be used within this framework
gathered using a number of different methods (for example, service-user
feedback, clinical audit, support and care-record systems).
We will assess sources of information to check how reliable the information
is and, where necessary, provide support and training to improve the quality
of information. For all IT applications we will make sure we use standard
approaches to allow information to be collected against common definitions
and used appropriately. If we are not sure of the quality of information, we
will make sure the information is not then inappropriately shared without the
necessary controls.
We will set up a data quality group to make sure that risks to the quality of
information are well understood and responded to and that quality is a central
part of the IJB’s methods for governing how the board work.
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3

A regular review of our intended outcomes and performance as part of
the planning and commissioning cycle.
As part of the planning cycle, the IJB will regularly agree an overall balance of
standards, measures and outcomes that are important ‘measures of success’ for
all partners to track over time.
We will take from the Strategic Plan, and the locality and service-delivery
plans, the main milestones that will be monitored to provide assurance of our
progress.
We will make sure that these are measured as close as possible to the front line
so that they are part of the IJB’s overall approach in practice.

4

All staff members understand how their own contribution to
performance is relevant to the quality of care and support they deliver
to individuals.
•

Having a clear vision and shared values that support decisions, action, and
behaviour.

•

Goals are understood at every level and across all organisations.

•

Involving staff in improving quality and listening to the voice of our staff.

•

Learning, innovation and improvement; supporting staff with the skills
to both do their job and improve their job and create a safe learning
environment through teamwork, co-operation and integration.

•

Develop strong relationships and teamworking based on shared
understanding and information on how they are performing.

We will use all information systems and clinical and care audit approaches to
give individuals their own outcomes and performance information. We will
support people to make sure the quality of information is high so that they can
rely on the information effectively. This will support continuous improvement,
supervision and meaningful and supportive staff appraisal.
5

All teams have the information they need to know how they are doing,
when to ask for help and when to share and spread proven approaches
to use.
We will use reporting tools to bring together information for integrated teams
so that they know their own outcomes and performance. We will do this using
the most up-to-date information possible. We will reinforce this balanced
approach as a central part of the clinical and care governance approach within
all services. We will make sure that integrated teams have the opportunity to
understand their information and report on it independently.
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Identifying standards, measures and outcomes we want to achieve
Strategic outcomes
In setting out to measure the things most relevant to delivering the nine national
outcomes, we have identified four ‘balanced scorecard’ areas.
• Quality of well-being and clinical and care outcomes
• Workforce outcomes
• Transforming the service
• Efficiency and productivity outcomes
Each of these areas will have a set of defined outcomes. The Integration Board will
use these to measure Dumfries and Galloway as a whole system and define and
monitor the progress we are making towards the aims of the Strategic Plan.
Reporting requirements, measures and key performance measures
The Bill says that integration authorities must publish a performance report each year,
and regulations are currently being consulted on that set out what must be included
in these reports. The proposed content of performance reports will include:
• the progress to deliver the national health and well-being outcomes;
• information on performance against the main measures;
• how the strategic planning and area arrangements have contributed to delivering
services that reflect the integration principles in the Bill;
• the details of any review of the Strategic Plan within the reporting year;
• any major decisions taken using the normal methods for strategic planning; and
• an overview of the financial performance of the integration authority.
The draft regulations provide for significant flexibility in how and what integration
authorities will report on under each of those areas, to make sure that the annual
performance report covers the main aspects of change and also reflects local
priorities.
The Strategic Plan gives details of ‘How we plan to achieve our vision’ and
has identified 10 main areas of focus. The performance measures and specific
improvement activities, currently being identified, will match the national outcomes
and the main areas of focus to provide a full picture of how Dumfries and Galloway
NHS and Dumfries and Galloway Council are working to achieve these.
We will produce a report every three months and will initially send it to the Health &
Social Care Integration Executive Group for appraisal. The Executive Group will then
give feedback on any suggested changes or amendments. A final version will be given
to the Integrated Joint Board to check on how services are being delivered to meet
the requirement of the Strategic Plan. The reporting arrangements will be timetabled
to meet this requirement.
Reporting of performance for the partnership will be given to the Integrated Joint
Board (and committees if appropriate) in routine performance reports. An annual
performance report will also be put together as needed under the regulations.
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This model of managing performance will make sure that the nine national outcomes
and the 10 priority areas of focus are included within our Strategic Plan as shown
below (with an overview shown on page 30).
We have developed a set of performance measures to use within the partnership and
to meet our needs in terms of measuring how the Strategic Plan is being delivered.
Measures will also include publicly accountable measures and targets which either
the local authority or the board currently report against, and which relate to services
under the Integration Joint Board. Page 31 sets out all measures contained within
the framework and shows how they can be linked to the Strategic Plan outcomes and
priority areas of focus as supporting ‘proxy’ indicators. Appendix 2 of the Strategic
Plan contains a dictionary which sets out where the information came from for each
measure www.dg-change.org.uk/Strategic-Plan.
Understanding our current performance
Using and sharing information will be crucial to supporting the performance
framework. Effective management of performance needs accurate, relevant and
timely information. If there is poor-quality information, the usefulness of it is reduced
and the credibility of the process for measuring performance is affected in a negative
way. We will continue to check the quality of information to make sure we can use it
with confidence.
The IJB will develop a culture where information is used to help manage and improve
services rather than narrowly monitoring that we are keeping to set performance
targets and standards. To this end, a data quality group will be formed to make sure
we focus on the areas of most priority.
Summary of measures
We will develop at-a-glance summaries to provide a wide range of information on
services, in a user-friendly way, to the widest possible audience so that clinicians,
professionals and managers can understand the quality and performance of their
services.
Data dictionary
We have developed a dictionary (www.dg-change.org.uk/Strategic-Plan) to
provide detailed information for each measure. The dictionary gives information
on the title of the performance measure, where it links to the national outcomes,
the reason for collecting the information, the definition and the source of the
information.
The dictionary is a resource which will provide a list of measures to use within
the partnership performance framework. As the dictionary develops, we will list
further detail on the targets, reporting requirements and geographies at which
the information is available for each measure. And, while the dictionary provides
consistency in definition for the measures, the Integrated Joint Board would be
responsible for considering baseline data and setting local targets on this basis.
Setting good governance and owning performance
A governance system that works well will make sure the integration authority fulfils
its overall purpose, achieves its intended outcomes for citizens and service users, and
operates in an effective, efficient, clear and ethical way. The IJB will want to make
sure that any issues related to performance are dealt with appropriately.
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The performance framework will be central in supporting this. We can achieve good
governance through:
• setting clear aims at whole-system (regional), area and directorate, service team,
and individual levels;
• an authentic culture of experience and learning; and
• transparency, so that measures of progress and achievement are open to everyone.
Managing performance based on aims
We will use the planning cycle to refresh our approach to individual appraisal and
setting aims to make sure all staff within the partnership understand how their work
contributes to our overall outcomes and performance.
Celebrating and intervening
When information at individual, team, service, area or partnership level shows
important successes or that help may be needed to achieve the desired outcomes, our
approach will be to:
• learn equally from both success and difficulty, and share this learning;
• provide targeted help and support to improve the situation supportively;
• develop people to make sure that the intervention leads to long-term
improvement; and
• make sure we take forward an overall continuous process of improvement.
Best practice
Standards, measures and outcomes used in this framework will be based on evidence
if this exists. We will make sure that the performance areas we focus on are relevant
to the live issues and risks that we face and the potential risks we face as identified in
the corporate risk register.
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Standards, measures and outcomes will be measurable and, where appropriate, will
be rated using a traffic-light system (RAG).
Stakeholders

Publicly available information – full transparency
Strategic Plan

Integration Joint Board

Integrated Performance Report

Areas and directorates

Performance packs are available each month to senior
management teams to view performance measures.

Service

The main measures of performance for each service are
agreed with service leads, including quality, finance,
activity and workforce measures.

Local team

Quality and safety summaries including about risk,
patient feedback, safety and quality indicators at
team level. Showing KPIs and contribution to strategic
objectives

Individual

Supports regular supervision, annual appraisal and
individual performance reviews

Practical deployment of the governance across our organisation
Aligning whole system, corporate, division, team and individual objectives and targets
is critical to the operational success and strategic delivery of any organisation. We
require a balanced scorecard of relevant objectives and ‘real-time’ business analytics
to be developed at all leaves, providing the necessary assurance of delivery.
A performance team now needs to come together to set the main aims, metrics and
escalation criteria for each of the areas of performance (safety, quality, cost, delivery
and people) shown above based on the D&G Strategic Plan and the nine national
health and well-being outcomes and associated measures.
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7.
People are
safe

8.
Supported and
engaged
workforce

9.
Effective
Resource Use

The Strategic Plan contains ten key areas of focus. The key areas of focus are broken down into one or more sub-themes.
Within each sub-theme is one or more 'we will' statement. The 'we will' statements are either mapped back to the
Performance Management Framework indicators (which function as proxy measures ) or the indicator may be under
development.

6.
Carers are
supported

Strategic
Plan
Outcomes

5.
Reduced
Health
Inequalities

A set of publicly accountable indicators and specific improvement activities currently reported by the NHS Board and
Local Authority which relate to the integrated functions. These are to be reported to the IJB on a quarterly basis in order
to facilitate delivery of the Strategic Plan.

4.
Maintained or
Improved
Quality of Life

Publically
Accountable
Measures

3.
Positive
Experiences

Nationally defined measures based on published data sets:
* 10 Outcome Indicators based on survey feedback
* 13 Indicators derived from organisation / system data collected for other reasons
Data likely to be published on an annual or less frequent basis with a significant lead time of up to a year to publication.

2.
Independent
Living

Core Suite
of
Integration
Indicators

1.
Healthier
Living

Nine National Outcomes for Health and Social care

Dumfries & Galloway Adult Health and Social Care
Performance Management Framework

Strategic Plan outcomes / areas of focus: map to framework indicators
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A12 Emergency admission rate
A13 Emergency bed day rate
A14 Readmission to hospital w ithin 28 days
A15 Proportion of last 6 months of life spent at home or in a community
setting
A16 Falls rate per 1,000 population aged 65+
A17 Proportion of care services graded ‘good’ (4) or better in Care
Inspectorate inspections
A18 Percentage of adults w ith intensive care needs receiving care at
home
A19 Number of days people spend in hospital w hen they are ready to
be discharged, per 1,000 population
A20 Percentage of health and care resource spent on hospital stays
w here the patient w as admitted in an emergency
A21 Percentage of people admitted to hospital from home during the
year, w ho are discharged to a care home
A22 Percentage of people w ho are discharged from hospital w ithin 72
hours of being ready
A23 Expenditure on end of life care

A10 Percentage of staff w ho say they w ould recommend their
w orkplace as a good place to w ork
A11 Premature mortality rate

Core Suite of Integration Indicators

B20 Financial Performance

B19 Accident and Emergency Waiting Times

B18 Sickness Absence

B16 Smoking Cessation
B17 GP Access

B12 Clostridium Difficile Infections
B13 SAB (MRSA/MSSA)
B14 Drug and Alcohol Treatment Waiting Times
B15 Alcohol Brief Interventions

B11 Psychological Therapies Waiting Times

B10 CAMHS Waiting Times

Publically Accountable Measures:
Part (a): Health Board indicators
A1 Percentage of adults able to look after their health very w ell or quite B1 Detect Cancer Early
w ell
A2 Percentage of adults supported at home w ho agree that they are
B2 Cancer Waiting Times
supported to live as independently as possible
A3 Percentage of adults supported at home w ho agree that they had a B3 Dementia Post Diagnostic Support
say in how their help, care or support w as provided.
A4 Percentage of adults supported at home w ho agree that their health B4 Treatment Time Guarantee (TTG)
and care services seemed to be w ell co-ordinated
A5 Percentage of adults receiving any care or support w ho rate it as
B5 18 Weeks Referral to Treatment (RTT)
excellent or good
A6 Percentage of people w ith positive experience of the care provided B6 12 Weeks First Outpatient Appointment
by their GP practice
A7 Percentage of adults supported at home w ho agree that their
B7 Diagnostic Waiting Times
services and support had an impact in improving or maintaining their
quality of life.
A8 Percentage of carers w ho feel supported to continue in their caring B8 Early Access to Antenatal Services
role
A9 Percentage of adults supported at home w ho agree they felt safe
B9 IVF Waiting Times

All measures in the framework

C11 To implement mobile technology and agile w orking conditions to improve
service delivery, generate efficiencies, promote effective w orking and improve
delivery to customers (Improvement Activity)
C12 Health and Social Care Integration (Improvement Activity)

C6 Number of people over 65 w ith intensive care needs receiving care at home
(via Self Directed Support Option 3)
C7 The number of adults under 65 receiving personal care at home (via Self
Directed Support Option 3), as a percentage of the total number of adults needing
care
C8 Total number of homecare hours provided as a rate per 1,000 population aged
65+
C9 Percentage of referees receiving feedback on actions taken w ithin 5 days of
receipt of Adult Protection referral
C10 Care at home programme: Market Facilitation Strategy (Improvement Activity)

C5 The number of Carers receiving support

C4 The number of Adults accessing Self Directed Support Option 3.

C3 The number of Adults accessing Self Directed Support Option 2.

Publically Accountable Measures:
Part (b): Local Authority Indicators
C1 Number of adults accessing telecare as % of total number of adults supported
to live at home
C2 The number of Adults accessing Self Directed Support Option 1.
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5.2 Supporting Carers

Commissioning for
Outcomes

Self Management
Support

A8, C5

A8, C5

We will work towards becoming a Carer friendly partnership
supporting staff in their own personal Caring roles.

Measure under the performance
management framework

A1, A2, A3

We will develop a consistent approach across the workforce to make
sure that the needs of the Carer are identified and addressed in their
own right.

We will change the focus of contracting from specifying levels of input
activity to delivering health and wellbeing outcomes for people.

A1, A2, A3

We will develop, as part of a Scottish Government initiative, online
access to information and tools to give people the power to take
responsibility for their own care

A1, A2, A3

We will support more people to be able to manage their own
conditions, and their health and wellbeing generally

A1, A2, A3

C2, C3, C4, C6, C7

We will use feedback from people to develop new approaches to
delivering people’s outcomes.

We will make sure that self management is included within future
strategies and programmes of work

C2, C3, C4, C6, C7

C2, C3, C4, C6, C7

Measure under the performance
management framework

We will work to overcome barriers to people being involved in their
own care.

We will enable people, especially vulnerable adults, and those
important to them, to take part in deciding their own personal
outcomes.

Enabling people to have more choice and control

Self Directed Support

5.1

Measures linked to Strategic Plan commitments
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Indicator under development

We will work to identify people who have an increased risk of crisis,
and develop and put in place action early to tackle this.

Indicator under development
Indicator under development

We will make sure that all staff can identify, understand, assess and
respond to adults at risk

We will make sure that people have access to independent advocacy if
they want help to express their views and preferences

Developing new models
of care

A15, A18

Indicator under development

We will deliver healthcare within community settings as the norm
and only deliver it within the district general hospital when clinically
necessary

We will explore and expand care and support that helps people
become more able as both a primary approach and as a model of care
and support

Measure under the performance
management framework

A11, A16, B12, B13

We will make care as safe as possible by identifying opportunities to
reduce harm.

Measure under the performance
management framework

Indicator under development

We will make sure that every person who wants to, is supported to
develop and review their own health and social care plan

Maintain safe, high quality care and protect vulnerable adults

A1, A2, A3, A7, A9

Measure under the performance
management framework

A7

Measure under the performance
management framework

We will work with people to support them to lead healthier lives.

Optimising Wellbeing and Taking a Forward Looking approach to Care and Support

We will work with people along with partner agencies to identify and
make best use of community assets and develop approaches that build
strength.

Developing and strengthening communities

5.6 Shifting the focus from institutional care to home and community based services

5.5

5.4

5.3
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Indicator under development

We will develop housing related services that reduce unplanned visits
or admissions to hospital and reduce the number of people delayed in
hospital.

Housing

Indicator under development
Indicator under development
Indicator under development

We will involve staff to develop a new culture that promotes different
ways of working for the future.

We will provide opportunities for staff, volunteers, Carers and people
who use services to learn together.

We will aim to be the best place to work in Scotland.

Indicator under development

Indicator under development

We will reduce, as far as possible, the effect of social and economic
inequalities on access to health and social care

We will share important learning about health and care inequalities
and their causes and consequences across Dumfries & Galloway and
use it to encourage change.

Measure under the performance
management framework

Indicator under development

We will develop a plan that describes and shapes our future workforce
across all sectors.

5.8 Reducing health inequalities

A10, B18

We will support staff to be informed, involved and motivated to
achieve successful outcomes.

Measure under the performance
management framework

Indicator under development

We will combine learning from the new Housing Needs and Demand
Assessment with the Strategic Needs Assessment to help us with joint
planning.

5.7 Integrated ways of working

Indicator under development

We will identify long term solutions to providing both care home and
care at home services across the region.

Care at home and Care
Homes
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Indicator under development
Indicator under development
Indicator under development

We will make sure there is a safe and efficient move from the current
DGRI to the new district general hospital

We will reduce variation in practice, outcomes and costs which cannot
be justified

We will develop a plan to make sure we use physical assets such as
buildings and land more efficiently and effectively.

Measure under the performance
management framework
Indicator under development

C1

We will deliver a single system that enables public sector staff to access
or update relevant information electronically.

We will develop a programme of technology enabled care that
supports the development of new models of care and ways of
working.

Information and
Communication
Technology

Telehealthcare

Indicator under development

Indicator under development

We will finish building the new district general hospital for Dumfries
and Galloway

We will make sure that integration authority physical assets are safe,
secure and high quality

Indicator under development

We will measure performance against good practice from elsewhere
and encourage and support new ideas locally.

Measure under the performance
management framework

5.10 Making the best use of technology

Physical Assets

Tackling Variation

Acute Services
Development

Innovation

5.9 Optimising efficiency and effectiveness
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Annex 6 – Dumfries and Galloway Integration
Scheme
The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) says that health
boards and local authorities must bring together (integrate)_planning for, and
delivery of, certain adult health and social-care services and that they prepare jointly
an integration scheme (the scheme) setting out how this joint working is to be
achieved. The Act provides a choice of ways in which they may do this. In Dumfries
and Galloway, the health board and the local authority have chosen to pass this role
to a third organisation called the Dumfries and Galloway Integration Joint Board (IJB).
This is known as a ‘body corporate’ arrangement.
The scheme is intended to achieve the national health and well-being outcomes set
out in the regulations of the Act and included in this Strategic Plan. The scheme sets
out the detail as to how the health board and local authority will integrate services.
Our scheme, which you can see at (D&G Scheme), lists the services which must be
integrated in Dumfries and Galloway in line with the requirements of the Act. These
are, broadly speaking, adult social-care services, adult community-health services
and a percentage of adult acute services. Our scheme also includes all acute hospital
services and some health services for people under the age of 18.
The scheme also sets out the agreed local arrangements for matters such as:
• involving stakeholders;
• arrangements for governing clinical and care services;
• developing the workforce and organisation;
• sharing and handling information;
• financial management;
• dealing with disputes;
• local arrangements for the IJB;
• local arrangements for operational delivery;
• Liability arrangements;
• handling complaints; and
• managing risk.
Key stakeholders were fully involved in developing our scheme and we took their
views into account.
The IJB is responsible for planning the functions passed to it and for making sure they
are delivered through the locally agreed operational arrangements set out in the
scheme.
The Scottish Government Cabinet Secretary has approved the scheme and the order
to create the IJB was laid in the Scottish Parliament on Friday 4 September 2015. This
provides for our Integrated Joint Board to be created on 3 October 2015.
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If you would like some help understanding this or need it in
another format or language please contact 030 33 33 3000
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DUMFRIES and GALLOWAY NHS BOARD
7th December 2015

Financial Performance: 7 Months to 31st October 2015
Author:
Graham Stewart
Deputy Director of Finance

Sponsoring Director:
Katy Lewis
Director of Finance

Date: 13th November 2015
RECOMMENDATION
The Board is asked to note and consider the month seven financial position and in
particular;
• The improvement in the year to-date position.
• The mid-year review update.
• The ongoing financial risks and challenges.

CONTEXT
Strategy / Policy :
The Board has a statutory financial target to deliver a breakeven position against its
Revenue Resource Limit (RRL).
Organisational Context / Why is this paper important / Key messages:
The Board has a statutory financial target to deliver a breakeven position against its
Revenue Resource Limit (RRL). The financial position presented reflects the initial
revenue resource limit set by the Scottish Government which is in line with the LDP.
The Acute Services Redevelopment Project has required that £9m of funding over
the last three years has been banked with the Scottish Government that will be
drawn down in future years to support transitional costs, with £2m drawn down in
2015/16.
This report reflects the month seven position for 2015/16 and provides a summary
of the main financial issues during this period, including the delivery against
efficiency plans, the growing pressure on medical locum costs, as well as pressures
within the Acute and Diagnostics directorate as it continues to meet Access
Targets.
The year to date (YTD) position of £288k over-spend, highlights the continuing
difficult financial challenge facing the Board in delivering a breakeven position
against a background of escalating finance pressures across the system, but
indicates an improved position from month six.
NOT PROTECTIVELY MARKED
Page 1 of 14

142

The main issues faced by the Health Board in the remaining five months of this
financial year are the recurrent delivery of efficiency plans, on-going pressures
within the Acute and Diagnostics directorate around access targets, as well as the
continuing pressure on medical locum costs and prescribing pressures, especially
within primary care.
GLOSSARY OF TERMS
ADTC
ASRP
CIG
CNORIS
CRES
CRU
DGRI
IM&T
IPTR
LDP
MYR
QOF
PFI
RRL
SGHSCD
SMC
UNPACS
WTR
YTD

-

Area Drugs and Therapeutics Committee
Acute Services Redevelopment Project
Capital Investment Group
Clinical Negligence and Other Risks Scheme
Cash Releasing Efficiency Scheme
Compensation Recovery Unit
Dumfries and Galloway Royal Infirmary
Information Management and Technology
Individual Patient Treatment Request
Local Delivery Plan
Mid-Year Review
Quality and Outcomes Framework
Private Finance Initiative
Revenue Resource Limit
Scottish Government Health & Social Care Directorates
Scottish Medical Consortium
Unplanned Activity
Working Time Regulations
Year To Date
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MONITORING FORM
Policy / Strategy Implications

Supports agreed financial strategy in Local Delivery
Plan

Staffing Implications

Not required

Financial Implications

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

Consultation / Consideration

Board Management Group

Risk Assessment

Financial Risks included in paper

Sustainability

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

Compliance
Objectives

with

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

Single
(SOA)

Outcome

Best Value

Agreement Not required

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

Impact Assessment
Financial decisions are impact assessed at the point service and financial planning
and therefore no specific action required for this paper.
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Summary Financial Position 2015/16
1.

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

2.

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

Financial Position
3.

The Board is reporting an over-spend of £288k against budgets based on
seven months expenditure to 31st October 2015. This is as per the financial
analysis presented in Appendix 2. The position reflects the pressures
previously identified which continue to be incurred. Specifically, pressures
around the increasing costs associated with delivering the Access Targets,
Primary Care Prescribing, as well as the on-going gap in delivery of savings
schemes are the main areas for concern.

4.

Additional funding has been released into the month seven position to reflect
the increased costs associated with medical locum expenditure YTD (£250k),
as well as activity pressures across Secondary Care Drugs (£67k), Gynae
theatres consumable costs (£53k) and additional nursing resource reflecting
the recommendations from the HIS visit (£25k YTD).

Key Financial Risks
5.

The key financial risks as identified are summarised as follows:
• Delivery of in-year Cash Releasing Efficiencies Savings, indentifying
recurring plans to ensure these are identified in full by the year end (£2.5m
recurring gap).
• The continued high costs associated with medical locums and cover of
medical staffing rotas (£7.1m YTD - £5.7m within Acute and Diagnostics
Directorate).
• GP prescribing and the uncertainty of future price and volume changes
(£869k YTD).

Revenue Resource Limit (RRL)
6.

The Revenue Resource Limit is notified monthly by the Scottish Government
Health & Social Care Directorates (SGHSCD) and once the baseline allocation
has been issued, further allocations are issued in year.
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7.

The forecast RRL for 2015/16 (excluding Family Health Services allocation) is
£305.9m. This includes a confirmed revenue allocation of £306.3m based on
the October allocation schedule, with a reduction of (£0.49m) included in
anticipated allocations which relates to funding movements we have been
advised to expect but where the Scottish Government Health and Social Care
Directorates have not yet confirmed formally in the allocation schedule.

8.

In addition Family Health Services Non Discretionary allocation of £15.5m has
been added to this schedule to provide an overall projected Revenue Resource
Limited for 2015/16 of £321.4m.

9.

Appendix 1 provides details of allocations received during October 2015.

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

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

Original
Recurring
Schemes

Total
Savings
Plan

In Year
15/16

Recurring
16/17

YTD
Variance

£k

Original
Nonrecurring
Schemes
£k

£k

£k

£k

£k

494

153

647

1

41

0

1,409

300

1,709

1

1

(30)

336

480

816

(21)

(101)

(44)

82

220

302

0

(66)

0

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

0
0
17
0
(400)
770
0
770

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

0
(750)
(28)
0
(562)
(1,359)
0
(1,359)

0
(750)
(10)
0
(1,632)
(2,517)
0
(2,517)

0
(437)
(6)
0
(281)
(797)
0
(797)
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13.

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

14.

The profile of the savings schemes to-date show an underachievement of
£797k against CRES, from the table above, this underlines the significant level
of challenge that remains this year in identifying the balance of £1,359k for
2015/16 and the £2,517k recurrently as we move into the next financial year.

15.

This recurring CRES Gap predominantly relates to the level of
unidentified/underachievement across both Prescribing workstreams and the
balance across Clinical Directorates, £750k and £1,632k respectively.

16.

Whilst overall, the Community Services Clinical Change workstream is
reporting a balanced position by year end, this is due to additional schemes
within the Primary Care Directorate off-setting a £99k under-achievement within
Womens and Childrens’ Directorate.

17.

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

18.

In identifying further opportunities for CRES this year, the Corporate
Directorates have identified a further £400k worth of savings non-recurrently
this year to help off-set the level of unidentified CRES in the Operational
Services, reducing the 2015/16 gap from £962k to £562k, leaving a recurrent
gap of £1,632k as we move into 2016/17.

19.

The graph at Table 2 below illustrates the achievement of delivery against each
workstream for 2015/16 financial year.
Table 2
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20. Risk analysis of the deliverability of the current CRES plan has been reviewed
as at end of month 7 and shows that 32% of schemes are now high risk, 36%
are medium risk and 32% are low risk.
21. Detailed monitoring of all the efficiency schemes is carried out on an ongoing
basis by the Efficiency Group, supported by the Senior Finance Team, to
assess and highlight risks of CRES delivery.
Operating Directorates Summary
22. The Operating Directorates are showing an over-spend position as at the end
of October of £629k (£723k end September) with £328k of this over-spend
relating to unidentified CRES YTD (excluding the gap on Prescribing and
Corporate plans).
23. The table below highlights the summary variance by operating service as at
end of October 2015, as well as the revised forecast variance based upon the
latest month’s position and assumptions;
Directorate

YTD
Budget

YTD
Actual

YTD
Variance

£k

£k

£k

Acute & Diagnostics Directorate

54,279

54,431

(152)

(373)

221

Facilities & Clinical Support

10,233

10,241

(8)

3

(11)

Mental Health Directorate

11,626

11,308

318

312

6

Primary & Community Care

32,825

33,395

(570)

(359)

(211)

Women & Children’s Directorate

11,525

11,467

110

(25)

135

(328)

0

(328)

(281)

(47)

120,213

120,842

(629)

(723)

94

Operational Services CRES
Sub Total–Operating
Directorates

Prior
month
variance
£k

In-month
Movement
£k

24. The main pressures facing the Operational Directorates are related to
pressures within Acute and Diagnostics, Primary Care Prescribing and the YTD
gap on 2015/16 CRES plans. The sections below highlight the main issues
affecting each Directorate.
Acute and Diagnostic Services
25. The Acute and Diagnostic Directorate’s favourable variance in the month
reflects the level of funding agreed to offset the increased level of locum
expenditure incurred over and above the levels previously funded (£250k). In
addition, activity related drug pressure funding has been released YTD (£67k).
26. The remaining overspend on non-pays reflects the continuing level of activity
being undertaken across the Directorate to maintain access targets particularly
within Ophthalmology (£90k), associated with the level of activity currently
being undertaken this year compared to last year (just over 13% higher),
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Respiratory’s sleep apnoea activity (£50k) and the associated activity across
Labs in supporting the work undertaken across the Directorate (£92k).
27. Medical Pays has improved by £250k this month with the release of additional
central funding, leaving a net overspend of £27k YTD relating to the costs
associated with the Geriatric service. The revised midyear review forecast for
locum costs in excess of budgets is between £4.9m and £5.1m (Appendix 6b
shows the revised YTD trend to the original plan for Acute and Diagnostics’
Directorate).
28. The largest financial risks associated with delivering a breakeven position for
Acute and Diagnostics Directorate continues to be the management of
providing safe and sustainable clinical care with the increasing numbers of
vacancies across Medical staffing, the on-going costs of hitting the Access
Targets, increased expenditure related to the increasing levels of activity and
the identification of recurring CRES solutions.
Mental Health Directorate
29. The Mental Health Directorate are reporting an under-spend of £318k at
October 2015 (£312k under-spend at September), with £289k of this within
staffing budgets.
30. The main areas of under-spend are within the Learning Disability Community
Teams (£63k), medical staffing within Adult and Older Adult Services due to
vacancies (£70k), Mental Health Community Teams (£43k), Physchology
(£28k) and Mental Health OT (£42k).
31. Non-pays are under spent by £22k YTD, with some underlying pressures aross
drug expenditure within substance mis-use, off-set with a variety of small
under-spends across the other areas in the Directorate.
32. New posts associated with the EMI Change Programme are now being filled
across the services and therefore the level of under-spend for the remaining
five months of the year will be much reduced and reflected in the revised
forecast variance.
Facilities & Clinical Support
33. Facilities & Clinical Support are reporting a cumulative over-spend of £8k at
October 2015.
34. The issues are consistent with prior months, with an under recovery in income
of £77k relating to the carbon reduction scheme. This continues to be
monitored and assessed by the Estate’s team, it has been raised as a risk and
further clarity continues to be sought from the Scottish Government on this
issue from a national perspective.
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35. Ad-hoc expenditure YTD relating to instrument repairs and replacement,
maintenance of a faulty compactor and repairs associated with an autoclave
account for the remaining pressure on non-pays of £33k.
36. Pays continues to be under spent YTD (£102k) reflective of the number of
vacancies across the service. In particular, vacancies across CSSD, telephony
and catering. This is largely off-setting the pressure across the non-pays and
Income.
Primary and Community Care Directorate
37. Primary and Community Care Directorate is reporting an over-spend of £570k
to October 2015 (£359k under-spend at September). This includes an overspend on Primary Care Prescribing of £869k YTD (£723k at September).
38. Primary Care prescribing expenditure is overspent by £869k, most of which is
due to the over-spend in GP prescribing of £509k due to volume and price
issues continuing to rise at levels originally anticipated in the opening budgets.
This also highlights the continued costs associated with some drugs remaining
in short supply, with associated tariff increases reflective of this national
problem.
39. The over-spend due to the mix of volume and price issues being incurred this
year is currently estimated to be 5.39% over-spent, reflecting the pressures
seen in recent months as well as slippage to CRES plans YTD (£360k). The
total gross ingredient cost has seen a 5.6% increase comparing the same
period as last year, whilst volume is up by 1.8% over the same time-frame.
40. The table below provides a top level summary of the areas driving the overspend YTD;

Volume Growth
Apixaban
Valganciclovir (Antiviral for transplant patients)
Rivaroxaban
Dressings

M7 Variance
£k
39
17
10
30
96

Tariff/Price Impact
Digoxin (Heart Failure)
Metformin
Hydrocortisone (Hormone Replacement)
Co-codamol
Levothyroxine Sodium
Trimethoprim
Others

Total
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Variance
£k
78
35
21
60
194

22
54
26
48
26
29
89
294

42
108
50
96
53
58
177
587

390

781
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As can be seen from above there are a variety of significant price increases
impacting across high volume and common drug expenditure, not previously
highlighted when setting the 2015/16 Prescribing budgets. These are national
issues impacting all Health Boards across Scotland.
41. Some of the largest swings have meant price increases of up to 10 times the
price paid last year (Metformin for example), with a number of drugs now
between 1.5 to 6 times more expensive than last year. This is mainly due to
changes in tariff regimes agreed nationally across the UK and increasing
numbers of drugs declared to be in short supply.
42.

The pays position of £413k under-spend across the Directorate helps to off-set
the adverse Prescribing variance. The under spends across Pays relate
primarily to the regional STARS service (£93k), with the remaining underspend
relating to vacancies across Nursing (£244k) and Ancillary staffing (£89k).

Women and Children
43. The Women and Children’s Directorate is reporting an overall under-spend of
£110k to October 2015.
44. Pays continue to under-spend due to the level of vacancies across Nursing
within Public Health (although there have been recent appointments and new
starts due to start in November), Neonatal Services and AHP staffing. The YTD
under-spend is £273k at October 2015. However there is a £63k over-spend
across medical staffing, which reflects additional hours undertaken by
paediatric registrars as well as other doctors covering colleague’s on-call. In
addition there was a pressure against Specialty Doctors budget as extra hours
paid covering a Registrar vacancy.
45. Non-pays across Women and Children’s Directorate are £159k over-spent
YTD, made up of the unidentified CRES target 2015/16 of £178k and high cost
of drugs relating to patients previously treated at Yorkhill of £41k. Additional
Funding of £53k was released YTD to support the increased theatres
consumable costs associated with the historical increase in Gynaecology
activity.
Corporate Services
46. The Corporate Directorates are reporting an overall under-spend of £240k.
This is related to the level of vacancies across the pays budget within Public
Health, Nursing, Medical Director and Strategic Planning, resulting in an overall
under-spend on pays of £318k (£291k under-spend at September). The most
significant under-spend within pays is within the Public Health Directorate which
is showing an under-spend of £117k (on-going vacancies across the service).
47. The over-spend in non pays of £77k relates to the additional CRES target
within Public Health and Medical Director, which are currently being worked
through with each Director to allocate to the appropriate area of under-spend
(this will be reflected in the month 8 position). (£400k was agreed as an
NOT PROTECTIVELY MARKED
Page 10 of 14

151

additional CRES target in the Q1 review to reflect the overall under-spending
position across public health). The further £400k of additional non-recurrent
Corporate CRES targets agreed in the Q1 Review for 2015/16 has helped to
off-set the level of unidentified CRES in the Operational Directorates, reducing
the gap from £962k to £562k this year.
Strategic Services
48. Strategic services has an under-spend of £102k at September (£121k Overspend September).
49. Central income is below plan by £59k due to a reduction in income relating to
NES Medical training income YTD of £38k and an under achievement of RTA
income of £15k against plan.
50. Externals has seen a movement in the Cumbria SLA final position agreed for
2014-15 which has resulted in a reduction in the amount previously assumed
outstanding for last year. This has now been reflected in the revised YTD and
forecast positions.
Non-core Expenditure
51. Non-core expenditure comprises of costs to the Board which are not transacted
as cash and include charges for depreciation, PFI, provisions and asset
impairments. These are funded by a separate non-core revenue allocation
provided by SGHSCD.
52. The budget for 2015-16 is currently anticipated at £7.221m, with a breakdown
between elements as follows
Annual
Budget

Allocation

£'000
Depreciation – Purchased
Depreciation - Donated
Depreciation - PFI
Provisions
Capital Grants
Impairments
Total

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

Charges to
Date

Available

£'000
2,431
96
125
205
0
0

£'000
1,819
82
1,449
195
369
450

2,857

4,364

53. No charge has yet been processed for the capital grant which is shown above
however this is planned. This relates to the transfer of funds to Dumfries and
Galloway Council as part of the Acute Services Redevelopment Project for
changes required to the local road network and cycle ways.
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54. The level of funding required for impairments depends on the type of
expenditure undertaken as part of the capital plan based on revised valuations
therefore this adjustment will not be actioned until year end.
55. As part of the Mid Year Review process the anticipated level of charges will be
reviewed and amended as necessary.
Mid-year Review of Key Financial Risks
56. As part of the process for preparing for the mid-year reviews currently being led
by the Chief Operating Officer, all Directorates were asked to submit their
revised forecast positions taking into account assumptions known as at the end
of September 2015. This has subsequently been refreshed after reporting on
the month 7 position, as at the end of October and the forecasts are based at
this point in time.
57. The revised forecast positions of each Directorate are summarised in the table
below, showing an overall adverse variance by year end of £1,292k;
Q1
Forecast
£000s

Q2 Forecast
(as revised at
month 7)
£000s

(561)

(1,118)

(557)

117
0
(250)
0
(962)
(1,656)

362
(27)
(350)
0
(562)
(1,695)

245
(27)
(100)
0
400
(39)

Corporate Directorates Total

400

283

(117)

Strategic Directorates Total

(42)

120

162

(1,298)

(1,292)

6

Directorate
Operating Directorates
Primary and Community Care
Directorate
Mental Health
Women and Children
Acute & Diagnostics
Operational Services
Operating Services Remaining CRES
Total Operating Directorates

Grand Total

Movement
£000s

58. As can be seen from the above table, there still remain financial risks to be
resolved in ensuring the expected break-even year end position is achieved. In
particular the following are the main issues as identified as part of the Quarter
Two Review process being taken forward in the Mid-year Review Meetings:•
•

Delivery of CRES in-year –The in-year gap has now increased to £1.4m
primarily due to revised expectations of delivery across Primary Care
Prescribing, increasing the recurrent gap to £2.5m.
Reducing Medical Locum expenditure, especially across Acute and
Diagnostics Directorate, which is reporting an improved position compared
to earlier in the year but is still a significant risk.
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•
•
•

On-going pressures and increasing costs and volume within Primary Care
Prescribing (in addition to the increased level of unidentified CRES as
above).
Achievement of Access Targets within Acute and Diagnostics, with ongoing reliance on other providers, to help maintain the planned level of
performance, given the current level of demand in the system.
The increasing pressure on External SLAs for activity sent out-with the
Health Board’s boundaries, particularly to Lothian and the increasing
incidence of external high cost drugs and unexpected high cost patients
treated out of area. (This is seen as a high level of financial risk as we
continue to wait on other NHS Boards to provide validated activity
information on the YTD position, making it more difficult to assess the
potential increase in activity this year compared to the agreed level within
the SLAs).

59. As part of the Q2 review we also need to review any financial planning
assumptions and any reserve movements to understand any opportunities/
risks and threats to the year-end position. This review has looked at any
movements from the opening financial plan, any slippage and additional cost
pressures in year both considering the recurring and non-recurring impact.
60. The review of financial planning estimates and the current financial plan
position has identified that that there is some scope to consider the use of non
recurring funding in the year. This is broadly in line with the assumptions made
in the original financial plan at the start of the year, although the overall level of
flexibility from assumptions on cost pressures has changed across different
areas.
61. Non-recurring flexibility of £3.5m has been identified from the reserves set
aside for pay inflation and incremental drift increases, the balance on cost
pressure reserves, including the Central CRES reserve as well as the
estimated balance on the New Medicines’ Fund this year, as summarised
below:
Reserves Flexibility Identified

£m

Pay awards and incremental drift costs lower than originally planned
Cost pressures reserve balance remaining (inclusive of Contingency
Reserve)
Central Reserve for 2014/15 CRES underachievement no longer
required
NR balance of New Medicines Fund in 2015/16

0.5

TOTAL

3.5

1.0
0.5
1.5

62. A number of additional pressures have emerged through the first seven months
of the year and they have been managed through the cost pressures reserve
and already built into the financial position including:
•

Slippage on savings schemes in-year - £200k
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•
•
•

Investment of EMI model, recognising a phased approach to the
change strategy - £224k
Proposed increased costs to fund medical locum pressures - £431k
Womens and Childrens’ Directorate new Hub refurbishment costs
funded through revenue - £220k.

63. The Board is asked to support the use of the contingencies within reserves to
ensure a break-even position is delivered this financial year by allowing the
following funding releases;
•

•

Release of the Corporate CRES Reserve (provided at the start of the
year to resolve unidentified 2014/15 CRES balances) of £500k to reduce
the overall gap on CRES this year, allowing Directorates time to identify
recurrent solutions to this year’s plan by the year end,
Release of a further non-recurring amount of £431k to fund the
increased medical locum expenditure over and above the funding
identified in the LDP,

64. This will leave a level of central flexibility to be used to manage the range of ongoing financial risks to ensure the delivery of a break-even position for 2015/16.
65.

The report includes the following appendices:
i.

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

ii.

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

iii.

Appendix 3 summarises the CRES plan for 2015/16.

iv.

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

v.

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

vi.

Appendix 6a and 6b provides details of expenditure on locum staff.
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NHS DUMFRIES AND GALLOWAY
REVENUE RESOURCE ANALYSIS
At 31st October 2015
Baseline
Recurring
£000s

Revenue Allocation as at 30th September 2015

267,467

Earmarked
Recurring
£000s

30,847

Non
Recurring
£000s

1,481

Non
Core
£000s

6,261

Total
£000s

306,056

Other

0
5
(783)
349
60
(7)
155
29
13
194
1
20
75
174

5

Chronic Pain (Chair Chronic Pain Improvement Group)
Golden Jubilee top sliced 90% (Hospital Activity Marginal Costs)
Immunisation Programme Vaccines Part 1 (90%)
ISB Allocation
Men C Recouped against MenACWY Costs
Mental Health Innovation Fund
Mental Health W.T Sustainable Delivery
Open University Pre-Reg Nursing Education Programme
Police Custody Care
Refreshed Health Visiting Pathway
School Nurse Finance for tests
South West Hub Part 1
Winter Resilience Funding

(783)
349
60
(7)
155
29
13
194
1
20
75
174

Non Core

0
Total Allocations
Revenue Allocation as at 31st October 2015
Anticipated Allocations
Total Revenue Allocation (excl FHS)
Family Health Services Non Discretionary Allocation
Total Revenue Allocation (incl FHS)

0
267,467
267,467

199
31,046
(1,868)
29,178

85
1,566
423
1,989

0
6,261
960
7,221

284
306,340
(485)
305,855
15,546
321,401
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NHS DUMFRIES AND GALLOWAY
EXPENDITURE ANALYSIS
7 Months Ended 31st October 2015
Annual Budget

Pays Ytd

Pay

Non Pay

Income

Total

£000

£000

£000

£000

Area

Non Pay Ytd

Income Ytd

Total Ytd

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Actual

Variance

Variance

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

%

Operating Directorates
91,831 Acute & Diagnostics Directorate

40,523

40,342

181

14,061

14,385

(324)

(306)

(297)

(9)

54,279

54,431

(152)

0%

4,702

4,601

102

6,360

6,393

(33)

(830)

(753)

(77)

10,233

10,241

(8)

0%

19,823 Mental Health Directorate

11,283

10,994

289

1,257

1,235

22

(913)

(921)

8

11,626

11,308

318

3%

56,972 Primary & Community Care

15,069

14,656

413

18,566

19,563

(998)

(810)

(825)

15

32,825

33,395

(570)

-2%

19,859 Womens & Childrens Directorate

11,128

10,856

273

886

1,045

(159)

(437)

(433)

(4)

11,577

11,467

110

1%

82,706

81,449

1,257

41,129

42,621

(1,492)

(3,295)

(3,228)

(67)

120,540

120,842

(302)

0

0

0

(328)

0

(328)

0

0

0

(328)

0

(328)

100%

82,706

81,449

1,257

42,621

(1,820)

(3,295)

(3,228)

(67)

120,842

(629)

102%

68,928

23,323

(420)

8,147

11,987

(1,510)

18,625 Facilities & Clinical Support

19,423

1,878

(1,478)

25,819

32,450

(1,297)

19,247

1,441

(829)

141,565

71,078

(5,533)

0

(562)

0

141,565

70,516

(5,533)

207,110

(562) Op Services Remaining CRES

206,548 Sub Total - Operating Directorates

40,802

120,213

0

Corporate Services
703

470

0

2,578

4,319

(99)

1,173 Chief Executive
6,798 Chief Officer E Health

404

404

(0)

254

254

0

0

0

0

658

658

(0)

0%

1,522

1,487

35

2,772

2,780

(9)

(58)

(49)

(9)

4,236

4,219

17

0%

2,117

185

(236)

2,066 Dir Nursing, Midwifery & Ahp's

1,214

1,183

31

108

103

5

(182)

(184)

2

1,140

1,103

38

3%

2,250

1,844

(920)

3,174 Finance Directorate

1,311

1,287

24

804

800

4

(866)

(865)

(1)

1,249

1,222

28

2%

4,981

2,284

(959)

6,306 Medical Director

2,838

2,768

70

1,390

1,445

(55)

(412)

(417)

5

3,816

3,796

20

1%

406

574

(335)

232

232

0

295

295

0

(251)

(251)

(0)

276

276

(0)

0%

2,745

478

(440)

7%

758

1,098

(26)

1,668

315

(285)

18,207

11,566

(3,301)

645 Non Recurring Projects
2,783 Public Health

1,596

1,479

117

185

229

(45)

(266)

(300)

34

1,514

1,408

106

1,830 Strategic Planning

423

390

33

594

598

(4)

(26)

(26)

0

991

962

29

3%

1,697 Workforce Directorate

967

960

7

192

166

26

(147)

(117)

(31)

1,013

1,010

3

0%

10,508

10,190

318

6,594

6,671

(77)

(2,208)

(2,208)

(0)

14,893

14,653

240

2%

2%

26,472 Sub Total - Corporate Services

Strategic
0

0

(4,986)

(4,986) Central Income

0

0

0

0

0

0

(2,909)

(2,850)

(59)

(2,909)

(2,850)

(59)

0

36,137

(3,035)

33,102 External & Resource Transfer

0

0

0

20,264

20,197

67

(1,768)

(1,802)

33

18,496

18,395

100

1%

814

2,083

0

491

496

(4)

1,508

1,505

3

0

0

0

1,999

2,001

(1)

0%

2,897 Minor Capital Projects

385

40,550

(1,955)

38,980 Primary Care

225

218

6

23,568

23,513

55

(1,140)

(1,140)

(0)

22,652

22,591

61

0%

1,199

78,770

(9,976)

69,993 Sub Total - Strategic

716

714

2

45,340

45,215

125

(5,817)

(5,792)

(25)

40,239

40,137

102

3%

0

7,221

0

7,221 Non Core Expenditure

0

0

0

2,857

2,858

(1)

0

0

0

2,857

2,858

(1)

0%

160,971

168,073

(18,810)

93,930

92,352

1,577

95,593

97,366

(1,773)

(11,320)

(11,228)

(93)

178,202

178,490

(288)

875

10,291

0

0

0

0

0

0

0

0

0

0

0

0

0

161,846

178,365

(18,810)

93,930

92,352

1,577

95,593

97,366

(1,773)

(11,320)

(11,228)

(93)

178,202

178,490

(288)

310,234 Total Operating Budgets
11,167 Reserves

321,401 Grand Total

107%

0%

107%
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Efficiency Delivery Plan 2015-16
Position at 31st October 2015
Forecast Outturn Savings

Description

Original
£

Original Non
£

Total Saving
£

In Year 2015£

Full Year
£

CRES GAP

Delivered Savings 2015-16

In Year 2015- Recurring 2016£
£

YTD plan
£

YTD actual
£

YTD Variance
£

Workstream
Acute Services Clinical Change

494,000

152,500

646,500

647,281

535,040

781

41,040

350,436

350,436

0

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

1,409,480
336,353
81,764
965,000
2,000,000
464,040
18,236
961,520
6,730,393

300,000
479,607
220,000
0
0
17,500
0
-400,000
769,607

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

1,658,486
794,960
301,764
965,000
1,249,568
454,040
18,236
0
6,089,335

1,358,486
315,353
35,414
965,000
1,249,568
454,040
18,236
0
4,931,137

769
-21,000
0
0
-750,432
-27,500
0
-561,520
-1,358,902

769
-100,607
-66,350
0
-750,432
-10,000
0
-1,631,520
-2,517,100

557,613
390,567
144,958
562,919
1,164,284
290,683
10,640
280,760
3,752,860

527,863
347,067
144,958
562,919
727,111
284,852
10,640
0
2,955,846

-29,750
-43,500
0
0
-437,173
-5,831
0
-280,760
-797,014

Total

6,730,393

769,607

7,500,000

6,089,335

4,931,137

-1,358,902

-2,517,100

3,752,860

2,955,846

-797,014

460,000

0

460,000

460,000

460,000

0

0

268,331

268,331

0

7,190,393

769,607

7,960,000

6,549,335

5,391,137

-1,358,902

-2,517,100

4,021,191

3,224,177

-797,014

Productivity Savings

Combined Total
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NHS D&G: Subjective Report

Account
Type

Pay

Account Summary

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

Pays
Non Pay

Non Pay
Income

Variances - Year To Date Month:

October

Mental Health
Directorate

Primary &
Community
Care

Womens &
Childrens
Directorate

Corporate
Services

Strategic

Non Core
Expenditure

Facilities &
Clinical
Support

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

48
(29)
5
95
(18)
(27)
107

15
42
(4)
57
0
90
(1)
89

289

52
(7)
89
23

30
35
11
(3)

160
20
1
(22)
(33)
127
6
59
(1)

13
0
244

(63)
262

413

273
9
(41)
(13)
(178)
(0)
(2)
(1)
15
(4)
1
55

(21)
(1)
1
(72)
55
0
10
(19)
3
(35)
(5)
5

318

(110)
(30)
(68)
0
(0)

(0)
(6)
(4)
0
(13)

(30)
(6)
(28)
(6)
10
(57)

8
2
44
(1)
(2)
(7)

(69)
2
(72)
(106)
(1)
(875)
(3)
(32)
122
(18)
(5)
60

22

(998)

(159)

(77)

(324)
Fhs Income
Hch Income
Other Operating Income

2015

Acute &
Diagnostics
Dir

181
Clinical
Drugs
Equipment & Service Contracts
Excluded
Externals
Family Health Services
General Services
Hotel Services
Other
Property
Publicity & Advertising
Travel/ Training/ Recruitment

Year

(1)

2
(1)
(0)
4
0
67
49
(2)
(4)
33
(15)
(1)
(6)

125

10
(3)

6
30
(21)

(2)
(2)

(7)
26
(19)

(0)
(25)
(1)

Income

(9)

8

15

(4)

(0)

(25)

TOTAL

(152)

318

(570)

240

314
57
193
154
(51)
138
5
767
(1)

(2)
6

102

0

0

102
(72)
(0)
112
0

(1)
0

11
(63)
(92)
66
1
5

(1)

(33)

Total

Ytd Variance Ytd Variance
£000
£000

9
(5)
92
6

(1)

(10)
1

110

Op Services
Remaining
Cres

0

(327)

(327)

1,577
(264)
(77)
(40)
(683)
107
(826)
(7)
(122)
96
(13)
(1)
56

(1,772)
(1)
26
(118)

(4)
(73)

0

(77)

0

(93)

(1)

(8)

(327)

(288)
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Nursing: Variance Report
4CCN - Level 4 Cost Centre Name

5CCN - Level 5 Cost Centre Name

Acute & Diagnostics Dir
Mental Health Directorate

Learning Disabilities Dir

Oct 2015
Apr
Variance
£000
1

Jun YTD
Variance
£000
10

Sep YTD
Variance
£000
98

19

42

102

61
-3

HCSW positions transferred to Admin.

-13

8

41

45

2.82 Funding now allocated for CATS pilot team.

Mental Health Admin
Mental Health Community

Mental Health Inpatient

46

-32

16

14

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

-3
0
-2

17
3
-6

10
7
-12

7
7
-15

Substance Misuse
Mental Health Directorate

Primary & Community Care

Pccd1 Regional Services

Pccd2 A&E Locality

0

-27

-5.14

164

89

1.23

23

41

83

102

27.43

55

97

Lower than expected income from DTTO
funding.
Underspend relates to STARS. Band 8a
nurse vacancy filled by non nursing Council
employee. Also nursing vacancies at Band 3
filled by council employees.

106

Underspend in Thomas Hope, Lochmaben
and Moffat Hospitals due to efficient rostering
in ward in line with activity levels. In
4.69
additional vacancy due to 1 Band 7 working
accross both Moffat and Thomas Hope
Hospitals.
Underspends in the following areas: £6k
Locality Management, £19k Community
Nursing, £3k Continence Service,£19k
Thornhill, £7k Managed Clinical Network.
-6.58
This offsets a £73k over spend in B2 nursing
in GP OOH (Budget for Band 2 sits within
Support Services) and £79k over spend in
Allanbank staff costs.

-94

-93

-98

Pccd4 Stewartry Locality

0

9

8

4

0.30

Mainly under spent at Castle Douglas
Hospital and District Nursing.

Management and Admin £48k under spend
due to Band 6 and 8a vacancy. £56k under
spend in Community Nursing due to retirals
end April recruitment underway - internal
10.21 promotions from July. £9k under spend in
Hospice at Home.£18k under spend at
Newton Stewart Hospital. Galloway
Community Hospital nursing budget
transferred to Acute Services.

-12

26

66

131

17

38

160

244

3.61

5

18

29

28

5.35

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

-3

0

0

17

21.44

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

W&C Learning Disability

9

19

24

24

5.26

Vacancies temporarily backfilled at a lower
grade.

W&C Management & Governance

4

13

-2

-2

-0.93

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

W&C Midwifery

-17

-20

-51

4

0.15

Cost pressure re midwifery protections now
funded.

W&C Neonatal

4

12

34

44

8.36

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

W&C Public Health Nursing

13

48

88

97

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

W&C Sexual Health

-2

-5

-10

-12

W&C Cmhs

W&C Gynaecology

W&C Ward 15

-8.38

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

8

25

54

62

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

22
-8
3
-5

109
-6
10
0

165
2
18
4

262
3
19
5

4.00
0.54
70.45
8.11

Public Health

-1

8

23

25

7.30

1
-11
0
-1

3
15
1
0

7
53
4
0

7
59
6
0

2.41
4.62
2.81

Workforce Directorate
Corporate Services
Strategic
Facilities & Clinical Support

0
33

-8

Primary & Community Care

Womens & Childrens Directorate
Corporate Services

Relates to Mid Park. Bank usage has started
to increase due to Clinical Actinity in Older
0.38 Adult Wards. CRES actioned Month 2 re
Treastaigh. Offset by Glenkiln EMI staff
costs.
2.08
6.36

-1

14

Comments

Relates to Community Teams - recruitment
5.58 underway. Band 5 nurse posts have been
filled and should start October.

46

Pccd3 Nithsdale Locality

Pccd5 Wigtownshire Locality

Womens & Childrens Directorate

Oct YTD
Oct YTD
Variance
Variance
£000
%
107
0.60

Immunisation team - maternity leave not
backfilled and another vacancy filled by ad
hoc hours as and when required.
Underspend within Wish Keep Well
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NHS D&G: Locum Costs
Actual Locum Costs: Internal & External
2015-16
Directorate

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

YTD

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Total

796
42
109
34
34
1,015

782
34
82
8
28
934

£000
May-14

£000
Jun-14

481
0
132
22
24
659

577
27
184
33
35
856

608
25
141
13
30
817

(249)

(159)

(117)

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

739
9
117
16
27
908

978
1
225
(1)
38
1,241

907
23
80
36
31
1,077

790
(15)
117
32
33
957

803
3
153
37
33
1,029

5,795
97
883
162
224
7,161

0

0

0

5,795
97
883
162
224
7,161

0

0

£000
Nov-14

£000
Dec-14

4,133
247
1,176
171
225
5,952

615
32
193
51
63
954

608
17
215
40
46
926

591
20
177
48
82
918

748
39
148
44
30
1,009

1,023
40
178
30
67
1,338

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

(94) (1,209)

954

926

918

1,009

1,338

3,936

2014-15
Directorate

£000
Apr-14

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

£000
Jul-14

£000
Aug-14

£000
Sep-14

412
36
167
23
26
664

692
113
196
36
27
1,064

735
0
181
11
30
957

(577)

(13)

0

£000
Oct-14

628
46
175
33
53
935

£000
YTD

£000
Jan-14

£000
Feb-15

£000
Mar-15

£000
Total

Locum Funding from Reserves
2015-16

Directorate

£000

£000

£000

£000

£000

£000

£000

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

378
0
53
10
0
441

391
0
1
0
0
392

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

388
0
43
10
0
441

464
0
124
0
0
588

425
0
(40)
15
0
400

448
0
46
25
0
519

417
0
53
56
0
526

£000

£000

£000

£000

£000

£000

£000

YTD

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Total

415
0
40
10
0
465

390
0
40
10
0
440

2,911
0
280
116
0
3,307

390
0
40
10
0
440

380
0
40
10
0
430

380
0
40
10
0
430

2015-16 Locum Reserve Funding

4,866
0
480
166
0
5,512
4,850

2014-15
Directorate

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

£000
Apr-14

197
0
46
0
0
243

£000
May-14

£000
Jun-14

213
0
0
0
0
213

267
0
0
0
0
267

£000
Jul-14

222
0
129
57
0
408

£000
Aug-14

£000
Sep-14

321
0
60
27
0
408

330
0
40
0
0
370

£000
Oct-14

412
0
24
18
0
454

£000
YTD

1,962
0
299
102
0
2,363

£000
Nov-14

£000
Dec-14

349
0
27
42
0
418

333
0
118
33
0
148

£000
Jan-14

331
0
104
31
0
466

£000
Feb-15

251
0
32
35
0
318

£000
Mar-15

260
0
31
0
0
291

£000
Total

3,486
0
611
243
0
4,340
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NHS D&G: Locum Costs - Acute and Diagnostics Analysis
Acute & Diagnostics Agency Spend Analysis
900000

800000

700000

600000

500000
Spend (£)

Total Agency Spend Forecast
Locum Reserve Requirement Forecast
Total Agency Spend Actual
Locum Reserve Requirement Actual

400000

300000

200000

100000

0
Month 1

Month 2

Month 3

Month 4

Month 5

Month 6

Month 7

Month 8

Month 9

Month 10

Month 11

Month 12
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DUMFRIES and GALLOWAY NHS BOARD
7th December 2015

Performance Report
Author:
Joan Pollard
Deputy General Manager Acute
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Chief Operating Officer
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RECOMMENDATION
Board is asked to discuss and note the contents of this report.

CONTEXT
Strategy / Policy:
Waiting Times / Patient Access
Organisational Context / Why is this paper important / Key messages:
This report is split into three sections. Section 1 provides information on the level of
clinical activity and access times achieved within services to 31/10/2015. Section 2
highlights data on efficiency of clinical services as measured against clinical
efficiency targets. Finally, section 3 summarises a wider range of activity and
provides data on bed occupancy throughout the system.
The month of October 2015 has seen improvements in in-patient TTG and
outpatients. Diagnostics performance and 18 weeks RTT remain close to the target
and Emergency department performance remains close to the 98% standard.

GLOSSARY OF TERMS
HEAT

-

Health Improvement, Efficiency, Access and Treatment
Quality and Patient Experience
ED
Emergency Department
BADS
British Association of Day Surgery
DNA
Did not attend
TTG
84 Day Treatment Time Guarantee
AMU
Acute Medical Unit
ISD
Information Services Division
QoF
Quality Outcome Framework
GLOSSARY OF TERMS Cont/....
DGRI

-

Dumfries and Galloway Royal Infirmary
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GCH
LDP
LUCAP
INR
ENT
PCCMB
HMB
STARS

-

Galloway Community Hospital
Local Delivery Plan
Local Unscheduled Care Action Plan
International Normalised Ratio
Ear Nose and Throat
Primary and Community Care Management Board
Hospital Management Board
Short Term Assessment and Reablement Service
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MONITORING FORM
Policy / Strategy

Waiting Times

Staffing Implications

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

Financial Implications

Discussed with Director
Operating Officer

Consultation / Consideration

As above

Risk Assessment

Not applicable

Sustainability

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

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

of

Finance

and

Chief

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

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

Impact Assessment
Not Required
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At a Glance Performance Indicators
Note: The directional arrow is comparing performance in the last three months v the same three months, in the previous year
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1. CURRENT POSITION AGAINST ACCESS TARGETS
Appendix 1 shows the status of patients treated in the month of October 2015 under
the 84 day Treatment Time Guarantee (TTG). The appendix also shows waiting
times for ‘stage of treatment’ targets at 31/10/2015 for out-patient appointments and
key diagnostic tests which the Scottish Government continue to monitor us on.
Please note that this data is provisional management information.
In-patients/Day Cases
There were 887 in-patients / day cases in the month of October 2015 and of these,
there were 11 TTG breaches (1.2%). The patients have been informed in writing.
The 12 month rolling trend is shown in the table below.
Trend

There have now been a total of 567 TTG breaches since October 2012 when the
legal guarantee came into place. During this time, a total of 31264 patients have
been treated, with TTG breaches representing 1.8% of this total.

Inpatient/Daycases Treated Outwith
Guarantee Date
Inpatient/Daycases Treated Within
Guarantee Date

TTG Under 12 Weeks (%)

Apr 2014 - Oct 2014 Apr 2015 - Oct 2015
74
236
6508

6003

Apr 2014 - Oct 2014 Apr 2015 - Oct 2015
98.9%
96.2%

TTG breaches reduced further in October to 1.2% with breaches occurring in
Urology, Ophthalmology, Orthopaedics and General Surgery specialties.
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We experienced an increase in the number of urgent and cancer patients within
Urology which impacted on our capacity for routine patients. This has been
highlighted and we are likely to continue with pressures into November. However, we
hope to have a solution to accommodate these patients and are currently looking to
secure a locum consultant to support in the short term where we previously had
middle grade cover.
Our Ophthalmology service was impacted upon as a result of consultant returning
from sickness in a phased way impacting upon consultant specific procedures.
Both Orthopaedics and General Surgery unfortunately breached a small number of
patients as a result of capacity but these patients have been accommodated by
month end.
The directorate is still aiming towards an internal standard of 9 weeks to improve the
achievement of the 12 week target. By booking to 9 weeks this will provide a 3 week
window to address any unforeseen circumstances, the Government are aware of our
current position and our recovery plan.
Note: Current Scottish Government guidelines mean that a TTG breach is
recognised on the day that the patient is treated, beyond the 84 day guarantee
period. As the Performance Report cycle has to cut off at every month end and
report the position at the last day of each month a scenario can arise whereby the 84
day period can have elapsed but the patient has not received treatment until into the
next reporting month. The reporting convention is therefore that patients who breach
the TTG will be reported against the month in which they were actually treated.
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Out-patients
At the end of month snapshot, there were 6198 people waiting for a consultant-led
new out-patient appointment. Of this total there were 585 breaches (9.4%) of the 12
week out-patient standard. It should be noted that July 2014 is the first month in
which measurement of out-patient waiting times has changed to mirror that of inpatient waiting times, i.e., following the calculation rules described within the TTG
regulations.
Trend

Analysis
The predominant specialties contributing to the outpatient breaches in October
continue to be Neurology, Rheumatology and Orthopaedics. Unfortunately we have,
as previously indicated, had no success in recruiting to our vacancy for a Consultant
Neurologist; however the funding identified from national sources to support further
cover has allowed us to accommodate a large number of patients with the result that
overall number of patients waiting to be seen has reduced. We also continue to try
securing high quality locum cover.
The Rheumatology outpatient service has seen a notable increase in patients
waiting, we have successfully recruited locum cover to help create capacity within
the service and progress within the service should be seen from November.
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Within Orthopaedics, we are progressing through an action plan to address capacity
issues and as anticipated outpatient numbers are steadily beginning to come down
with hopes that we can achieve a negligible number of breaching patients by year
end.
Diagnostics
At the month end snapshot, there were 1455 patients waiting to undergo key
diagnostic tests. Of this total, there were 40 breach(es) of our internal 4 week
treatment standard (2.7%). We operate and report to a 4 week standard for
diagnostic tests, although the national target we are held accountable for is 6 weeks.
Against the national 6 week target there was 3 breach(es) (0.2%).
Trend

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

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

95%

97.5%

95%

93.5%
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Analysis
Performance for the 31 day target has slipped slightly to 97.5% however remains
above the 95% target. Performance for the 62 day target has slipped to 93.2%,
which is below the 95% target.
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18 Week Referral to Treatment Standard
Measure
Linked Pathways
Performance

Period

Target

Actual

October 2015
October 2015

90%
90%

95.9%
89.3%

Analysis
Since the beginning of the new calendar year we have seen a sustained
improvement in our ability to link pathways at around 95-96% (in excess of the 90%
target). This has now climbed to 96.6% for the last two months.
In terms of the overall 18 week performance for those linked pathways, the most
recent month has seen a small dip in performance as a result of us seeing a number
of long waiting patients taking us slightly below the 90% target. As we improve our
outpatient and inpatient positions we will continue to improve our performance and
this will allow us to deliver closer to our internal target of getting to 95% performance.
Note: The 18 week standard is different to the Treatment Time Guarantee and also
the out-patient and diagnostic ‘stage of treatment’ standards in that it is a measure of
the whole pathway from referral up to the point the patient is treated. The target is
90% for both measures (90% for Performance and Linked Pathways).
‘Linked Pathways’ is a measure of the percentage of patient journeys for which we
have data relating to the entire journey or pathway from referral to treatment.
‘Performance’ measures the percentage of complete journeys which have taken no
more than 18 weeks to complete.
NOT PROTECTIVELY MARKED
Page 10 of 30

172

The “Unique Care Pathway Number” is a unique identifier allocated to new referrals
to a consultant led service, to enable identification of patient pathways.
Emergency Department (ED) Performance
Indicator
% of ED waits under 4 hours

Most recent period
of measurement
October 2015

Target

Actual

95%*

97.5%

October 2015

**

Attendances per 100k
population (rolling 12 month average)

2,534

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

ED 4 Hour Performance – Trend

ED 4 Hour Performance - Analysis
In the last 12 months, the ED 4 hour performance has stabilised between the interim
95% performance target and the 98% performance standard. The Local
Unscheduled Care Action Plan contains a number of measures aimed at pushing t
this on and stabilising performance to the 98% level.
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Breach Reasons
There were 97 four hour breaches in October 2015. Breach reasons are very
different between DGRI and the Galloway Community Hospital and are shown in the
tables below.

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

Clinically focussed and empowered hospital management
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•
•
•
•
•

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

The Unscheduled Care Action plan will now begin to focus upon delivering these
essential actions. From a DGRI perspective the following strands of this work are
already in place
Clinically Focused and Empowered Hospital
• Triumvirate Management
• Clinical Leadership
• Escalation
• Safety Huddles
Hospital Capacity and Patient Flow
• Use of bed planning toolkit approaches linked to new DGH
• Workforce Capacity Toolkit
Patient rather than bed management
• Patient tracking through the system
• Admission prediction
• Ongoing work around balancing capacity and demand
Medical and Surgical Processes arranged to pull patients from ED
• Triage to appropriate assessment
• Good flow through ED
Our priorities for next year have been identified as follows:
Hospital Capacity and Patient Flow
The initial flow analysis including questionnaire and data set has now been
completed. The data is currently being discussed and ratified with relevant clinicians
and managers prior to an assessment upon identifying our potential improvement
programme. This will be undertaken by the Acute Services Management team
involving clinicians and management at a meeting scheduled for early December.
Patient rather than bed management
• Proactive Discharge Management. Work has commenced within an initial pilot
ward to explore potential to improve multidisciplinary discharge planning. The test
of change is progressing with one specialty in the ward and evidence suggests
this is having positive results.
• The introduction of Patient Flow Coordinators is having a positive impact upon
planning for discharge in complex cases. Recent indication is that individuals are
being identified for transfer to appropriate cottage hospitals/ care at home earlier
in their journey.
Medical and Surgical Processes arranged to pull patients from the ED
• Access to senior decision maker AMU/ CAU.
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•

Access to assessment/ diagnostics

The AMU is developing a further 4 week test of ambulatory care approaches within
the ward supported by Advanced Nurse Practitioner.
An audit of all patients admitted to the Acute Medicine Unit with only one night length
of stay has commenced in order to identify if there are any alternative pathways
which avoid admission that should be considered.
7 day services
• Smooth admission/ discharge profile – particular focus upon weekend discharge.
Our plans for the introduction of seven day discharge approaches are
progressing with Pharmacy and Social Work Services having identified resources
available from the beginning of November. Further discussions are taking place
regarding the resources for AHPs.
Ensuring patients are cared for in their own homes
A group focusing around those frail and vulnerable adults of all ages had its first
meeting on October linking the Unscheduled Care and Integration agendas and
supporting the work towards the new hospital. This group will focus upon the flow of
patients across the whole system with a particular focus upon points of transition
such as admission to or transfer between hospitals / services or discharge from
hospital. The group has representation from Acute and Community management and
clinicians and Social Work.
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ED Attendances – Trend

Month
Nov 2013
Dec 2013
Jan 2014
Feb 2014
Mar 2014
Apr 2014
May 2014
Jun 2014
Jul 2014
Aug 2014
Sep 2014
Oct 2014
Nov 2014
Dec 2014
Jan 2015
Feb 2015
Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015

ED
Attendances
3,436
3,750
3,665
3,460
3,955
3,951
4,174
4,124
4,207
4,114
4,085
3,766
3,583
3,632
3,623
3,396
3,876
3,742
4,004
3,926
4,023
4,120
3,912
3,818

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

ED Attendance
Rate
2,287
2,496
2,439
2,303
2,632
2,632
2,780
2,747
2,802
2,740
2,721
2,508
2,386
2,419
2,413
2,262
2,582
2,492
2,667
2,615
2,679
2,744
2,606
2,543
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12 Month Moving
Average
2,590
2,599
2,592
2,590
2,587
2,583
2,571
2,562
2,551
2,540
2,541
2,531
2,534
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Delayed Discharge Performance
The chart below shows delayed discharges over the last 12 months expressed as
bed days lost.

In October, bed days lost to delayed discharge were 1,436. Priority actions to
address this include:
•

Robust implementation of Choice Guidance across the region.

•

Weekly delayed discharge meetings with Senior Social Workers, Nurse
Managers, Patient Flow Coordinators and STARS Senior Charge Nurses to
discuss individual delayed discharges.

•

Work is being undertaken to improve flows within DGRI and out to Cottage
Hospitals, for example, the review of the admission, transfer and discharge
policy, tests of seven day discharge approaches, criteria led discharge.

•

Patient Flow Co-ordinators are managing the flow of patients ensuring that each
individual is on the correct pathway. They are currently undertaking some small
tests of change in specific wards within DGRI. It has been noted that individuals
are being identified earlier for transfer to cottage hospital. This could partially
explain the increase in numbers being reported.

•

Transport Hub – the four week trial with Rural Transport Solutions, Scottish
Ambulance Service and the Royal Voluntary Service is currently being evaluated.

•

Capacity issues in relation to care packages are being
escalated every Wednesday to Commissioning colleagues which also takes into
account the positioning of the STARS re-ablement team

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

AHP services are maintaining an overall performance of 87% with Physiotherapy
and Podiatry consistently achieving the 90% target.
Orthotics have commenced additional clinics to address their backlog
The Occupational Therapy service continues to analyse their data and pathways with
a recent workshop focussing upon the hand pathway.
Patient Access – Use of Patient Unavailability Code
As part of our commitment to meeting the recommendations of the recent internal
audit into management of waiting times, we are developing a suite of indicators to
allow executive and non-executive directors to challenge board performance.
The range of information is now quite extensive, however within this report we have
focused on the high level trend data. We intend to bring a separate paper on a
regular basis to Board / Board Performance Committee which will cover this area in
more depth.
The following charts show the extent to which patient unavailability is being recorded
within inpatients, diagnostics (scopes) and outpatients and includes a breakdown of
the reasons for unavailability.
Percentage unavailable in all specialties - 12 months to October 2015
Inpatient/Daycases
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New Outpatients (Consultant-Led)
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Diagnostics (Scopes)
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2. CURRENT PERFORMANCE AGAINST CLINICAL EFFICIENCY TARGETS
The table below shows the current performance against our internal clinical
efficiency targets.
Efficiency Targets

Internal
Target

RAG
Status

81.5%

Actual
Performance
(October 2015)
90.6%

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

8.0

8.3

Green

1.9

2.2 (year to date)

Amber

4.8%

6.7% (year to date)

Amber

TBC

6.4% (year to date)

TBC

Pre-operative Length of Stay (days)

0.58

0.23

Green

Elective Operations cancelled by
Theatre
No of Sleepers

7%

10.0%

Red

TBC

53

TBC

Return

•
•
•

Amber

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

Elective Cancellations
There were 164 elective cancellations in the month of October 2015. This
represented 10.0% of the planned elective programme in month.
The following chart shows the trend over the last 12 months.
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Month

Nov 2014
Dec 2014
Jan 2015
Feb 2015
Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015

Actual
Perform
ance
(%)
6.9%
7.1%
10.1%
7.7%
8.3%
7.5%
8.1%
7.4%
9.4%
9.3%
10.3%
10.0%

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

DNA/Patie
nt Refusal

Patient Not
Fit/Prepared

List
Overrun/Equipmen
t Not Ready

Operation No
Longer Required

Ot
he
r

Number of
Cancellations

41
34
51
45
42
31
32
33
52
44
55
44

35
46
52
34
48
48
40
40
45
54
48
70

2
3
12
9
17
4
9
8
19
5
18
8

20
18
14
11
10
10
14
16
15
15
17
20

9
14
21
14
20
21
11
12
16
14
15
22

107
115
150
113
137
114
106
109
147
132
153
164

The main reason for our cancellations is the level of DNA’s at 34%. However,
excluding DNA’s, the main cancelled procedures are scopes (cystoscopy,
endoscopy and colonoscopy) and work has already been undertaken to further
review these procedures with high non-DNA cancellations.
As a result, a number of process changes are being pursued to reduce the current
rates of cancellation, which include a new vetting process for in-patient referrals.
Additional work is now needed to review our current pre-assessment and scheduling
processes, to ensure patients are:
I.
II.
III.

Appropriately assessed, investigated and prepared for the planned procedure.
Fit for surgery at the time of scheduling.
Adequately informed and communicated to during the pre-assessment
process.
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3. ACTIVITY
The activity tables below show year to date activity levels to the month of October
2015 v the same time period in previous fiscal year across a range of measures.
Activity
Activity Type

Apr 2014 Oct 2014

Emergency Department
Attendances (Planned)

Apr 2015 Oct 2015

1084

1036

Emergency Department
Attendances (Unscheduled)

28421

27544

Non-Elective Admissions (excluding
Mental Health & Obstetrics)
Elective Daycases (excluding Mental
Health & Obstetrics)
Elective Inpatients (excluding
Mental Health & Obstetrics)

10333

10632

8248

8516

2457

2083

Births

777

795

Obstetric Admissions

942

1012

New Outpatient (Dr-Led) All Booked
Slots
New Outpatient (Dr-Led) DNAs

25317

26161

1586

1755

Return Outpatient (Dr-Led) All
Booked Slots
Return Outpatient (Dr-Led) DNAs

56418

58016

3640

3734

Radiology (GP referral based
activity)

10685

10538

855

884

Mental Health Admissions
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%
Chan
ge
4.4
%
3.1
%
2.9
%
3.2
%
15.2
%
2.3
%

Source
EDIS/TED
EDIS/TED
Topas
Topas
Topas

Scottish
Birth
Record
7.4 Topas
%
3.3 Topas
%
10.7 Topas
%
2.8 Topas
%
2.6 Topas
%
- RIS
1.4
%
3.4 Topas
%

185

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

Apr 2014 - Oct
Apr 2015 - Oct
%
2014
2015
Change
22922
22251
-3%
1632
1977
21%
52787
53705
2%

Sourc
e
Topas
Topas
Topas

740

920

24% Topas

7736
2643
16660

6946
2852
14799

-10% Topas
8% Topas
-11% Topas

Return Out-patient Appointments
At the end of October 2015, there were 7447 patients waiting to come in for a
Doctor-led return out-patient appointment, of which 1554 were in the ‘Before Latest
Date’ category. Appendix 2 contains a chart showing a full specialty breakdown for
the month of October 2015. The following chart and table shows the trend in the last
12 months.

NOT PROTECTIVELY MARKED
Page 24 of 30

186

Month

Nov 2014
Dec 2014
Jan 2015
Feb 2015
Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015

0-6 Weeks
Beyond
Latest Date
2,052
2,106
2,089
1,867
2,026
2,149
2,211
2,532
2,240
2,474
2,322
2,256

6-9 Weeks 9-12 Weeks 12+ Weeks
Total
Beyond
Beyond
Beyond
Beyond
Latest Date Latest Date Latest Date Latest Date
675
531
2,257
5,515
653
538
2,195
5,492
604
516
2,305
5,514
604
432
2,236
5,139
495
468
2,215
5,204
591
362
2,262
5,364
641
452
2,212
5,516
706
532
2,334
6,104
727
513
2,236
5,716
725
545
2,229
5,973
705
524
2,162
5,713
729
631
2,277
5,893

Note: Patients are given a ‘ticket’ for their return appointment with a target date. The
appointment itself should be in a window within a tolerance of 5% before the target
date (the earliest date) and 15% after the target date (the latest date). The term
‘before latest date’ is a reference to the latest date of the window as previously
described. 0-6 weeks and beyond refer to those waiting in excess of the latest date
of the tolerance window.
The top three impacting specialties in terms of +12 week waits beyond the tolerance
window are Ophthalmology, Urology and Cardiology. The following actions are being
taken to reduce these backlogs:
Ophthalmology
Our new ophthalmology consultants are now in post and we are already progressing
with our service redesign plans; initially with the highest volume conditions. This has
already seen a reduction in the overdue returns which will hopefully continue over
the following months.
Urology
A combination of a new Clinical Nurse Specialist who started on the 1st July and a
new middle grade doctor who will take in a broader scope of work is allowing us the
opportunity to refine roles and responsibilities and we plan to subcategorise return
patients in order to inform pathway discussions.
Cardiology
The Cardiology service has had a reduction in its consultant capacity with one
consultant away on training and this has been further impacted upon by annual
leave. The service has been highly dependent upon locums however we have
recently recruited to two permanent consultant positions

NOT PROTECTIVELY MARKED
Page 25 of 30

187

4. Conclusions
The month of October 2015 has seen improvements in in-patient TTG and
outpatients. Diagnostics performance and 18 weeks RTT remain close to the target
and Emergency department performance remains close to the 98% standard.
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APPENDIX 1 – WAITING TIMES POSITION AT END October 2015

In-patients / Day Cases treated - in month calculation
Specialty
0-6 Weeks 6-9 Weeks 9-12 Weeks 12+ Weeks Total
Urology
20
6
41
4
71
Ophthalmology
76
54
67
3
200
Orthopaedics
18
45
83
2
148
General Surgery
53
36
63
2
154
Gastro-Enterology
1
0
0
0
1
General Medicine
2
0
0
0
2
Haematology
3
0
0
0
3
Medical Paediatrics
4
0
0
0
4
Vascular Surgery
5
1
11
0
17
Community Dental
6
5
6
0
17
Respiratory Medicine
10
0
0
0
10
Cardiology
13
3
1
0
17
Anaesthetics
25
10
13
0
48
Oral - MaxFac
25
11
43
0
79
Ear Nose & Throat
26
10
34
0
70
Gynaecology
32
6
8
0
46
Total
319
187
370
11
887
Diagnostics waiting list analysis – at month end
Internal 4 Week Target
Description
Non-obstetric Ultrasound
Magnetic Resonance Imaging
Cystoscopy
Endoscopy
Flexible Sigmoidoscopy
Colonoscopy
Computer Tomography
Total

0-4 Weeks
637
241
74
103
24
96
240
1415

4+ Weeks
22
14
3
1
0
0
0
40

Total
659
255
77
104
24
96
240
1455

0-6 Weeks
254
76
103
659
240
24
96
1452

6+ Weeks
1
1
1
0
0
0
0
3

Total
255
77
104
659
240
24
96
1455

National 6 Week Target
Description
Magnetic Resonance Imaging
Cystoscopy
Endoscopy
Non-obstetric Ultrasound
Computer Tomography
Flexible Sigmoidoscopy
Colonoscopy
Total
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New Outpatient (Consultant-Led) waiting list analysis – at month end
Specialty
Neurology
Rheumatology
Orthopaedics
Dermatology
Gastro-Enterology
Anaesthetics
General Surgery
Ophthalmology
Cardiology
Gynaecology
Orthodontics
Diabetes
Medical Paediatrics
Ear Nose & Throat
Geriatric medicine
Nephrology
Urology
Oral - MaxFac
Diagnostic Radiology
Community Dental
Rehabilitation Medicine
Clinical Chemistry
Communicable Diseases
Clinical Oncology
Palliative Medicine
Endocrinology &
Diabetes
Haematology
General Medicine
Endocrinology
Respiratory Medicine
Vascular Surgery
Total

0-6
Weeks
103
116
641
280
121
73
416
282
182
230
42
22
157
370
31
17
169
187
1
2
2
3
3
6
8
22

6-9
Weeks
42
62
287
130
46
25
59
64
56
28
28
4
34
126
3
1
47
21
0
0
1
0
0
1
1
2

9-12
Weeks
48
47
187
114
35
53
39
15
37
15
17
3
12
85
1
1
44
24
0
0
0
0
0
1
0
2

12+
Weeks
142
135
102
61
48
18
16
15
11
10
9
6
4
3
2
1
1
1
0
0
0
0
0
0
0
0

Tota
l
335
360
1217
585
250
169
530
376
286
283
96
35
207
584
37
20
261
233
1
2
3
3
3
8
9
26

24
29
49
61
65
3714

0
8
11
6
13
1106

0
0
9
0
4
793

0
0
0
0
0
585

24
37
69
67
82
6198
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APPENDIX 2 - Out-patient Return Appointments (Dr. Led) waiting list
Based on October 2015 month end ‘snapshot’
Specialty

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

Before
Latest
Date

0-6 Weeks
Beyond
Latest Date

6-9 Weeks
Beyond
Latest Date

9-12 Weeks
Beyond
Latest Date

12+ Weeks
Beyond
Latest Date

186
148
256
172

568
246
185
210

165
92
86
72

112
104
86
35

582
281
229
58

Total
Beyond
Latest
Date
1,427
723
586
375

56
70

128
93

53
34

46
35

102
134

329
296

56
36
121

73
96
104

40
18
18

37
24
21

144
117
60

294
255
203

29
102
39

54
136
70

20
30
22

23
7
28

101
15
60

198
188
180

0

25

20

11

117

173

0

18

6

6

96

126

52

29

15

11

60

115

18
86

33
62

11
8

14
3

38
2

96
75

7
36
5

31
14
19

7
4
2

3
4
1

19
20
1

60
42
23

1

4

0

7

8

19

6
26
6

6
11
13

0
1
1

9
1
0

4
2
1

19
15
15

28
0

12
0

0
0

0
0

0
9

12
9

0

5

1

0

2

8

0

3

0

1

3

7

0

3

2

1

1

7

3
0

3
0

1
0

0
0

2
5

6
5
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Specialty

Anaesthetics
Orthoptists
Rehabilitation
Medicine
Total

Before
Latest
Date

0-6 Weeks
Beyond
Latest Date

6-9 Weeks
Beyond
Latest Date

9-12 Weeks
Beyond
Latest Date

12+ Weeks
Beyond
Latest Date

0
2
7

1
0
1

0
0
0

1
0
0

3
1
0

Total
Beyond
Latest
Date
5
1
1

1,554

2,256

729

631

2,277

5,893
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DUMFRIES and GALLOWAY NHS BOARD
7th December 2015

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

Sponsoring Director:
Katy Lewis
Director of Finance

20th November 2015

RECOMMENDATION
The Board is asked to note:
• The allocations received to date.
• The project budget updates.
• The capital expenditure incurred to date.
The Board is asked to approve:
• The revised budget position recognising the return of £0.9m to SGHSCD to be
returned in a future year for support with the replacement equipment
programme for the Acute Hospital Development.

Strategy / Policy:
The Board has a statutory financial target to deliver a breakeven position against its
Capital Resource Limit (CRL).
Organisational Context / Why is this paper important / Key messages:
SUMMARY
Allocations of £6.818m have been received from Scottish Government Health and
Social Care Directorate (SGHSCD) to the end of October 2015.
Key Messages
A midyear review exercise has been carried out to review each programme required
to deliver the capital plan. Recognising that part of the replacement equipment
programme which was planned to support the advancement of equipment purchases
in relation to the new hospital is too early, initial discussions with SGHSCD have
confirmed their support of the transfer of £0.9m between financial years.
Expenditure of £2.266m has been incurred to the end of October 2015.
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GLOSSARY OF TERMS
SGHSCD
LDP
YTD
IM&T
CIG
MYR
ASRP

-

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

•

Capital Plan, Property Strategy & IM&T Strategy

Staffing Implications

•

Not Applicable

Financial Implications

•

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

Consultation / Consideration

•

Capital Investment Group, Management Team and
Performance Committee

Risk Assessment

•

No

Sustainability

•

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

Compliance with Corporate •
Objectives

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

Single Outcome Agreement •
(SOA)

Not applicable.

Best Value

•

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

Impact Assessment
•

Not Applicable
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Allocations
1.

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

CAPITAL BUDGET
SGHSCD - Formula Allocation
Project Specific funding - Estates
Project Specific funding - ASRP
Project Specific funding - WCCH
Project Specific funding - ASRP
NBV on disposals
Capital Grant
NSS fees re equipping
TOTAL AVAILABLE

Anticipated
£000s
-3,840
-440
-3,447
-3,000
3000
540
369
-186
-7,004

Allocation
Received
to date
£000s
-3,840
-440
-3,447
-3,000
3000
540
369
0
-6,818

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

Approved Budget
2.

3.

At the October Board meeting the Board approved the following plan of
expenditure against the £7.004m allocation.

CAPITAL EXPENDITURE PLAN
Women and Children Services Hub
Acute Services Enabling Works
Replacement Programme
Developments
HFS Equipping
Unallocated

Approved
October
£000s
2,912
478
2,800
937
186
231

Gross Direct Capital Expenditure
NBV on disposals
Net Capital Expenditure

7,544
-540
7,004

Following a midyear review of plans the anticipated year end capital position
against each programme plan is set out below:
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Women and Children Services Hub
4.

It is anticipated that the Women and Children Hub development will complete
on time and on budget at £2.912m per the table below.

WCCH PROJECT BUDGET
TOTAL BUDGET
Construction costs
Fees/Other
Contingency
Enhanced lighting (funded from VAT saving)
Committed for tarmac (funded from VAT saving)
TOTAL PLANNED SPEND
BALANCE AVAILABLE

MYR
Forecast
£000s
2,912
2,680
48
91
32
61
2,912
0

Acute Services Redevelopment Project
5.

It is anticipated that the Acute Services project will deliver within existing in year
budget as per below. The costs associated with the foul water solution are
being charged against revenue given the nature of the works.
MYR
Forecast
£000s
478
159
308
11
478
0

ASRP PROJECT BUDGET
TOTAL BUDGET
Fees
Aquifer
Mains water (prior yr costs)
TOTAL PLANNED SPEND
BALANCE AVAILABLE
Replacement Programme
6.

The replacement programme is deliverable by year end as indicated by
General Managers however a level of delivery risk always exists in this
programme.

7.

£100k has been set aside for contingency items which may require funding
before year end.

8.

An unallocated balance of £823k remains against the programme as per the
table below.
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REPLACEMENT PROGRAMME

TOTAL BUDGET
OCT
Blood Transfusion equpt. £72000
Video Cystoscopes *3
Breast Ultrasound
Mobile Image Intensifier -Angiography
Pulmonary Function Unit
Treadmill Stress System
Obstetric US Unit`
Video Cystoscopes *3
Colonoscope – Endoscopy
Gastroscope *3
PUVA light cabinet
UVB light cabinet
Renal Dialysis machine *3
Renal Multifiltrate machine *2
Particle counter – Microbiology
Incubator *3
Resuscitaire *3
Gas ovens for seven Cottage Hospitals
Retinal cameras * 2
CITRIX UPGRADE to Appliance Boxes + Licenses (Scaler Kit)
WAAS for Community Hospitals (Network Security and
enablement)
Replace Old Blades (no SW required)
Upgrade fibre in CRH and Switches (14 years old)
Thomas Hope Boilers
De-watering GCH
Obstetric US Unit
Mobile Image Intensifier - Cardiac
Dental chair Prison
Desk - Workbase
Desk - Workbase - 2 nd.
Contingency - Eloma Genius Oven DGRI
Contingency - Arjo Bath & Hoist Kirkcudbright
Contingency - Pot wash GCH
Contingency - Tape Drives (D32)
Contingency - Mammography Unit Installation
Contingency - Mid Fidelity Simulator
Contingency - 2 * COMBI ovens
Contingency - Allowance
TOTAL PLANNED SPEND
BALANCE AVAILABLE
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MYR
Forecast
£000s
2,800
54
72
54
69
146
44
31
90
53
43
116
25
25
43
22
14
43
43
140
31
12
54
41
168
89
37
90
96
13
8
8
7
9
11
6
7
48
15
100
1977
823
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Development Programme
9.

The development programme is deliverable by year end as indicated by
General Managers however a level of delivery risk always exists in this
programme. At this time no flexibility remains against this programme as per
the table below.
Project Name

MYR
Forecast

TOTAL BUDGET
Piccolo express analyser - GCH A & E
POCH -i-100 Haematology analyser - GCH A & E
Surestore endoscopy storage system
Nerve ablation - Chronic pain
Microbiology- part of our automation of bacterial identification
Physiological Measurement Xcelera £10549
Philips V60 Non Invasive Ventilator - Intensv Care/Aneas
Ride on Scrubber/ Dryer
Shrink Wrapping Packaging Machine
Eye Gaze Tracking Communication System
Wi-Fi contingency Link
iGrow
New Blades
Application Virtualisation Software (AppV)
Network tester
DGRI Renal Store
DGRI - Wards 5 and 10
Development of Phlebotomy Room, Outpatients, DGRI
Dental Centre Point of Use Water
Outpatient Endoscopy Ventilation
Tents to control airborne particulates for Healthcare construction
Boiler Programme
TOTAL PLANNED SPEND
BALANCE AVAILABLE

£000s
937
13
7
30
22
144
11
14
7
8
8
48
56
93
81
8
20
5
51
30
47
13
221
937
0

HFS Equipping
10. Costs associated with HFS equipping will be notified at year end and matched
with an allocation. No impact to the Board on any change to forecast.
NBV on Disposals
11. The disposals have reached a stage of certainty and as per the table below
£377k of receipts are anticipated to be concluded by year end leaving a
shortfall of £163k to be managed as part of the overall delivery of the capital
plan.
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NBV ON DISPOSALS

TOTAL BUDGET
TOTAL RECEIPTS CONFIRMED
BALANCE SHORTFALL

MYR
Forecast
£000s
-540
377
-163

Overall Position
12. Taking account of the balances not committed from the programmes noted the
following table identifies the available budget based on the information known
at this time. Also identified are requests which have been received since
approval of the programmes which could be delivered in year if approval given
to proceed now. CIG are progressing the consideration of these requests and
will make the necessary approvals if appropriate.
Unallocated

Opening Position
Replacement Programme
Shortfall on Receipts
TOTAL BUDGET
Estimate - Glazing at W&C
Estimate - Reconfiguration work at Midpark
TOTAL AREAS IDENTIFIED OF POTENTIAL SPEND
BALANCE AVAILABLE

MYR
Forecast
£000s
231
823
-163
891
43
100
143
748

13. The proposal to use the remaining replacement programme funding to
accelerate the expenditure of equipment required for the new build is too
premature. At this stage the equipment work stream are working through
requirements and transfers and it would place unnecessary deadlines on the
team which may result in equipment being purchased based on current day
specification and requiring to be repurchased nearer the build handover to meet
service requirement.

Recommendation
14. A number of areas of risk exist for the delivery of overall capital budget within
the allocation set, principally around delivery of approved equipment before
year end and under utilisation of the replacement contingency.
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15. Based on the table below discussions have taken place with SGHSCD to carry
forward £0.9m recognising that this is a target position.

Underspend

Rationale

£748k

All programme
delivered as
planned

<-----Range----->
£900k

£1,100k

All delivered with
exception of
slippage on
equipment and
contingency circa
5%

10% of equipment
not delivered and
contingency not
utilised

16. The Board is asked to approve the revised budget position as per the table
below if acceptable:

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

Approved
October
£000s

Amendment
£000s

Propose
December
£000s

2,912
478
2,800
937
186
231

0
0
-823
143
0
-383

2,912
478
1,977
1,080
186
-152

7,544
-540
7,004

-1,063
163
-900

6,481
-377
6,104

Allocations Received to
Date
Allocation o/s HFS
Allocation o/s equipment
Total Anticipated
Allocation
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RECOMMENDATION:
The Board is asked to note the challenges in the maintenance of sufficient medical
staffing in order to provide sustainable service delivery, and to note the local and
regional work that is underway to alleviate the difficulties – which are felt all over the
UK.

CONTEXT
Strategy / Policy: The delivery of safe, effective and person-centred services is
dependent on the employment of a skilled workforce: Across the UK there are
numerous shortages in both trained doctors and doctors in training.
Organisational Context / Why is this paper important / Key messages:
The challenges result in difficulties in sustaining some clinical services, and, because
we have a policy of ensuring that vacancies are fully covered, result also in a major
financial burden for the Board

GLOSSARY OF TERMS
NES: NHS Education Scotland
OMFS: Oral-Maxillo-Facial surgery
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MONITORING FORM
Policy / Strategy

Provision of safe, effective and person centred care

Staffing Implications

Described in detail in paper

Financial Implications

Not directly addressed: Summary demonstrates locum
spend

Consultation
Consideration

/ Discussions planned for extended medical staffing
committee

Risk Assessment

Risks from medical vacancies are very high: The issue
is on the corporate risk register

Sustainability

Sustainability issues are described in the paper

Compliance
with Aims to allow us to continue to provide comprehensive
safe, effective and person-centred care
Corporate Objectives
Single
Outcome Not applicable
Agreement (SOA)

Best Value

Not applicable

Impact Assessment
Not applicable
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1.

Introduction:

The purpose of this paper is to provide the Board with an overview of the current
medical recruitment position within directly managed NHS Dumfries & Galloway
services, highlighting the recruitment and retention challenges the Board currently
faces.
While NHS Dumfries & Galloway has particular challenges in recruitment of medical
staff – largely due to its geographical location – it is important to realise that there
are currently shortages at consultant, specialty doctor and training grade levels
across Scotland, and the UK more generally.
1.1: Consultant numbers:
A “stock take” of consultant staffing was undertaken in June 2015 and found that
across Scotland there were 474 consultant vacancies, with around 20% of those
vacancies having been unfilled after 6 months.

Consultant Posts and Vacancies by HB
Consultant vacancies present across the
country, however, some are higher than others.

June 2015: https://www.isdscotland.org/Health-Topics/Workforce/Publications/2015-0901/Consultant_Vacancies_J2015.xls

The table above shows the vacancies, and filled posts, across Scotland at June
2015. The tables show that the majority of consultant posts were filled – however this
is not the whole story as clusters of vacancies in specific specialties, and in
geographical areas threaten the delivery of service. For example, there are large
numbers of vacancies in radiology, resulting in considerable pressure on delivery of
an adequate service. Across Scotland services have been maintained only at the
expense of a total of £115million paid out last year for medical locums (not all of
which were consultant locums).
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Nationally, the most difficult specialties to staff with consultants are Acute Medicine,
Radiology, Pathology, Care of the Elderly, Accident and Emergency and Psychiatry.
This picture is mirrored across NHS Dumfries & Galloway, although we are fortunate
in having a full establishment in Accident & emergency medicine, and in Psychiatry
(where Dumfries & Galloway has a particularly high reputation.
The challenges in recruiting consultants result from a number of factors. Firstly, the
consultant work-force is older than the average workforce, and there are
considerable numbers retiring at the moment. This is partially because of the age
structure of the consultant work-force, but appears to have been prompted by
changes to pension taxation which reduces the attractiveness of continuing to work
full time. Secondly the supply of newly trained consultants has been insufficient to
meet replacement needs, let alone deal with expansion. The lower than anticipated
numbers of doctors completing training and moving into full-time consultant posts is
considered to be a result of a number of factors which were not anticipated fully
when workforce planning was undertaken in the last decade:
1. There have been changes to immigration border controls which have
decreased the number of doctors from abroad coming to work in Scotland.
2. The loss of doctors from training posts to work abroad has been much
higher than had been anticipated. As a result of changes to university
funding, it is attractive for universities to train students from outside
Scotland. 26% of medical school leavers in 2014 had come from abroad,
and there is a much higher trend for these graduates to return to work in
the home country.
A recent survey (June 2015) showed that 4 years after graduating, only
47% of Scottish Medical School graduates were training in Scotland – and
16.7% were not working in the UK.
These figures show that medical skills have become an international
commodity.
3. Increased levels of maternity leave, research work and less than full time
working have resulted in much longer periods between starting specialty
training and completing training.
Scottish Government has responded by increasing the number of medical school
places, and increasing the numbers of doctors in training in shortage specialties.
Some specialties have also been identified as “shortage specialties” which reduces
the barriers to inward migration of skilled doctors.

1.2: Doctors in Training:
The shape of training altered about 8 years ago: Following graduation, doctors have
2 “Foundation Years” where they have broad-based training across a number of
specialties.
After successfully demonstrating the acquisition of core competencies, doctors move
from their foundation years to either GP training programmes, to generalist Core
Medical, Surgical or other core training for a period of two years, beyond which they
move on to Specialty training in specific specialties:
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Specialty training is organise in a training programme that arranges for a doctor to
rotate through a number of posts within an area.
Candidates indicate which area they would wish to work in, and are largely allocated
after a ranking process.
This system works somewhat to the disadvantage of NHS Dumfries and Galloway in
that doctors in training tend to stay close to their medical school. Many will have
married, and may have significant ties to the central belt – flats, children etc, which
make them less inclined to choose to come to Dumfries for training. In recent years
some doctors have refused to come to Dumfries for personal reasons.
As indicated above, a considerable number of training posts are unfilled: In a market
place where doctors can choose where they go, and have strong ties to the central
belt, NHS Dumfries & Galloway has to work competitively to attract doctors in
training to the region: Despite the challenges, we have managed to attract trainees –
two significant advantages being the provision of free accommodation in the
residences for doctors rotating here through their training programmes, and the
excellence of the training that is provided in DGRI. For the second year in a row,
Dumfries has been amongst the top ten training hospitals across the UK for
foundation years training.
The changes in training that were introduced in the last decade have had significant
impacts.
The move from a more apprentice model of training to more structured training has
reduced the service commitment from doctors in training. In addition, the move to a
maximum 48 hour working week has reduced the hours worked, but because the
increase in training numbers has not fully compensated for this, the intensity of work
for doctors in training has increased significantly – especially in some high activity
specialties, most notably acute and general medicine.
The allocation of doctors in training to hospitals is undertaken by the post-graduate
deanery structures who work within NHS Education Scotland (NES). In many
specialties it is argued that more senior trainees need to work in large hospitals to
learn highly specialist skills. This has meant that the allocation of doctors in training
to more peripheral hospitals, such as DGRI, places less experienced doctors in
Dumfries and other hospitals.
This has several effects. The less experienced doctors in training that are allocated
to Dumfries require more supervision, especially when they are working overnight or
at weekends. The quality of care is maintained by a much greater tendency for
consultant staff to be in the hospital out of hours providing direct patient care. This is
not the case in larger hospitals with much more experienced trainees, and some
teaching hospital consultants will only rarely have to attend hospital overnight. This
fact has an impact on our consultant recruitment ability.
The Medical Director is meeting with the post-graduate dean and the other West of
Scotland Medical Directors to re-negotiate the allocation of more experienced
trainees to Dumfries.
NOT PROTECTIVELY MARKED
Page 5 of 17

206

Failure to negotiate a substantial increase in more experienced trainees will result in
NHS D&G not meeting the newer more stringent guidance from the GMC regarding
supervision of doctors in training during their overnight and weekend work. It is likely
that the only way to address this requirement will be the recruitment of specialty
doctors to contribute to the out of hours rotas, especially across the medical wards.
It is appropriate to mention at this stage the quality of training that is offered in
Dumfries. Board members will be aware from a recent paper on medical education
that, under the leadership of Dr Jean Robson, the medical education in Dumfries has
maintained an excellent record of training: This is evidenced by the national trainee
surveys, which show that Dumfries matches (and very often exceeds) the standards
found in much larger hospitals.
Dumfries & Galloway also provides GP training: The training is moving to a 4 year
programme, and is spread over 18 months in General Practice, and rotation through
a number of specialties in acute care, including medicine, palliative care, paediatrics,
obstetrics & gynaecology, accident & emergency, ophthalmology/ENT and
psychiatry. This means that they provide a significant junior doctor workforce.
However the rotation across so many specialties can present problems – a vacancy
in a training slot results in a range of vacancies across a number of specialties
spread over a number of years.
In recent years, Dumfries & Galloway has moved up from being the least desirable
training location (due to geographical reasons) to becoming firts choice for an
increased number of candidates. This is driven by the quality of teaching, and our
increasing reputation. The recruitment of GP trainees to this region is extremely
important as in the loinger term, many of the doctors who have spent 4 years training
here will settle into permanent careers as GPs within the area.

Percentage of Training Posts
Filled per Region
Main determinant for trainee choosing post is GEOGRAPHY
100%
90%
80%
70%
60%

Acute Medicine
Emergency Medicine
General Practice
Core Psych

50%
40%
30%
20%
10%
0%
North

SE

East

West

NES NHSS CEs Workforce Paper Jun2015

NOT PROTECTIVELY MARKED
Page 6 of 17

207

The chart above demonstrates that there are very significant differences in fill rates
across Scotland based on geography: Amongst the West of Scotland Boards,
Dumfries has traditionally been the least favoured Board due to the distance from the
central belt. The chart below shows the fill rate for general practice training posts
across Scotland over the last few years:

GP Training numbers falling off when
GPs also leaving in larger numbers
(Recent announcement of 100 new training places – October 2015)

2.1: Recruitment strategies:
Recognising the seriously competitive nature of recruitment, especially at consultant
and GP level, the Board has taken steps to improve recruitment. This is driven by the
need to reduce locum expenditure as well as the need to maintain services. It should
also be noted that locums tend to be less engaged in the running of the hospital, and
our permanent medical staff often end up shouldering more work if they are working
alongside locums. As locum pay rates are significantly higher than standard salaries
(and have been increasing in the competitive market in locums) there is an inequity
experienced by our permanent consultant staff who may often be taking on more
responsibility and being paid less – this is, over time, corrosive to morale.
2.2: Recent Progress.
In the last year, the Board has tried to enhance medical recruitment in a number of
ways. We have employed a recruitment officer to work within DGRI who has
focused on ensuring that every contact/enquiry about a post is converted into a full
application by providing very personalised information to potential candidates,
organising visits, arranging accommodation, booking appointments with senior
managers to welcome potential candidates, organising activity for spouses etc. This
has undoubtedly been a factor in our relative success in recruiting consultants in the
last year.
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Developing a medical recruitment website – www.dumfriesmedicalrecruitment.co.uk
which acts as a platform for advertising posts in both hospital and general practice,
but also allows us to provide information about the region, recognising that we have
to be selling more than just a career (eg info about housing, education, activities
etc).
Focused advertising across a wide range of internet and printed media.
Attendance at recruitment fairs.
Attendance at national training meetings.
Direct contact with some leads
Taking part in a national recruitment campaign, led by Government.
Being prepared to take on some doctors as locum consultants and supporting them
to obtain the necessary experience to achieve full consultant qualification (CESR)
2.3: Next Steps:
Over the next 6- 12 months the positive work that has already taken place will be
built upon and resource will be utilised to focus on the following areas: Attraction,
Selection, Retention and Policy & Standards.
Attraction
It is noted attraction is a core element of successful recruitment and the D&G brand
should continue to be developed and promoted. With the use of Linkedin & Social
Media NHS D&G will use this as a platform to promote NHS D&G and attract
candidates. Elements of this have already progressed however branding is to be
developed with the ultimate goal being that Dumfries & Galloway is recognised as an
excellent place to work.
Selection
The staffing levels in some specialties are becoming critical however it is essential
that the selection process is fit for purpose to provide recruiting managers with the
tools to allow them to ensure that they are recruiting a high calibre workforce to
ensure the continued provision of safe integrated care. There is some evidence that
suggests that a rigorous selection process may enhance our reputation and help
attract more candidates.
A new selection method adding an ‘assessment centre’ style approach to the
statutory interview has been devised and will be piloted within Acute & Diagnostics
for substantive medical posts advertised from January 2016 for a 6 month period and
will be subject to review. Further detail of this will be provided in the report to Staff
Governance in January 2016.
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Retention
A piece of work is underway which is looking at the qualitative data around retention
challenges within the medical workforce which is being undertaken by the Qualitative
Intelligence manager and Director of Public Health. While it is recognised that the
medical workforce is becoming more mobile, and – as in the rest of society- a “job for
life” is less common, we want to examine if there are any changes that we can make
to encourage doctors to stay in the area. Some factors we will struggle to address –
such as spouse employment – but it will be important to see if we can optimise
working in the region.
Policy & Standards
Significant work has already been undertaken within the Workforce Directorate to
streamline medical recruitment processes and bring the transactional work in line
with other non-medical posts. This reduces duplication resulting in a more positive
experience for the recruiting managers and candidates and allows for more accurate
management information to be provided.
3.0: Redesign Approaches
The loss of some consultants has prompted us to review the ways in which arrange
medical input to some specialties. For example, earlier this year our single handed
Oral Maxillo-Facial Surgeon left to take up a prestigious post elsewhere in Scotland.
There are always difficulties in having a service provided by a single-handed
consultant: Annual leave and sickness may mean that the service is temporarily
unavailable (especially in smaller specialties where it may be impossible to get a
locum). Professional isolation may make the posts less attractive, and so we have
generally arranged good contact with larger centres – in this case the OMFS
consultant did the more major operations in Glasgow where he attended for 3
sessions per week. It was considered that it would be extremely difficult to replace
the outgoing consultant, and so we have negotiated an arrangement that Glasgow
consultants would attend DGRI and provide the same level of local sessions as
previously, with complex operations continuing to be done in Glasgow. This has
considerable advantages for Dumfries & Galloway: The service is provide a full 52
weeks per year, and all employment risks are transferred to Glasgow. The calibre of
the surgeons is high, and they avoid professional isolation by their connection to the
large Glasgow centre. They are easier to recruit because their home base is in the
central belt.
In the future it is likely that there will be some centralisation of complex services – as
it has been shown that performing complex surgery in larger units leads to better
outcomes for patients. This observation, and the challenges in attracting high calibre
staff to all hospitals means that across the West of Scotland there will be a regional
planning approach to understand what procedures should be done in larger centres.
Associated with this will be a review of the concept of regional consultant
appointments of extremely skilled surgeons who might provide services as several
hospitals across the West of Scotland.

NOT PROTECTIVELY MARKED
Page 9 of 17

210

It is likely therefore that challenges in medical workforce will bring forward the
inevitable change that is leading to a fewer number of centres doing complex
operations in order to obtain the best possible outcomes.
4.0 General Practice
The Board has a statutory obligation to provide, or arrange the procurement of,
general medical services for all of the population of the region. In the event that a
practice “fails” following retirement etc then the Board is required to take over the
practice and run it with effect from the day that it becomes vacant. This would
require the Board to procure full-time locums as required (at very considerable cost),
or to recruit salaried permanent doctors to run the practice. Experience from the rest
of Scotland where practices have become vacant shows that this is a very
challenging situation to manage, particularly in more rural areas where recruitment is
very challenging.
Without going into too much detail, the Board should be aware of the following:
Annandale & Eskdale: There are two practices under pressure due to long term
vacancies. One practice will become vacant in August 2016 as the remaining doctor
has notified the Board of intention to leave then. A third practice with 3 full-time
partners will lose two doctors in spring/summer of next year.
Dumfries & Nithsdale: There are two practices under particular pressure due to
long-standing vacancies. No applicants have come forward at all despite recurrent
advertisements. Some support has been given to one practice in the form of extra
pharmacy input.
Stewartry: Despite widespread advertising, the Kircudbright/Gatehouse practice has
two long-term vacancies. The Castle Douglas Medical Group has recently
successfully recruited to one of its vacancies, but is unable to resume its input to
Castle Douglas Cottage hospital. The 3 other practices in Stewartry have no
recruitment problems.
Wigtownshire: There are currently less problems in Wigtownshire, with the only
currently advertised vacancy being the vacancy created following the tragic death of
Dr R Murphie from Loch Ree practice earlier this year. However this area has a
substantial group of GPs (at least 7) who are likely to retire within the next 2 years.
Recruitment to the west of the region has generally been more difficult than the east,
so there are considerable potential problems ahead. All 3 of the GP training posts in
the west are currently vacant, and we have been unable to recruit to the Rural
Training Fellow post over the last two years.
The Medical Director will be working with locality managers and clinical leads to find
individual solutions to the problems encountered by each practice.
Out of Hours: The GP Out of Hours Service survives due the high level of
commitment of a small number of GPs – most of whom are likely to retire from work
in the next 3-5 years. We have a small number of salaried doctors as well as shift
contributions from local GPs.
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There is a national review of GP Out of Hours Services going on, and a full report is
anticipated later this year/early next year. Currently the local OOHs service has filled
almost all of its shifts into the beginning of next year.
Conclusion: The Board continues to experience marked difficulties in recruitment of
medical staff – both directly employed and in General Practice.
The Board has a policy of filling all vacant slots with locums to maintain
service/safety – but this has a very substantial impact on locum agency spend.
Various initiatives are under way to recruit medical staff to the region, but some
redesign of services may follow that of the Oral Maxillo-Facial Surgery service.
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Appendix 1 – Locum Spend (information extracted from Financial Report Medical- Month 6 i.e. Apr-Sept 15)
Locum
Spend
(by
Grade)
Locum - Consultant
Locum - Non Consultant (Senior)
Locum - Non Consultant (Junior)
Grand Total

2013/14
£
2,603,620
£
675,736
£
145,771
£ 3,425,127

76%
20%
4%
100%

2014/15
£
3,439,546
£
1,399,888
£
194,795
£ 5,034,229
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2015/16 (M6)
68%
£
3,037,893
28%
£
488,671
4%
£
207,380
100% £ 3,733,944

81%
13%
6%
100%
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Appendix 2 – Medical Recruitment & Retention Figures (excluding Doctors in
Training)
The average retention rate of Consultant and Locum Consultant within D&G current
sits at 85% which is consistent with the UK average turnover but it is acknowledged
that this is high for Public Sector organisations. Table 1 details the number of
consultants started and left at D&G over the past 3 years.
Table 1
28/10/12 28/10/13
Started
Left
Approx no of
consultants
(HC)

28/10/1328/10/14

28/10/14 28/10/15

Total
Number

16
19

10
13

16
17

115

115

115

42
49

n/a

The charts below show that our retention problem areas as expected are
Consultants which form the majority of our medical workforce (63%) however it is
also evident from the numbers above and chart 2 that we have recruited a
substantial number of consultants. It is pertinent to note that 32% of the new starts
have been Locum Consultants i.e. on Fixed term contracts. It is also important to
acknowledge to the increase of Specialty Doctor employees, which is known as a
challenging grade to recruit to, particularly for District General Hospitals.
Chart 1
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Chart 2

Chart 3
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Appendix 3 - NHSScotland workforce statistics - Consultant vacancy rates by specialty as at 30th September extracted
from ISD website: http://www.isdscotland.org/Health-Topics/Workforce/Medical-and-dental/
Source - SWISS

Establishment
3

All specialties
All medical specialties
Emergency medicine
Anaesthetics
Intensive care medicine
Clinical laboratory specialties
Histopathology
Chemical pathology
Haematology
Immunology
Medical microbiology & virology
Clinical radiology
Medical specialties
General (acute) medicine
Cardiology
Clinical genetics
Clinical pharmacology & therapeutics
Infectious diseases
Dermatology
Endocrinology & diabetes
Gastroenterology
Genito - urinary medicine

119.8
116.8
4.0
14.2
14.5
3.0
3.0
2.5
6.0
30.6
4.6
4.0
2.0
1.0
3.0
2.0
-

Staff in
Post

Total
Vacancie
s

100.8
97.8
4.0
13.2
11.5
2.0
3.0
2.5
4.0
22.6
2.6
4.0
1.0
1.0
2.0
2.0
-

19.0
19.0
1.0
3.0
1.0
2.0
8.0
2.0
1.0
1.0
-
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Vacant
for 6
months
or more
13.0
13.0
1.0
3.0
1.0
2.0
6.0
2.0
-

Total
15.9%
16.3%
0.0%
7.1%
20.7%
33.3%
0.0%
0.0%
33.3%
26.1%
43.5%
0.0%
33.3%
0.0%
33.3%
0.0%
-

6
months
or more
10.9%
11.1%
0.0%
7.1%
20.7%
33.3%
0.0%
0.0%
33.3%
19.6%
43.5%
0.0%
0.0%
0.0%
0.0%
0.0%
-
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Geriatric medicine
Homeopathy
Medical oncology
Renal medicine
Neurology
Palliative medicine
Rehabilitation medicine
Respiratory medicine
Rheumatology
Audiological medicine
Medical ophthalmology
Clinical neurophysiology
Clinical oncology
Nuclear medicine
Allergy
Public health medicine
Occupational medicine
Psychiatric specialties
General psychiatry
Child & adolescent psychiatry
Forensic psychiatry
Old age psychiatry
Psychiatry of learning disability
Psychotherapy
Surgical specialties
General surgery
Cardiothoracic surgery
Otolaryngology
Neurosurgery

2.0
2.5
2.0
1.0
1.6
1.9
1.0
1.0
2.0
1.0
14.0
8.2
3.6
0.2
1.0
1.0
23.8
8.8
3.0
-

1.0
1.5
1.0
1.0
1.6
0.9
1.0
1.0
2.0
1.0
13.0
7.2
3.6
0.2
1.0
1.0
17.8
7.8
1.0
-
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1.0
1.0
1.0
1.0
1.0
1.0
6.0
1.0
2.0
-

1.0
1.0
1.0
1.0
3.0
1.0
-

50.0%
40.0%
50.0%
0.0%
0.0%
52.6%
0.0%
0.0%
0.0%
0.0%
7.1%
12.2%
0.0%
0.0%
0.0%
0.0%
25.2%
11.4%
66.7%
-

50.0%
40.0%
50.0%
0.0%
0.0%
52.6%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
12.6%
0.0%
33.3%
-
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Ophthalmology
Trauma & orthopaedic surgery
Plastic surgery
Paediatric surgery
Urology
Oral & maxillofacial surgery
Obstetrics & gynaecology
Sexual & reproductive medicine
Paediatrics specialties
Paediatrics
Paediatric cardiology
General practice
Not known medical specialty
All dental specialties
Oral medicine
Oral surgery
Orthodontics
Paediatric dentistry
Restorative dentistry
Dental & maxillofacial radiology
Oral microbiology
Oral pathology
Surgical dentistry
Community dentistry
Special care dentistry
Dental public health

2.0
7.0
2.0
1.0
6.0
6.7
6.7
3.0
1.0
1.0
1.0

1.0
7.0
1.0
6.0
6.7
6.7
3.0
1.0
1.0
1.0
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1.0
1.0
1.0
-

1.0
1.0
-

50.0%
0.0%
50.0%
100.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%

50.0%
0.0%
50.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
0.0%
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RECOMMENDATION
The Board is asked to:
(i)
Note the work undertaken to ensure sustainable, accessible routine NHS
dental services for patients in Newton Stewart; and
(ii)
To consider the recommendation of the Salaried Service Review
Implementation Group that: patients from Newton Stewart Dental Clinic can be
dispersed to the independent contractor sector in due course.

CONTEXT
Strategy / Policy:
Independent dental contractors are the Scottish Governments preferred service
delivery model for the provision of routine General Dental Services.
Organisational Context / Why is this paper important / Key messages:
NHS Dumfries and Galloway is required to submit a 3 year service and financial
plan to the Scottish Government regarding the Salaried Dental Service. Salaried
Dental Services must now operate within a set financial allocation and service
redesign is required to continue operation within this allocation.
This paper:
 Provides background to the outcome of the Salaried Services review; and
 Provides an update on the progress made in Newton Stewart to improve
capacity, accessibility and sustainability for the provision of general dental
services.

GLOSSARY OF TERMS
GDS -

General Dental Services
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MONITORING FORM

Policy / Strategy Implications

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

Staffing Implications

The review has significant implications for staff and
would involve organisational change. Unison
have been involved throughout the process and
the British Dental Association (BDA) have been
kept informed of progress regarding the review.

Financial Implications

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

Consultation

Consultation
regarding
the
i m p l e m e n t a t i o n c o n t i n u e s w i t h s taff,
independent dental contractors and stakeholders in
the clinic. The Scottish Health Council have been
closely involved in the review and will
continue
to
consider
proposed
communications with patients regarding the
implementation of the recommendations.

Consultation with Professional
Committees

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

Risk Assessment

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

Risks have been assessed and mitigations have
been identified.
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•
•
•

Best Value

•
•
•
•
•
Compliance
Objectives

with

Commitment and leadership
Responsiveness and consultation
Sound governance at a strategic, financial
and operational levels
Sound management of resources
Use of review and option appraisal
Accountability
Joint working
Equal opportunities arrangements

Corporate 4.

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

5.

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

Impact Assessment
Equality and Diversity Impact Assessment has been ongoing throughout the review
process. This led to an additional assessment being undertaken regarding the
accessibility and disabled facilities of independent dental contractor practices in
those practices reporting capacity to accept NHS patients. During the Equality and
Diversity Impact Assessment it was acknowledged that the Salaried Service Clinics
were excellent in terms of accessibility and disabled facilities. In regards to Newton
Stewart Dental Clinic, those participating in the Equality and Diversity Impact
assessment felt that at the time of the initial review there is not yet the range of
suitable alternative fully accessible independent contractor practices to allow
complete dispersal. The review working group then considered this at some length
and acknowledged that this was an area that did require some further focussed work
with existing independent contractors in Newton Stewart prior to full withdrawal of
salaried NHS dental services from this clinic site. It was also agreed at the impact
assessment that it was essential for patients to be given the locality summary
information regarding accessibility and disabled facilities of practices to help inform
their choices and to include a helpline number if patients felt that they needed to
have further discussion regarding their access needs.
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1. BACKGROUND
Board members will recall the paper considered at their meeting of 6th October
2014 which provided for the recommendations of the Salaried Service Review.
At that meeting Board members approved the recommendation of the Salaried
Service review in respect of Newton Stewart Dental Clinic which was that:
“Further work with local independent dental contractors and Salaried Dental
Service staff to be undertaken to ensure sustainable, accessible routine NHS
dental services for patients in this area prior to the complete withdrawal of routine
NHS dental services by the Salaried Dental Service”.
At its meeting on 5th October 2015, an update was provided to Dumfries &
Galloway Health Board confirming that one of the contractor dentists in Newton
Stewart had developed a proposal to expand their facilities. At that time, detailed
plans and the timescale for the proposed expansion were awaited to confirm that
the accessibility and capacity issues raised can be addressed prior to the
complete withdrawal of routine NHS dental services by the Salaried Dental
Service
2. NEWTON STEWART DENTAL CLINIC – FURTHER WORK
The paper presented to Board on 6thOctober 2014 noted that “in regards to
Newton Stewart Dental Clinic, those participating in the Equality and Diversity
Impact assessment felt that at the present time there is not yet the range of
suitable alternative fully accessible independent contractor practices to allow
complete dispersal. The review working group then considered this at some
length and acknowledged that this was an area that did require some further
focussed work with existing independent contractors in Newton Stewart prior to
full withdrawal of salaried NHS dental services from this clinic site.”
The need to address the accessibility and capacity issues has been further
emphasised in a petition received by the Board in the summer of this year and
also at a recent Area Committee meeting in Newton Stewart.
General Dental Services are currently provided in Newton Stewart by:
 A single-handed salaried dental practitioner to approximately 700 patients;
 Mr Hunter & his Associate provide services from premises at 2 Princes
Street, Newton Stewart to approximately 6,500 NHS registered patients;
 Mr Alexander and his Associate at South West Smile Care, provide
services from premises at 23 Albert Street, Newton Stewart to
approximately 1,500 NHS registered patients.
Mr Hunter has purchased the premises adjacent to his current practice and
planning is underway to expand their facilities to incorporate an additional ground
floor surgery and improve the practice accessibility.
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The development will:
(i)

(ii)
(iii)
(iv)

Provide an additional third surgery on the ground floor at the practice
increasing the potential capacity for an additional 1,500 NHS patients to
be registered.
Relocate the current upstairs surgery to the ground floor meaning all 3
surgeries will be located on the ground floor;
Provide for accessible toilet facilities on the ground floor;
Improve access to the premises by making alterations to the current
entrance;

Board officers are working with Council colleagues to explore the potential for
further on-street disabled parking to add to that available in the Visit Scotland car
park and also in Dashwood Square.
Work is planned to commence at Mr Hunter’s practice by April 2016 with
completion anticipated in the summer of 2016.
Mr Alexander has confirmed he is currently accepting all types of NHS patients
and that he would be willing to accept all types of NHS patients transferring from
the Board’s clinic by prior arrangement.
3. CURRENT STAFFING
There is currently one dentist and one dental nurse employed by the Board to
provide routine primary care dental services at Newton Stewart dental clinic and
the Board’s Organisational Change policy provides for the review of staffing
requirements following changes to services provision.
4. DISPERSAL OF PATIENTS TO INDEPENDENT CONTRACTORS
Approximately 2,500 patients from Lochmaben and Dumfries Dental Centre
clinics have been transferred to independent contractor practices in April of this
current year.
Patients were written to individually to give them 3 months notice of the transfer
which allowed for completion of any outstanding treatment by their current
dentist and gave them the opportunity to choose their preferred practice for their
future care and treatment. The process was carefully managed with reminder
letters and follow up telephone calls where required.
It is proposed that a similar process would be adopted if the Board support the
dispersal of patients from Newton Stewart dental clinic to independent contractor
practices for the provision of NHS general dental services.
5. RECOMMENDATION
The Salaried Service Review Implementation Group consider that the
development at Mr Hunter’s practice, together with Mr Alexander’s commitment
to accept transferring patients would ensure that capacity and accessibility is
available to ensure a sustainable service for patients in the Newton Stewart
area.
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RECOMMENDATION
The Board is asked to note the briefing.

SUMMARY
CONTENTS
Celebrating Excellence Award Winners
Annual Staff Carol Service
NHS welcomes 2015 intake of modern apprentices
Achievements
Moving On
New Appointment
Loyalty Awards July - September
REGULAR FEATURES
Retirals
New from the Scottish Executive including HDLs
Freedom of Information
Current Consultations
Chief Executive’s Diary
Chairman’s Diary

GLOSSARY OF TERMS
NHS -

National Health Service
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MONITORING FORM
Policy / Strategy

None

Staffing Implications

None

Financial Implications

None

Consultation / Consideration

None. However, Briefing is populated with
items of interest provided by any member of
staff.

Risk Assessment

Not applicable.

Sustainability

Not applicable.

Compliance with Corporate Objectives

Corporate Objective 4

Single Outcome Agreement (SOA)

Not applicable.

Best Value

Not applicable.

Impact Assessment
Not applicable.
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Celebrating Excellence Award Winners
Over 250 guests enjoyed a great night out at the NHS Dumfries and Galloway
Celebrating Excellence Awards at Easterbrook Hall on Friday 18 September.
The event attracted a record number of nominations and the judges faced the
difficult task of narrowing the field down to one winner and two runners up in each of
the ten categories.
The awards highlight excellence in areas including Improvement to Care and
Service, Cleanliness and Infection Prevention and Team of the Year. Consultant
Sonographer Colin Gibson played Master of Ceremonies.
Improvement to Care and Service Award – Sponsored by UNISON
Winner – Susan Coull (Parkinson’s Disease Nurse Specialist)
Cleanliness and Infection Prevention Award – Sponsored by University of the
West of Scotland
Winner – Laura White (Intensive Care Unit Senior Charge Nurse) and the intensive
care unit
Working Together in Partnership Award – Sponsored by Allocate Software Plc
Winner – Naloxone Lead Team
The Stuart Oliphant Leadership Award – Sponsored by NHS Dumfries and
Galloway
Winner – Lynnette Dickson (Inpatient Services Manager)
Creativity and Innovation Award – Sponsored by Mott MacDonald
Winner – Dalveen Enhanced Wing Nursing Team
Employee of the Year within: Education, Mentoring and Support Award
Sponsored by Dumfries and Galloway College
Winner – Laura Ross (Ward 7 Deputy Charge Nurse)
Volunteer of the Year Award– Sponsored by Crossflags BMW & Mini
Winner – The Dumfries and Galloway Hard of Hearing Group
Patients Award – Sponsored by Ernst and Young
Winner – Helen Coles (Respiratory Specialist)
Team of the Year Award – Sponsored by Laing O’Rourke
Winner – Acute Receiving Team
Chairman’s Award: Outstanding Contribution
Winner – John Knox (Lead General Manager for the Clinical Service Change
programme and Acute services redevelopment project)
Annual Staff Carol Service
The Annual NHS Staff Carol Service takes place on Tuesday 8th December 2015 at
7.00pm in the Crichton Memorial Church.
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NHS welcomes 2015 intake of modern apprentices
NHS Dumfries and Galloway welcomed 16 young people to its Modern
Apprenticeship programme.
The latest intake took part in a rigorous assessment and interview process which
tested their commitment and potential. They will take up their new roles in
departments across the organisation in October and will complete vocational
qualifications covering specialisms such as business and administration, life
sciences, finance and patient care.
Achievements
Karen Robson, Deputy Team Lead in Children’s Physiotherapy has passed her MSc
in Advanced Paediatric Physiotherapy
Amy Hunter Children’s physiotherapy HCSW has completed an SVQ level 3 in
Health and Social Care (Clinical)
Mel Sharp, Children’s Physiotherapist, has completed an SVQ level 8 to Assess
workplace competence using direct and indirect methods
Moving On
Professor Hazel Borland, our current Executive Nurse Director, will be leaving NHS
Dumfries and Galloway in the New Year when she will take up a new role as Nurse
Director at NHS Ayrshire and Arran.
New Appointment
Katie Hamilton has been appointed Advanced Nurse Practitioner at the Galloway
Community Hospital.
Loyalty Awards July - September
The following members of staff achieve 25 years of service with NHS Dumfries and
Galloway.
Lorraine Walker Support Worker
Murray Glaister Project Manager

25 Rosemount Street, Dumfries 23/07/1990
High North, Crichton Hall
18/12/1989

Retirements
In September GP Bob Mack retired from his position on the Dumfries and Galloway
Local Medical Committee and the GP sub-Committee of the Area Medical
Committee. Bob moved to Kirkcudbright from the Grampian area in 1987 and has
made an invaluable contribution to the shaping of primary care delivery in the region.
Graham Langley, Dental Officer at Sanquhar Dental Clinic Graham Langley retired in
August following 16 years of service in the region.
In September, the Workforce Directorate and colleagues from across the Health
Board came together to say farewell to John Glendining, who has been a familiar
face in his role since 1978.
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Vicky McClure, Admin Assistant at Galloway Community Hospital, Stranraer is
retiring on Xmas Day. Vicky has been employed by NHS Dumfries and Galloway for
35 years and is very well known in the Community.
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Freedom of Information – 1 September – 31 October 2015
A total of 80 requests were received between 1 September (42) and 31 October 2015 (38). Sixteen responses breached the 20
working days turnaround.
Ref
15-331

Received
02/09/15

Status
Political

Description
Closed
1. Of the number of A&E attendances in each month since 2011, how many 06/10/15
people: a. have been admitted to hospital wards b. have been given a referral to a
specialist. c. have both been admitted and subsequently given a referral to a
specialist upon discharge 2. Of the number of A&E attendances in each month
since 2011, how many people: a. have been admitted to mental health/psychiatric
units? b. have been given a referral to a psychiatrist or other mental health
professional or service? c. have both been admitted and given a referral to a
psychiatrist or other mental health professional or service? d. have attended A&E
for the principal reason being self-harm?

15-334

01/09/15

Other

How many laboratory based employees are there within NHS Dumfries & 25/09/15
Galloway? (majority of departments listed above) If you have a breakdown per
department, that would be useful too.
How many laboratory based consultants
are there within NHS Dumfries & Galloway? Again, if you have a breakdown per
department that would be useful. How many microscopes do NHS Dumfries &
Galloway own?
How many NHS Dumfries & Galloway employees use a
microscope daily, or require a microscope as part of their role? How many NHS
Dumfries & Galloway employees who use a microscope (if this is not recorded,
please instead provide figures for laboratory based employees) have had an
absence from work due to a work related RSI in the past five years? Please
provide a breakdown per year. If you also have a breakdown of specifics of RSI
(for example, back pain) that would be useful too. What was the average duration
of absence?
[If you record RSI figures due specifically to microscope usage,
please can you provide a five year history?] On average, how many hours per
day does a laboratory based consultant or BMS spend at their microscope? If an
employee is absent due to an RSI caused by their employment, are they paid full
pay and if so, for how long?
NOT PROTECTIVELY MARKED
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Status

15-335

02/09/15

Political

15-336

02/09/15

Media

15-337

03/09/15

Other

Description
What is the average annual salary for a laboratory based consultant? What is the
average annual salary for a BMS? Would a locum normally be brought in to cover
a lab based consultant's absence, and if so, what is their daily rate of pay? How
often are ergonomic workstation assessments carried out and is there an NHS
policy for this?
Does NHS Dumfries & Galloway actively seek ergonomic
solutions for their employees to avoid RSI's or do they address only once a
problem has been highlighted? Is there a separate budget for Occupational Health
equipment recommendations? Or, who would be responsible for purchasing any
Occ. Health recommended equipment?
1. How much money has been spent on the GP Returner Programme in each year
since the programme began? 2. How many people were recruited through the GP
Returner Programme in each year since it began? 3. How much money has been
spent on the Enhanced Induction Programme in each year since the programme
began? 4. How many people were recruited through the Enhanced Induction
Programme in each year since it began?
Based on your hospital rotas for junior doctors please can you tell me: The
maximum number of hours junior doctors are scheduled to work in a day The
maximum number of days junior doctors are scheduled to work in a row before
having a day off The maximum number of hours a junior doctor is scheduled to
work between a day off and their next day off The maximum number of hours a
junior doctor is scheduled to work in a seven day week Do any rotas ask junior
doctors to work seven night shifts in a row? Do any rotas ask junior doctors to work
more than seven days in a row? Do you undertake any monitoring to ensure junior
doctors are not working excessive hours? Please describe. Have you ever
investigated how the hours junior doctors actually work compare to the hours they
are scheduled to work? If so, please can you share your findings.
1. Please provide the following information, broken down for each of the financial
years 2010- 2011, 2011-12, 2012-13, 2013-14, 2014-15: i) The total number of
items ii) The total estimated cost 2.) In addition to these totals, please provide a
breakdown of items and their individual cost for each of the years above. Please
note, the information relates to items that belonged to the hospital, not personal
belongings of patients or staff members.
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Status

15-338

07/09/15

Other

15-339

07/09/15

Business

15-340

07/09/15

Political

15-341

07/09/15

Other

Description
I have seen similar requests made for previous years – so I hope that it is possible
to retrieve this information with the year 2014-15 added on.
I would like to receive an up to date project directory and a list of sub-contractors,
suppliers and consultants of all of the companies involved in the The Hospice,
Bankend Road, Crichton Royal Hospital, Day Clinic (Conversion). Scheme
comprises change of use of residential hospice to day clinic and formation of
additional car parking.
Within your trust how many intra-vitreal vials/implants have been used in the latest
4 months, if possible between May and August 2015 Please state the number of
vials dispensed from your pharmacy in this period, if the number for wet AMD is not
known, then regardless of reason for use. Lucentis (ranibizumab) Injections
Avastin
(bevacizumab)
Injections Eylea
(aflibercept)
Injections Illuvien
(Fluocinolone) Impants Ozudex (Dexamethasone) Implants Total Vials / Implants
Vials / Impants for Wet Age Related Macular Degeneration (wAMD)
1. The total number of a. Board members b. Women represented on the board In
the case of 1 b), please also express the number as a percentage of the whole
board. 2. The total number of: a. Members of the senior management team b.
Women represented on the senior management team In the case of 2 b), please
also express the number as a percentage of the whole senior management team.
3. The total number of: a. Applications received for each recently appointed Board
position since 2013, broken down by gender and the gender of the person
subsequently appointed.
In the case of 3a), please also express the number of
men and women appointed as a percentage of the total applications received for
each Board position. 4. The total number of: a. Applications received for each
recently appointed senior management position since 2013, broken down by
gender, and the gender of the person subsequently appointed. In the case of 4a),
please also express the number of men and women appointed as a percentage of
the total applications received for each senior management team position.
I have a Freedom of Information request regarding Psoriasis treatment. Could you
please provide me with the numbers of patients treated in the last six months with
the following drugs for Psoriasis. Adalimumab Apremilast Etanercept Infliximab
Ixekizumab Secukinumab Ustekinumab.
NOT PROTECTIVELY MARKED
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Status

15-342

08/09/15

Media

15-343

08/09/15

Other

Description
Closed
Does your trust have any policy on the use of biosimilar biologic drugs, if so, please
can you supply?
I am writing to you to request copies of any correspondence sent from the email 01/10/15
accounts of board chair Philip N Jones, chief executive Jeff Ace and finance
director Katy Lewis regarding the funding of the new Dumfries hospital project,
sent between 1st July 2015 and 1st September 2015.
Please provide details of the Board’s current appointment reminder service 28/10/15
supplier/system: 1. When the service was implemented and the specialties
included? 2. Monthly values for the numbers of patients contacted/reminder? 3.
Specific details of any aims/targets set of the reminder service and whether or not
these have been achieved.
4. Details of any patient complaints or technical
difficulties encountered whilst the service is in operation? 5. Where are the servers
used to process the appointment reminders located? If the service uses SMS 6.
What do you use in replace of NHSmail? 7. Where are the SMS carriers servers
located?
If the service uses automated IVR/IVM (Interactive Voice
Response/Interactive voice Messaging) calls;
8. Where are the servers that
undertake these calls located? 9. Do the IVR servers process patient identifiable
data? If the service uses agent calls; 10. What percentage of the overall service
outcomes are completed by an agent? 11. What information do agents have
access to? 12. Are all agents making the calls based in a call centre? 13. Where
are the call centres situated? 14. If not what percentage of calls are made by home
workers? 15. Geographically, where are the home based workers? 16. What
security measures are in place to prevent home-based workers from replicating
data locally? 17. Are all home based staff CRB checked? 18. Have you received
any complaints at all regarding the agent call service (including but not limited to:
manner, tone, ability to understand accents or dialects)?
19. Please provide
details of the member(s) of staff responsible for the implementation and continued
running of the service and their role within the Board? 20. Do you have or have
you considered any other uses for your reminder service? If so what are they? 21.
How do you keep personal information secure when transferring to a third party
supplier? Please provide details of: 22. Supplier 23. Expected contract length 24.
Contract review date 25. Cost of contract
NOT PROTECTIVELY MARKED
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Ref

Received

Status

15-344

08/09/15

Organisation

Description
Closed
26. Details of the implementation costs and on-going support costs. 27. Details of
the processes followed to procure an appointment reminder service. 28. Details of
the channels used to publish the notification of procurement, for an appointment
reminder service.
Is the Peer Approved Clinical System (PACS) in place in NHS Dumfries and 06/10/15
Galloway? (If no, please go to Q5) If PACS is in place: If the PACS system is in
place, how does it operate? (Please attach any relevant guidance) If the PACS
system is in place, how many applications have been made to the system in NHS
Dumfries and Galloway since it was first implemented? How many of these were
approved? How many of these were turned down? (Please give figures on a
quarterly basis and broken down by the below cancer groupings) Breast Cervical
Colorectal Head and Neck Lung Leukaemia Lymphoma Melanoma Myeloma
Ovarian Upper GI Urology Other In the two years prior to the PACS system being
in place, how many individual patient treatment requests (IPTR) were made to NHS
Dumfries and Galloway? How many of these were turned down? How many of
these were approved? (Please give figures on a quarterly basis and broken down
by the below cancer groupings) Breast Cervical Colorectal Head and Neck Lung
Leukaemia Lymphoma Melanoma Myeloma Ovarian Upper GI Urology Other
If
PACS is not in place: If the PACS system is not in place, how are decisions made
on non-formulary drug requests? (Please attach any relevant guidance) In the past
five years, how many requests has NHS Dumfries and Galloway received for nonformulary drugs? How many were approved? How many were turned down?
(Please give figures on a quarterly basis and broken down by the below cancer
groupings) Breast Cervical Colorectal Head and Neck Lung Leukaemia Lymphoma
Melanoma Myeloma Ovarian Upper GI Urology Other General questions: Do you
have publically available information on your website for patients and clinicians on
the application process for non-formulary requests? If so, please provide
information on where this can be accessed and attach any relevant
information/website. Following Scottish Medicines Consortium decisions being
published, what decision-making process does NHS Dumfries and Galloway use to
determine whether the treatment is added onto the local formulary?
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Status

15-345

09/09/15

Academic

15-346

09/09/15

Other

Description
Closed
(Please attach any relevant guidance) How long does it take for this decision to be
published on the website of NHS Dumfries and Galloway? (Please provide
evidence to support the answer) How is NHS Dumfries and Galloway refunded by
the Scottish Government for non-formulary requests through the New Medicines
Fund?
Insulin Pumps: What is the total number of people with Type 1 diabetes within your 07/10/15
Health Board area? How many of these are aged 18 or under? How many people
with Type 1 diabetes have been provided with NHS-funded insulin pumps? How
many are aged 18 or under? What plans are in place (or planned) for future
provision of insulin pumps to new users post CEL funding? What is the Health
Board’s policy on replacement of insulin pumps for current users after the warranty
period has expired? Continuous Glucose Monitoring Systems (CGMS): How many
people have been provided with NHS-funded CGMS (e.g. Dexcom or Medtronic
Enlite)? How many of these are on an ongoing basis (i.e. excluding short-term
loans for diagnostic or related purposes). How many are aged 18 or under? What
plans (if any) are in place for the future funding of CGMS by the Health Board?
1. How many children have been admitted to hospitals across your board after 07/10/15
swallowing (ingesting) a dangerous substance/ an object? Please provide the
figures for the years: 2010 2011 2012 2013 2014 2015 For each year, please
include a list of the substances/objects. For example: lithium batteries, excessive
amounts of cough medicine, a lego piece, wood etc. This information does not
include incidents where a child had an allergy - and the substance was only
dangerous for that reason. 2.) How many children were admitted to hospital after
choking?
Please provide the information for the same years above, and a
breakdown of objects that were the cause - if applicable (again for the same
years). 3) How many children required surgery after swallowing/choking on a
dangerous substance/object? 4) For the same years above, how many children
were admitted for rectal suppositories involving a dangerous substance/ an object.
Again, please list the objects, broken down by year.
5) How many children
required surgery for the information requested in (4.)? If questions 4-5 are not
held or would exceed cost limit, please exclude from my request and just provide
the information in 1-3.
NOT PROTECTIVELY MARKED
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10/09/15

Status
Media

15-348

10/09/15

Media

15-349

11/09/15

Media

15-350

11/09/15

Media

Description
The number of doctors who have resigned from their jobs stating that stress,
depression or related illnesses are the reason for doing so in the last three years.
-The number of nurses who have resigned from their jobs stating that stress,
depression or related illnesses are the reason for doing so in the last three years.
-The number of trainee-doctors and trainee-nurses who have resigned from their
jobs stating that stress, depression or related illnesses are the reason for doing so
in the last three years.
- The number of staff members who have been suspended with full pay in the last
three years. Please break this information down by job title(position held), year
and provide the reason for suspension. -How much money has been paid to staff
members who have been suspended on full pay in the last three years? Please
break this down by year.
-The number of staff members who have been
suspended with part-pay in the last three years. Please break this information
down by job title(position held), year and provide the reason for suspension. How much money has been paid to staff members who have been suspended on
part-pay in the last three years. Again, please break this down by year.
1. Full details of all adverse incidents recorded in all medical establishments –
including hospitals and doctors surgeries – within your health board area. Your
response should provide a complete log of all adverse incidents recorded between
September 1, 2014, and September 1, 2015 – including the date of the incident,
establishment, department (where applicable), a description of what happened,
any injuries/deaths sustained due to the incident, and any disciplinary action taken
in relation to the incident. 2. A full log of any problems/incidents/errors with crash
call systems used in hospitals within your health board area. Your response should
provide a complete log of all errors/malfunctions with the crash call system
recorded between September 1, 2014, and September 1, 2015 – including the
date of the incident, establishment, department (where applicable), a description of
what happened, any injuries/deaths sustained due to the incident, and any
disciplinary action taken in relation to the incident.
1. For the week starting August 28th how many consultants were working across all
A&E departments within your Trust on weekends i. during the day? ii. at night? 2.
How many were on call?
NOT PROTECTIVELY MARKED
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Status

15-351

14/09/15

Media

15-352

14/09/15

Other

15-353

17/09/15

Media

Description
3.Can you please breakdown the total numbers by specialism eg. cardiologist? 4.
For the week starting August 28th, how many consultants were working across all
A&E departments within your Trust from Monday - Friday i.during the day ?ii. at
night? 5. How many were on call? 6. Can you please break down the total numbers
by specialism? 7. If there are no consultants on duty at any time, please outline the
most senior staff available/on call?
1.) How much money has been spent on taxis by your board across the last four
financial years? Please provide the figures by year for: 2010/11 2011/12 2013/14
2014/15 For each year requested above, break down by: - taxis spent by
staff/executives - taxis used by patients or their families (for example, to take them
to and from hospital, appointments at a different hospital etc.) - All other taxi costs
incurred that do not fit into the categories above (for example, visitors to the
hospital whereby the board covered the costs) If you cannot provide a breakdown,
please include just include the total for each year. 2.) Please provide details of the
10 most expensive taxi trips made in the financial year 2014- 15. By details, I
would like - for each trip: i) the cost of the trip ii) whether the passenger was a
patient or staff member iii) The number of miles travelled (only if you hold this
information) ii) Any reason you have relating to the purpose of the trip. For
example, in the case of staff this may be a conference. For a patient, this could be
an appointment at another hospital and/or due to a shortage of traditional patient
transport services. If part 2 of my request is not obtainable or would exceed cost
limit, please exclude from my request. Please do not delay my request to inform
me.
A list of hotels used by the health board to house patients while they are being
treated. This could be within the health board area, or out with if they are being
treated by another health board. * The reason why hotels are used. * The cost of
putting patients up in hotels. * This information should cover the last three years
and be broken down by year. * Please include the name and location of the hotel.
How many consultants employed by NHS Dumfries and Galloway will reach the
age of 65 by the end of the following financial years? * 2015/16 * 2016/17 *
2017/18 * 2018/19 * 2019/20
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14/10/15
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Ref
15-354

Received
17/09/15

Status
Political

15-355

18/09/15

Media

15-356

18/09/15

Media

15-357

18/09/15

Business

15-358

21/09/15

Media

Description
The total amount of money spent on staff working on a full time or part time basis
on trade union Media. * The estimated annual cost of any other resources used by
staff working full- or part-time on trade union Media (office space, telephone etc.). *
The number of paid employees working full or part-time on trade union Media. *
Please provide an annual figure for each year, since 2009.
1.Can you tell me please how many prescriptions of Viagra (also known as
sildenafil) have been made by the health board in each of the following years –
2015, 2014, 2013, 2012, 2011 and 2010. 2.For the same years, please provide the
number of prescriptions made for each drug for erectile prescription prescribed.
3.For each year, please provide the total cost of prescribing these drugs. 4.Please
provide the same information (cost and number of prescriptions) for each year for
any drugs prescribed to women for sexual dysfunction.
1.Can you tell me please how much the health board has paid in ‘finders’ fees’ to
agencies for locum staff in each of the following years – 2014/15, 2013/14,
2012/13, 2011/12 and 2010/11. 2.For each year, can you tell me please what the
highest finders’ fee was and for what type of staff member (for example a doctor or
a nurse – please provide their seniority and specialism). 3.For each of the highest
fees, please provide the number of hours the staff member worked and the total
payment made to the agency. 4.If known, please provide the amount the staff
member received and how much in total the agency took in fees. 5.For each of the
questions above, please provide the names of the agencies used.
how many patients with Multiple Sclerosis have been treated with MS disease
modifying drugs in the past 12 months? Please provide the number of patients by
treatment for the following disease modifying drugs. * Aubagio (teriflunomide) *
Avonex (interferon beta-1a) * Betaferon (interferon beta-1b) * Copaxone
(glatiramer acetate) * Extavia (beta interferon-1b) * Gilenya (fingolimod) *
Lemtrada (alemtuzumab) * Rebif (beta interferon-1a) * Tecfidera (dimethyl
fumarate) * Tysabri (natalizumab) * Ampyra (fampyra) * Peginterferon beta-1a *
Any others
1.Can you tell me please at the health board’s one biggest hospital, using the most
up to date weekly rota available, how many consultants are working (actually in the
hospital, rather than on call) at the weekend.
NOT PROTECTIVELY MARKED
Page 14 of 36

Closed
16/10/15

25/09/15
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Status

15-359

21/09/15

Media

15-360

21/09/15

Media

15-361

21/09/15

Media

Description
2.Can you tell me how many consultants are working on a weekday in the same
week. 3.Can you tell me how many consultants are on call over the weekend. 4.If
possible, can you tell me how many consultants working at the largest hospital
generally do not work weekends on a voluntary basis and are only on call.
5.Please can you tell me how many consultants are currently employed by the
hospital.
1.Can you tell me please how many NHS managers who have been made
redundant in the past five years have subsequently been rehired. 2.In each case,
can you please provide the rank of each and the approximate redundancy pay they
received. 3.Please provide any detail you can on why these staff may have been
rehired after being made redundant initially.
1.Can you please tell me please what financial incentives are offered to hospital
staff to work out of hours, providing a breakdown of the usual rates for each type
of staff (eg consultants, junior doctors, nurses etc) given incentives and the
incentive rates offered to work out of hours. 2.Can you tell me please if the
incentive has increased in the last five years. 3.And, if financial incentives are
provided, can you please give me the total additional costs of these incentives for
2012-13, 2013-14 and 2014-15.
1.Please provide the number of locum doctors or consultants residing overseas
employed by the health board in 2014-15, and also in 2015-16 up until the present
day? 2.For each year, please break down these employees into the country they
lived in, their specialism and title, if they were male or female, and how many shifts
they covered 3.Please provide details of how much they were paid per shift, per
hour, per week and the equivalent salary for the year. If the same shift were
covered by a staff member of the same title and specialism, please provide the
figure for pay per shift, per hour, per week and the salary for the year. 4.For each
locum doctor or consultant from overseas, please provide details of whether their
travel costs or accommodation were paid for by the health board. 5.If their travel
costs were paid, please provide details of the cost per shift and the form(s) of
transport used. For accommodation, please provide details of where they stayed
and the cost per night.
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Ref
15-362

Received
21/09/15

Status
Other

15-363

21/09/15

Media

15-364

21/09/15

Other

15-365

21/09/15

Other

Description
Could you please let me have your Privacy Impact Assessment and any
Information Sharing Agreements that you have for this project and any
documentation around the information governance arrangements and IG protocols
you mention that documents the legal basis for sharing and how it will all be done?
How many people have been treated for stab wounds to the anal, buttock and/or
bowel area? - What were the ages and sexes of the patients stabbed in these
areas? - How many of these stabbings resulted in the patient being fitted with a
colostomy bag? I would like this information broken down into the following
calendar years: January 2015 - August 2015 (or more up-to-date if possible)
January 2014 - December 2014 January 2013 - December 2013 January 2012 December 2012 January 2011 - December 2011 January 2010 - December 2010
January 2009 - December 2009 January 2008 - December 2008 January 2007 December 2007 January 2006 - December 2006 January 2005 - December 2005
January 2004 - December 2004
5. What is the period acceptable by Scottish NHS guidelines from referral to fitting
of hearing aids?
1. Can you tell me how much it costs to employ current NHS
Dentist in the Galloway Hospital, Stranraer? 2. His working hours? 3
How many Clinical Chemistry Testing Analysers does your NHS board have in its
facilities? ·Which companies have you purchased Clinical Chemistry Testing
Analysers from? ·Are they due to be updated to a newer Clinical Chemistry Testing
Analysers to ensure best health practice? ·How much have these cost your NHS
board over the last 3 to 5 years? ·Are there plans to purchase more of them in the
next 12 to 24 months and if so do you go out to tender for them? ·Are your
analysers covered under a managed service contract? If so which company runs
this? ·How many assays per day does your lab teams run on the clinical testing
analysers? ·How many assays are sent to out to external labs due to your facilities
not being able to run them? ·Can you provide a “test menu” to me please of the
tests/assays you run “in house”? ·How often do you run QC (quality control) on
your testing analysers?. Can you confirm how many times per day/per week you
run QC to ensure your patient samples are correct? ·Which EQA (External Quality
Assessment) does your labs adhere to?
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15-366

21/09/15

Political

15-367

22/09/15

Business

15-368

24/09/15

Other

Description
In regards to Point of Care (POC) patient sample testing can you tell me if you
have smaller clinical testing Analysers/machines that ER and other departments
would use to test for the likes of diabetes or cardiac trauma for example. How many
does your facilities have? Also in addition to the above can you provide an
organogram (organisational structure chart) of your purchasing departing &/or the
department/s that are liable for the upkeep and replacement of Clinical Chemistry
Testing Analysers in your NHS board please. Could you also provide an
organogram of the the labs that are responsible for the daily use of the clinical
testing analysers.
1) How many hospitals in your health board prohibit smoking outside within its
hospital grounds? 2) How many hospitals in your health board prohibit the use of
e-cigarettes outside within its hospital grounds? 3) How many hospitals in your
health board have a designated outside smoking area within its hospital grounds?
4) How many complaints has your health board received with regards to not being
able to smoke or use an e-cigarette outside within its hospital grounds since 2013?
5) What consequences have those who have been caught smoking/using, both
tobacco and e- cigarettes, in an outside restricted area faced since 2013?
* Spend on Locum/Agency Doctors & Medical Locums for the April 2014 – March
2015 Financial Year * Spend on Locum/Agency Nursing staff for the April 2014 –
March 2015 Financial Year * Spend on Locum/Agency Paramedics & Emergency
Services Personnel for the April 2014 – March 2015 Financial Year * Spend on
Locum/Agency Social Workers for the April 2014 – March 2015 Financial Year
1. Contract Category: Please see select from the categories provided; Enterprise
Content Management; Asset Management; Data Management and Reporting
Systems; Mobile Application Solutions. 2.
Existing Supplier Name for each
contract 3. Software Brand: Can you please provide me with the actual name of
the software. Please do not provide me with the supplier name again please
provide me with the actual software name. 4. Contract Description: Please do not
just state two to three words can you please provide me detail information about
this contract and please state if upgrade, maintenance and support is included.
Please also include the modules included within the contract. 5.
Number of
Users/Licenses: What is the total number of user/licenses for this contract?
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15-369

24/09/15

Other

15-370

29/09/15

Other

Description
Closed
6. Annual Average Spend for each contract 7. Contract Duration: What is the
duration of the contract please include any available extensions within the contract.
8. Contract Start Date: What is the start date of this contract? Please include
month and year of the contract. DD-MM-YY or MM-YY. 9. Contract Expiry: What
is the expiry date of this contract? Please include month and year of the contract.
DD- MM-YY or MM-YY. 10. Contract Review Date: What is the review date of this
contract? Please include month and year of the contract. If this cannot be provided
please provide me estimates of when the contract is likely to be reviewed. DD- MMYY or MM-YY 11. Contact Details: I require the full contact details of the person
within the organisation responsible for this particular software contract. 12. Notes:
Please provide me with any further information with regards to this contract this
could include any contract extension available as well as information on renewals
or plans for future tenders.
The lastest total annual figures for reported extravasation injury within your 16/10/15
NNU/NICU/SCBU - Model of the large volume infusion pump used on the unit Model of the syringe pump used on the unit
Could you please send me contract information relating to Banking Services, Audit 16/10/15
Services and Card Processing Services. If you do not understand what each of
these mean please see below: Banking Services- contract information relating to
the organisation banking services. Audit Services (Financial) – contract relating to
assurance, tax and advisory services. Card Processing Services / Merchant
services- a wide range of payment processing options. Most automatically
associate merchant services with debit and credit card processing Can you please
provide me with the following contract information for each of the contract category
specified above: Contract Category: Please see select from the categories
provided; Banking Services; Financial Audit Services; Card Processing Services
Existing Supplier Name for each contract Contract Description: Please do not just
state two to three words can you please provide me detail information about this
contract and please state if upgrade, maintenance and support is included. Please
also include the modules included within the contract. Annual Average Spend for
each contract Contract Duration: What is the duration of the contract please
include any available extensions within the contract.
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15-371

29/09/15

Business

15-372

30/09/15

Other

Description
Closed
Contract Start Date: What is the start date of this contract? Please include month
and year of the contract. DD-MM-YY or MM-YY. Contract Expiry: What is the
expiry date of this contract? Please include month and year of the contract. DDMM-YY or MM-YY. Contract Review Date: What is the review date of this contract?
Please include month and year of the contract. If this cannot be provide please
provide me estimates of when the contract is likely to be reviewed. DD-MM-YY or
MM-YY Contact Details: I require the full contact details of the person within the
organisation responsible for this particular software contract. Notes: Please
provide me with any further information with regards to this contract this could
include any contract extension available as well as information on renewals or
plans for future tenders
1. Does the NHS Board have a Prostate Cancer and/or Urological Cancer Multi- 28/10/15
disciplinary team (MDT)? MDT Name Yes/No If Yes please provide Members
names and/or role NameRole 2. We would like to understand how the NHS Board
deals with the treatment of Prostate Cancer, and therefore we would like to request
any documents that are used to cover this treatment area e.g. Referral Pathways /
Care Pathways / Prescribing Guidelines. 3. We would also like to request any
Referral Pathways / Care Pathways / Prescribing Guidelines for Adult Nutrition.
Over the last five financial years, how much money has been paid out in medical 23/10/15
negligence pay-outs by your board?
I would like the figures for: 2010-11 201112 2012-13 2013-14 2014-15
This includes payments to both patients and
relatives of patients.
The information also relates to the year that the
compensation payment were paid out, and the year that other costs were paid –
regardless of whether the claim was submitted or related to an incident at an earlier
time.
For each year, please include the following (broken down as separate
totals if possible):
The total amount in compensation payments
The total
amount spent on defence bills The total cost of reimbursing successful claimants
legal expenses Any other costs incurred
For the last two years (2013-14 and
2014-15) I would like each case broken down by payment and if possible, reason:
For each case, I would like:
The year (2013-14 or 2014-15)
The total
compensation payment (I do not require legal costs for (2)
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Details of what the negligence claim related to – e.g. foreign object left in body
following an operation, wrong medication administered, etc.
would it be possible to send me data for genital warts cases diagnosed in Dumfries
and Galloway for each full year since 2010, by age, gender and sexuality (if
available) please? I would prefer an electronic version in Microsoft Excel, although
if this is not possible any available format would be an acceptable alternative.
How many instances did patients fail to attend their scheduled appointments
broken down in the following way, in the last three years: September 2012September 2013 i) 1 instance ii) 2 instances iii) 3 instances iv) 4 instances v) 5 or
more instances September 2013-September 2014 i) 1 instance ii) 2 instances iii) 3
instances iv) 4 instances v) 5 or more instances September 2014-September 2015
i) 1 instance ii) 2 instances iii) 3 instances iv) 4 instances v) 5 or more instances To
clarify, I am seeking to know how many patients failed to attend appointments on
more than one occasion for the years 2012 -2013; 2013 -2014; 2014-2015 – years
ending in September, i.e September 2012 - September 2013 would be one year.
What the average timescale is for NHS Dumfries and Galloway to process
guardianship and intervention orders (both welfare and financial powers) and
whether this timescale adheres to the deadlines as set out in the Adults with
Incapacity (Scotland) Act 2000; How many applications for guardianship and
intervention orders (both welfare and financial powers) have been processed by
NHS Dumfries and Galloway in each of the last three years; How many
applications for guardianship and intervention orders (both welfare and financial
powers) took more than 21 days to process.
1.) How many people have undergone cosmetic procedures over the last four years
at your health board? (I am only looking for information relating to operations
carried out under the NHS, and not private operations). Please break down by
the type of cosmetic procedure. The information I require relates to both nonsurgical cosmetic procedures, as well as cosmetic surgery. If you do not hold a
central list of what constitutes cosmetic surgery, please provide numbers of the
following operations (if you use a different term to describe the surgical procedure,
please exchange for that):
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Breast augmentation
Breast reconstruction Breast lift Breast reduction
Dermabrasion Blepharoplasty (Surgery of the Eyelids) Facial Scar Revision Hair
Replacement Mentoplasty (Surgery of the Chin) Otoplasty (Surgery of the Ears)
Rhinoplasty (Surgery of the Nose) Rhytidectomy (Surgery of the Face) Skin
Resurfacing Fat grafting Skin grafts tissue expansion flap surgery Labiaplasty
Penile augmentation Tummy tuck/abdominoplasty/ other excess skin removal
laser treatment for hair removal botox injections
I am writing under the terms of the Freedom of Information Act 2000 to request 20/10/15
information held by your organization regarding its Consultant Nurse, Midwife and
Allied Health Professions workforce. I would be grateful to receive information
regarding the current workforce establishment for your Board area. I would be
pleased if you could provide the whole time equivalent for each post / professional
group as well as the total headcount, in the table below: Professional Group Whole
time equivalent Headcount Consultant Nurses Consultant Midwives Consultant
Allied Health Professionals Of the total number of Consultant Allied Health
Professionals (as requested above), I would be grateful if this data is broken down
to represent the primary professional qualification of the post holders in the table
below: Consultant Allied Health Professional Group Whole time equivalent
Headcount Arts Therapists Diagnostic Radiographers Therapeutic Radiographers
Dieticians Occupational Therapists Orthoptists Paramedics Physiotherapists
Podiatrists Prosthetist/Orthotists Speech and Language Therapists Thank you very
much for dealing with this request.
How much was spent by the NHS board on the salaries of locum staff hired to 28/10/15
cover shifts at hospitals within the NHS board area in each of the financial years
2010-11, 2011-12, 2012-13, 2013-14 and 2015? What was the largest amount
paid to a locum doctor for a single shift in 2014-15 and how long was the shift?
How much was spent on the accommodation of locum staff hired to cover shifts at
all hospitals within the NHS board area in each of the financial years 2010-11,
2011-12, 2012-13, 2013-14 and 2015? How much was spent on the travel costs
of locum staff hired to cover shifts at all hospitals within the NHS board area in
each of the financial years 2010-11, 2011-12, 2012-13, 2013-14 and 2015?
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What were the travel routes taken by by locum staff who had their travel paid for or
reimbursed by the NHS board in each of the financial years 2010-11, 2011-12,
2012-13, 2013-14 and 2015? And what was the cost of each travel route?
1. The number of junior doctors employed by the health board during the financial
year of 2012/2013 and again in 2014/2015 2. The most and fewest number of
hours per week a junior doctor worked during the financial year of 2012/13 and
again in 2014/15 3. The average number of hours a junior doctor works during
the week
4. The number of junior doctors who left/quit the health board in
2012/13 and in 2014/15 5. The number of consultants employed by the health
board during the financial years of 2012/13 and 2014/15
6. The number of
consultants who have left/quit the health board in 2012/13 and 2014/15 7. The
number of nursing staff (including specialists but not agency staff) employed by the
health board in 2012/13 and again in 2014/15
8. The number of agency staff
employed by the health board and the number of hours worked by agency staff in
2012/13 and 2014/15
Total No. of suppliers invoices paid? Total value of suppliers invoices paid? Nos
of suppliers invoices paid within 10 working days? % of suppliers invoices paid
within 10 working days? Nos of suppliers invoices paid within 30 calendar days?
% of suppliers invoices paid within 30 calendar days?
For the past five years, up to and including the date 1/10/15 (broken down by year)
Formal complaints from members of staff about the quality of food served at
hospitals under your jurisdiction For these instances, details of the complaint
including the date the complaint was made, what food was being complained
about, a copy of the complaint and the staff level of the person who made the
complaintFor these instances, whether any action was taken by the hospital to
address the complaint
Please advise the current (as at 9 October 2015) waiting times for patients who
have been referred for an MRI Scan at Dumfries Royal Infirmary. This should
distinguish between patients who have been referred for an urgent MRI Scan and
those waiting for a routine MRI Scan.
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Can you please tell me for each of the hospitals within your health board area how
much is paid on average per meal served to patients. Please may I have a sample
of the menu for each of the hospitals on a day of your choice this month. Can you
tell me please if the food was made fresh on site or brought in from elsewhere.
Also can you identify if any items on the menu are ready meals (bought pre-made
rather than made from scratch) and confirm whether the hospital serves ready
meals brought pre-prepared from supermarkets or providers. If any of the meals including main meals, starters and desserts – are pre-prepared, can you please
provide the name of the company these meals were purchased from.
1.Can you tell me please how many face to face consultations in total GPs in the
health board provided in each of the following years – 2014-15, 2013-14 and 201213. 2.Can you tell me how many telephone consultations GPs held in each of these
three years. 3.Please break down for each surgery the number of face to face and
telephone consultations in each year. 4.Please provide examples of what kinds of
patients would receive telephone consultations and the average time they would
usually last.
1. How much money has been paid out to staff working at your board through
compensation claims following accidents/injuries at work during the period outlined
below? Please provide this information broken down by the following financial
years (with the totals for each financial year included).
2010/2011 2011/2012
2012/2013 2013/2014 2014/2015 I am not requesting information for the year that
the incident occurred, but the year that the payment was made. This information
request relates to any staff employed by your board, and where the injury took
place on the premises. 2. Please provide the separate amounts paid out for each
case, and any detail you hold relating to the reason behind the claim (i.e detail of
the injury and year). 3. I would also like a full list of injuries/accidents staff at your
health board have recorded at work broken down for the last five years (the same
financial years listed above) - including those where a compensation claim was not
made. If you cannot provide this information/can only provide partial information - I
would still like the total numbers of accidents and injuries reported over the last
five financial years (listed above).
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4. For the last five financial years, please provide the number of injuries reported,
broken down by the professions listed below (this relates to the information in 3. so regardless of whether a
compensation claim was made.)
doctors/consultants/surgeons - nurses - Other medical staff - e.g. physiotherapists non-medical staff For this part of my request (4.) I would like the combined total,
not broken down by year.
I am looking for the name, telephone number and email address for the following
roles. Perhaps you could pass on to me the contact details of somebody who
would have this information? * Biochemistry Lab Manager * Consultant Biochemist
* Haematology Lab Manager * Consultant Haematologist * Immunology Lab
Manager * Microbiology Lab Manager * Cellular Pathology Lab Manager * Overall
Pathology Manager
For NHS Dumfries and Galloway, how many patients in total over the last three
years have been referred for allergy-related reasons to hospitals or other medical
facilities outside of Scotland? If possible, also state how many of the patients are
adults and how many are children; and the location and name of the hospital/clinic
they have been referred to. Please also break the numbers down for each of the
last three years
1. The number of staff employed in the NMAHP Directorate for 2010, 2011,
2012,2013, 2014 and 2015. 2. The number and grade of staff who resigned from
their posts in the NMAP Directorate for 2010,2011,2012,2013,2014 and 2015. For
staff members who resigned please include the length of service in the NMAP
Directorate prior to departure. *Please note this request only refers to staff and
teams who come under the direct managerial remit of the Executive Nurse Director.
Monitoring Rectification Form - July 2015
1. How many incidents were reported to the board in EACH of the last three
calendar years that involved faulty equipment/ equipment failure? 2. How many of
these incidents (from question 1) resulted in injury or ill health in EACH of the last
three calendar years? Please break the figures down to show what type of
equipment was involved in each incident and the nature of the injury or ill health
that occurred. Please also provide details of the hospital where each incident
occurred.
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3. How many of these incidents (from question 1) resulted in death in EACH of the
last three calendar years? Please break the figures down to show what type of
equipment was involved in each incident and the hospital where the incident
occurred. 4. How many near misses were reported to the board in EACH of the
last three calendar years that involved faulty equipment/ equipment failure? Please
provide details of the equipment
that was found to be faulty and what
hospital/medical facility it was being used in at the time the fault was discovered.
I seek to understand the expenditure on / procurement budget for the years 20102014 (inclusive) for NHS Dumfries and Galloway, awarded to each of the following
areas: i. Telehealth ii. Telecare iii. Digitally-enabled services for health and/or
social care provision (if this includes a number of different elements then please
include the breakdown into whichever categories you break it into)
1. The number of sick days taken by clinical staff for the reason of mental ill health
in a) 2011, b) 2012, c) 2013, c) 2014. 2. The number of sick days taken by all
NHS staff for the reason of mental ill health in a) 2011, b) 2012, c) 2013, d) 2014
I would like to request information on the trust agency locum spend for the past
financial year. Please could you provide me the locum spend for doctor’s only. It
would be helpful if you could break it down into each specialty and then further into
each grade (SHO, Registrar, Consultant). I.E. Emergency Medicine SHO
Registrar Consultant.
1. How many people did your health board refer to food banks in each quarter
since 2011- 12 (including from primary and secondary care)? 2. Of the referrals in
question 1 how many referrals (if one referral was a family) related to children
under 18?
1. How many hospital beds have existed in your health board in each year since
2011/12: a. In the hospital sites of your health board b. In GP surgeries (aggregate
total) c. Other 2. What has been the occupancy rate in each year since 2011/12 a.
In the hospital sites of your health board b. In GP surgeries (aggregate total) c.
Other 3. What has been the occupancy rate of inpatient hospital wards in each
year since 2011-12 broken down by specialization?
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1. How many people (aged over 18) received a mental health treatment outside
their normal health board area of residence in each year since 2010 a. As
inpatients b. As day and outpatients 2. How many people (aged up to the age of
18) received a mental health treatment outside their normal health board area of
residence in each year since 2010 a. As inpatients b. As day and outpatients
Within your health trust how many patients are currently [within the past 6 months]
being treated for Colorectal Cancer? Of these how many are treated with the
following therapies; * Bevacizumab * Cetuximab * Panitumumab * Aflibercept *
Oxaliplatin * Irinotecan * 5-Fluorouracil * Irinotecan with 5-fluorouracil (5FU) and
folinic acid [FOLFIRI] * Oxaliplatin with 5-fluorouracil (5FU) and folinic acid
[FOLFOX] * Capecitabine and oxalipatin (CAPOX / XELOX) * Capecitabine and
irinitecan (CAPIRI)
I am writing to request, under the Freedom of Information (Scotland) Act 2002, a
copy of your NHS Board's operating protocol in support of warfarin users to self
test their International Normalized Ratio (INR); or confirmation that no protocol
exists or is in operation within your NHS Board area.
1.Can you tell me please how many alcohol brief interventions (ABIs) have been
made in GP surgeries in each of the following years – 2014-15, 2013-14, 2012-13,
2011-12 and 2010-11. 2. Can you tell me how many alcohol brief interventions
(ABIs) have been made in emergency departments in each of the following years –
2014-15, 2013-14, 2012-13, 2011-12 and 2010-11. 3. Can you tell me how many
alcohol brief interventions (ABIs) have been made in maternity wards in each of
the following years – 2014-15, 2013-14, 2012-13, 2011-12 and 2010-11. 4.Can you
please provide a breakdown of the ages and genders of those given ABIs –
including the exact ages of any children under 18 and the rest in 10 year age
brackets, eg 20-29 years old, 30-39 etc. 5.Can you please provide a breakdown of
the types of conditions patients came in with, before receiving an ABI from the
NHS. 6.Can you also provide the criteria the health board uses before deciding
whether to give someone an ANI during an appointment.a
I am writing on behalf of the Dumfries and Galloway ME Group, which is based in
Dumfries, to ask you for the following information. Do you have a consultant who Is
In charge of the care of people who have ME, that live in Dumfries and Galloway?
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Do you have any Local Authority and NHS policies, procedural guidance or
pathways in place for caring for a person who has ME? If so, would it be possible to
have a copy of these documents?
In accordance with the Freedom of Information Act, I would be grateful if you could 21/10/15
comply with the following request: * Please provide details of the number of
freedom of information requests received in each year since 2011/12 and how
many of these were replied to in full within the 20 working day time limit. * Please
provide details of the number of staff employed to handle freedom of information
requests (for example, FOI officers) in each year since 2011/12. Thank you in
anticipation for your assistance and I look forward to your response.
In accordance with the Freedom of Information Act, I would be grateful if you could
comply with the following request: Please provide details of how many of the
nurses employed by the health board are from outwith the European Economic
Area and what percentage of the total this represents. Please provide details of
how many of the nurses from outwith the European Economic Area (a) are earning
less than £35,000 per annum, (b) have been working in the United Kingdom for
more than six years.
Can you tell me what your overall budget for mental health spending was in the
financial year 2013/14 Can you tell me what your overall budget for mental health
spending was in the financial 2014/15; Can you tell me what your overall budget for
mental health spending was in the financial year 2015/16; Can you tell me what
your overall budget for mental health spending will be in the financial year 2016/17,
if you know it. If your budget has changed substantially in any year due to new
contracts or any other reason, please do feel free to supply accompanying detail.
Lyme Disease statistics
03/11/15
For each of the past five financial years I would like to know the following; The
number of children aged 10 and under who had bariatric surgery. The number of
children aged 11 to 16 who had bariatric surgery. The number of people aged 17
and 18 who have had bariatric surgery. For each category I would also like a
breakdown of the types of surgery they had.

NOT PROTECTIVELY MARKED
Page 27 of 36

250

Ref
15-406

Received
23/10/15

Status
Other

15-407

27/10/15

Political

Description
Closed
Network Provider(s) - Please provide me with the network provider name Annual
Average Spend- Can you please provide me with the average annual spend over
the 3 years. If this is a new contract can you please provide the estimated annual
spend. Number of Users- Number of connections for each network provider.
Duration of the contract- please state if the contract also include contract
extensions for each provider. Contract Start Date- please can you provide me with
the start date of the signed agreement. Please do not provide me with the
framework contract date i require the contract dates of the signed agreement.
Contract Expiry Date- please can you provide me with the expiry date of the signed
agreement. Please do not provide me with the framework contract date i require
the contract dates of the signed agreement. If the contract is rolling please state.
Contract Review Date- Please can you provide me with a date on when the
organisation plans to review this contract. The person within the organisation
responsible for this particular contract. Can you send me the full contact details
Contact Name, Job Title, Contact Number and direct email address for each
network provider? If full contact details cannot be provided please send me the
actual job title.
If the supply of mobile phones if provided by an external
organisation please state the name of the organisation, the number of users
(Connections of your organisation only) and the name of the network provider.
Please can you provide me with the latest information- If the organisation’s is
currently out to tender please can you also state the approx. date of award along
with the information above. Also if contract in the response has expired / rolling
please can you provide me with further information if available of the organisation's
plans going forward with regards to mobiles and the current status? If this contract
was awarded within the past three months can you please provide me with a
shortlist of suppliers that bid on the contract?
How much money is currently owed by patients from other countries who received
care or treatment from your health board, but failed to pay the amount owed for it.
Could this please be broken down by i) nationality of patient ii) amount owed and
iii) year of treatment.
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In the past three years, on how many occasions have maternity units within your
health boards area had to close to admissions. This could involve full closure, or
simply diverting women to maternity units elsewhere. Could this be broken down
by i) year ii) which hospital and iii) reason for closure. If possible, could you also
include how many people were diverted away for each closure.
Under the Freedom of Information (Scotland) Act 2002, I would be grateful if you
could provide me with instructions issued to medical staff relating to the use of
keyhole surgery operations and any correspondence which covers concerns about
the cost of these procedures.
FOI Request - Diabetes Education Questions: For Health Boards: The Diabetes
Education Scotland website lists what education programmes are available in your
Health Board, is the information provided accurate and when was it last updated?
Please also state:
whether the programme is targeted at people with newly
diagnosed or established diabetes (or both) the name of each programme (e.g.
DAFNE, X-PERT, DESMOND) if not stated on the website if applicable, whether
the programme is targeted at specific groups of people (for example BAME
groups). Which of these programmes meet nationally agreed criteria for diabetes
structured education set out by NICE and/or are certified by QISMET (Quality
Institute for Self Management Education and Training) ? For each structured
diabetes education programme on offer, please state how long the current service
is planned for and what the funding is for each year the current service is planned
for, and where the funding came from [was it the health board, from Scottish
Diabetes Group, other funders – please identify]. For example, whether the service
has funding for one year, two years, three years etc and how much it is. For each
structured diabetes education programme on offer, please state the cost per patient
of attending the whole programme. If possible, this figure should include all costs
associated with the provision of the training course; please state if any associated
costs are excluded from the per patient cost, and list these additional costs
separately. Please supply all costs exclusive of VAT. If a per patient cost is not
available, please state the total funding allocated to structured diabetes education
(including staff and other associated costs) by the Health Board on an annual
basis.
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If any associated costs are excluded from this figure, please list these separately.
Please state if there are any performance management mechanisms that apply if a
patient does not attend the full course – for example, if a patient only attends the
first session and never returns.
For each structured diabetes education
programme on offer, how many places were planned for: (i) 2016/17; (ii) 2015/16;
(iii) 2014/15; and, (iv) 2013/14? For each structured diabetes education programme
on offer, how many people attended the programme in: (i) 2014/15; and (ii)
2013/14? For each structured diabetes education programme on offer, how many
people completed the programme in: (i) 2014/15; and (ii) 2013/14? Do any of the
structured diabetes education programmes on offer currently have a waiting list,
including a breakdown of referrals and enrolled? If so, approximately how long is
the waiting list for each programme? How are structured diabetes education
programmes promoted to local people with diabetes? For example, through posters
and/or leaflets in GP practices/pharmacies, patient champions, online.
What
processes are in place to ensure that healthcare professionals understand and
promote the benefits of structured diabetes education programmes to their patients,
in order to improve the quality of the referral process to programmes available
locally? For example, encouraging GPs and practice nurses to attend diabetes
structured education ‘taster’ sessions, providing skills training in motivational
interviewing. Does the MCN have an identified MCN Education Co-ordinater and if
so who is it? Does the MCN have an education sub group and if so who is on it?
What patient representation and engagement takes place? What plans are in place
to deliver the Diabetes Education Strategy for Scotland within the Health Board,
what targets have been set, and what increase (% and numbers of people) in
education delivery do the MCN plan to deliver for people with Type 1 and Type 2 at
each
level
of
education
in
2015,
2016,
2017?
[http://www.diabetesinscotland.org.uk/Publications/Celebrating%20Diabetes%20Ed
ucation%20in%20Scotland.pdf%20 page 35] How many adults with Type 1 or Type
2 diabetes were offered a structured education course within six months of
diagnosis in your Health Board? Year on year since 2006, how much money has
the Scottish Diabetes Group disseminate in your Health Board, through its budget
to:
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a) the development of localised structured education courses such as TIM in
Tayside and what are they, b) the delivery of i) Level 1 ii) Level 2 and ii) Level 3
education and c) on development work such as the APEDS and TAPEDS
frameworks? How many adults with Type 1 diabetes and Type 2 diabetes who
have had diabetes for longer than 2 months have a) never been offered a course
and b) not attended a course at Level 3?
How much waste (in tonnes) was generated per year from 2010 - 2014? and if
possible the breakdown into the two types of waste mentioned above, and each
hospital's contribution to this figure. * How much of this waste was recycled? * How
much has the NHS spent on waste removal annually for this period? * What
method of waste treatment/disposal was used during this period? ex. incineration,
landfill, energy from waste, etc. * Who was contracted during this period to remove
this waste and how long is the contract signed for?
I am writing to you to request information about the number of new leukaemia
cases reported in children in Dumfries and Galloway. To make my request more
specific: i) I would like to know how many new cases of leukaemia have been
found in children in Dumfries and Galloway for each year: 1980-2015. ii) For each
case, please provide a general locus, e.g. town or village, or alternatively, by
postcode.
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Freedom of Information – 1 September to 31 October 2015
A total of 80 were requests were received in this reporting period 42 in September and
38 in October. There were 16 breaches of the 20 working days.

Request by Received Month 2015
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The total number of request received to 31 October 2015 is 411, this is up 6% for the
same period (1 January to 31 October 2014) which totaled 388. It is estimated that
the total for 2015 will exceed 500.
The following chart illustrates the proportion of requests issued to directorates to
provide the response.
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The following chart illustrates the source of requests.

Other
29%

Media
33%

Organisations
4%
Business
10%
Academic
4%

Political
20%
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Current Consultations
From

Topic

Scottish Government

Scottish National Research Framework for Problem Drug Use

Response
due by
06/09/2015

Response Submitted
National Services Scotland

Quality of Care Review

30/09/2015

Response Submitted
The Scottish Futures Trust

SFT Consultation

02/10/2015

Response Submitted
Scottish Government

Consultation - Amendment to the Public Bodies (Joint Working) (Integration 09/11/2015
Joint Boards) (Scotland) Order 2014 and the Public Bodies
Response Submitted

Scottish Government

Consultation - Amendment to Schedule 2 of the Scottish Public Services 10/11/2015
Ombudsman Act 2002
Response Submitted

Scottish Government

Consultation on Draft Regulations to amend the Equality Act 2010 (Specific 29/11/2015
Duties) (Scotland) Regulations 2012
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From

Topic

Scottish Government

Response
due by
Consultation on the introduction of diversity succession planning for board 29/11/2015
appointments and the lowering of the 150 employees threshold for publishing
gender pay gap and equal pay statements etc.

Audit Scotland

Consultation on a Revised Code of Audit Practice & New Audit Appointments

03/12/2015

National Services Scotland

Scottish Congenital Cardiac Services- Standards Consultation

18/12/2015

Scottish Government

Consultation on the proposals for the introduction of the role of an 10/02/2016
Independent National (Whistleblowing) Officer (INO)
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Chief Executive’s Diary
Key Events

Chairman’s Diary
Key Events

December
8
Management Team
11
MP/MSP Quarterly Briefing
17
Area Partnership Forum
18
Wos RPG
21
Audit & Risk Committee
22
Management Team
January
11
Performance Committee

December
11 MP/MSP Quarterly Briefing
21 Audit & Risk Committee
January
11 Performance Committee
18 Healthcare Governance Committee
25 Staff Governance

12
12/13
18
19
25

Management Team
NHS Chief Executives
Healthcare Governance Committee
Management Team
Staff Governance

Chief Executive Appointments to Regional and National Groups
Member of Children and Young People’s Cancer MSN
Chair of Facilities Shared Services Programme Board
Chair of Transforming Care after Cancer Treatment Programme Board
Member of the Scottish Medicines Consortium
Chair of the West of Scotland Regional Planning Group
Member of the National Out-of-Hours Review Group
Chairman Appointments to Regional and National Groups
Member of Fit for Work Scotland - Programme Board
Member of Quality of Care Design Panel and Strategic Group Meeting
Member of West of Scotland Regional Chairs
Member of Guiding Coalition - Integration Workstream
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Agenda Item 154
DUMFRIES AND GALLOWAY NHS BOARD
Minute of the meeting Dumfries and Galloway NHS Board held on
1 June 2015.

Minute Nos: 35 - 63
Present
Mr P Jones
Mr J Ace
Mr R Allan
Mr J Beattie
Professor H Borland
Ms L Bryce
Mrs G Cardozo
Mrs M Cossar
Dr L Douglas
Mrs K Lewis
Mr R Nicholson
Miss G Stanyard

Chairman
Chief Executive
Non Executive Member
Employee Director
Nurse Director
Non Executive Member
Non Executive Member
Chair of Area Clinical Forum
Non Executive Member
Director of Finance
Non Executive Member
Non Executive Member

Apologies
Dr A Cameron
Mrs P Halliday

Medical Director
Vice Chair

Attending
Ms M McCoy

Joint Interim Director of Public Health

Dr A McCullough
Mr P Myers
Ms C Sharp
Mrs J White
Mrs J Wilson

Acute Services Medical Director
Health and Wellbeing Specialist (for item 46)
Workforce Director
Chief Operating Officer
Corporate Business Manager

35 Chairman’s Opening Remarks
The Chairman welcomed everyone to the meeting of the NHS Board.
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36 Apologies
Apologies as noted above.
The Chairman intimated that Dr McCullough was deputising for the Medical
Director and the Vice Chair was attending a meeting in Edinburgh on his behalf.
37 Declarations of Interest
There were no interests declared.
38 Minute of the Meeting held on 13 April 2015
The minute of the meeting held on 13 April 2015 was approved as an accurate
record.
39 Matters Arising
There were no matters arising.
40 Minute of the Meeting held ‘In Committee’ on 13 April 2015
The minute of the meeting held ‘In Committee’ on 13 April 2015 was approved
as an accurate record.
41 Matters Arising
There were no matters arising.
42 Improving Safety, Reducing Harm: Scottish Patient Safety Programme Annual
Report 2014 / 2015
The Nurse Director presented the annual report and reminded colleagues that
the various programmes were at different stages and this was reflected in terms
of data and trends.
Mr Nicholson declared an interest in this item and advised he would leave the
room when appropriate if required.
In response to comments Members were advised:• the Medical Director is engaging with individual practices and
undertaking a piece of work in respect of the Warfarin bundle;
• the Nurse Director was unable to advise if any patients had suffered
harm in terms of compliance with the Warfarin bundle and undertook to
investigate this and report to Healthcare Governance Committee, the
minute of which will be noted at Board;
• every Board and every Acute Hospital across NHSScotland is
responsible for delivering the relevant branches of the Scottish Patient
Safety Programme;
• where patients are treated in tertiary centres there will be a Service Level
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•

Agreement and relevant standards of care apply; and
the theoretical risk of tertiary centres, such as assisted conception in
Glasgow, should be considered.

The Chief Executive suggested that risk associated with trauma centres and
increasing centralisation of some services may be something that the respective
national Chief Executive and Chairs Groups should consider.
Members also discussed the opportunities for staff with regard to learning and
development and the challenges in respect of time away from the ‘day job’ to
think strategically, acknowledging the challenges around recruitment / retention,
learning and development at the point of care and backfill to release staff.
Members were advised that resource had been made available for this
programme over the years and whilst not making more staff available it ensures
staff and staff side are able to participate in the programme.
In response to comment in respect of the transfer to the new hospital, Members
were advised that there were open discussions with the teams in Glasgow and
other areas where new facilities have been opened, in terms of challenges,
lessons learned etc.
The Board, following discussion:• noted the Scottish Patient Safety Programme Annual Report 2014 /
2015.
43 Patient Experience Report
The Nurse Director presented the report which provided an overview of a
number of key pieces of work.
In response to comment, Members were advised:• the Spiritual Care Lead is taking forward the recruitment and in-depth
training programme in respect of the Staff Listening Service; and
• a paper will be presented to the Person Centred Health and Care
Committee to take forward a joint dialogue and start the process of
developing a pilot of staff listening.
The Board, following discussion:• noted the report.
44 Prevention and Control of Infection
The Nurse Director presented the report highlighting:• the Infection Control Annual Report was presented to the Infection
Control Committee in May;
• disappointing to miss the HEAT (health improvement, efficiency, access,
treatment) target in regard to SAB (staphylococcus aureus bacteraemia)
whilst recognising the significant reduction; and
• a specific paper to the Infection Control Committee provided assurance
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there was no link, cross-over or outbreak in respect of the CDI
(Clostridium difficile infection) cases noted.
In response to comment, Members were advised:• Hospital Management Board are undertaking a piece of work to
understand the issues in respect of hand hygiene – as discussed at
Healthcare Governance Committee it may be that observations have not
been undertaken and therefore no data recorded.
The Board, following discussion:• noted the report.
45 Scottish Public Services Ombudsman:
Investigation Report

NHS Dumfries and Galloway

The Nurse Director presented the report and highlighted the varying timescales
of the recommended actions which are being monitored by both herself and the
Hospital Management Board.
A report will be presented to Healthcare
Governance Committee in September prior to a report being submitted to the
Scottish Public Services Ombudsman confirming completion of the actions.
In response to comment, Members were advised:• individuals are engaged with in a variety of ways, depending on their
wishes, including meetings with senior staff;
• some of the actions chime with a significant amount of the work already
being taken forward; and
• a full description of the actions already taken will be presented to
Healthcare Governance Committee in September.
The Board, following discussion:• noted that the report was taken to Healthcare Governance Committee on
18 May and discussed at length; and
• agreed the recommendation from Healthcare Governance Committee
that the action plan go back there in September for assurance purposes
with regard to completion.
46 ‘Carer Positive’ Employer Kite Mark
The Chairman introduced this item, noting that Carers Week is 8 – 14 June,
providing Board with an ideal opportunity to reflect on carers in the organisation.
Mr Myers, Health and Wellbeing Specialist, presented the paper which set out
to achieve:• agreement for the Board to move forward with the Carer Positive Kite
Mark;
• identify a Member as a champion to support this area of work; and
• recognition that this work fits within a wider area and stream of work in
supporting broader health and wellbeing of staff.
Mr Myers commented that carers are increasing, getting older, working longer
NOT PROTECTIVELY MARKED
Page 4 of 10

263

and adjusting to the balance of being an unpaid carer and continuing in
employment. Supporting carers to have a positive input to the organisation
supports recruitment / retention, skills, knowledge and the individual being able
to participate in meaningful life outside their caring role.
Carers Scotland is implementing a Carer Positive Kite Mark, raising the profile
and awareness of the increase in number of carers and recognising those
employers who support employees in the workplace.
The identification of
carers remains an issue of concern.
In response to comment, Members were advised:• the NHS in Scotland already has underpinning policies in place and there
is a need to ensure these are effective, providing individuals with the
information they need;
• carer issues may be masked through sickness / absence levels currently;
• there may be some resource issues with financial consequences and
these will need to be addressed organisationally as they arise; and
• there have been initial discussions with the Council’s HR team.
Members fully supported the ambition and Mrs Bryce volunteered to become
the Board champion.
It was agreed that Staff Governance will be the lead
committee linking to both the Person Centred Health and Care Committee and
the Public Health Committee in the first instance.
The Board, following discussion:• noted the contents of the report in relation to the Carer Positive Kite
Mark;
• agreed to support the ambition that NHS Dumfries and Galloway works
towards achieving Cater Positive Employer Kite Mark status;
• accepted Mrs Bryce’s offer to become the designated ‘champion’ for this
initiative;
• noted and agreed the broader requirement for a ‘Carer Aware’ workforce
in NHS Dumfries and Galloway; and
• noted National Carers Week takes place between 8 and 14 June 2015.
47 Adult Health and Social Care:
Membership

Integration Joint Board – Proposed Board

The Chief Executive presented the paper reminding Members that individuals
had been identified through various discussions / meetings.
The Chief
Executive sought Board’s agreement to the proposed nominations following
which he would formally notify the Chief Officer of the Integration Joint Board.
The Board:• agreed the proposed nominations for membership of the Integration Joint
Board and the nomination for Vice Chair, as detailed below:
• Mrs P Halliday, who will be nominated as Vice Chair of the IJB;
• Mr J Beattie
• Mrs G Cardozo
• Mrs M Cossar
• Dr L Douglas
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48 Code of Corporate Governance
The Chief Executive presented the revised Code of Corporate Governance
highlighting the change around the appointment of a Vice Chair and noting the
other minor administrative amendments
The Board:• endorsed the revised Code of Corporate Governance.
49 Financial Performance: 2015 / 2016 Month 1 Report
The Director of Finance presented the report advising Members:• the full external audit review of 2014 / 2015 was currently ongoing;
• the Local Delivery Plan (LDP), which includes the financial plan, has
been signed off by Scottish Government;
• currently undertaking a review of financial estimations and projections set
in the LDP, particularly in those areas where this is greater financial risk;
• CRES (cash releasing efficiency savings) currently show a £1.4m nonrecurring gap and the robustness of the plans in place is being reviewed
and assessed;
• initial assessment on the new year, although reporting an overspend, is
satisfactory noting resources to budgets for cost pressures identified
have not yet been released; and
• the significant financial challenge in 2015 / 2016.
In response to comment, Members were advised:• in respect of the spend on medical locums there are open discussions
with the acute team as to different ways of managing services; and
• GP prescribing remains a financial challenge, particularly the increases in
volume.
The Board, following discussion:• noted the financial position presented for the month 1 of the 2015 / 2016
financial year.
50 Capital Performance 2014 / 2015
The Director of Finance presented the report advising Members of the close of
2014 / 2015 position.
Work delivered in year included the Dalbeattie and
Dunscore Health Centres, enabling works for the acute services redevelopment,
HEPMA (hospital electronic prescribing and medicine administration) system
and the equipment replacement programme.
The capital budget for 2015 / 2016 is very tight and work has commenced on
the Women and Children’s Hub, further enabling work on the acute services
redevelopment including fibre work through a joint contract with the Council, the
pumping station and conclusion of gas and electric supply enabling works.
There is a review of the ongoing replacement programme which is very much
linked in with the equipment replacement programme for the new hospital and
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the Property and Assessment Management Strategy.
In response to comment, Members were advised:• ongoing maintenance at Dumfries and Galloway Royal Infirmary is within
the revenue budget and will continue to be an ongoing risk;
• there is an assumption around the delivery of some capital receipts in
year; and
• the Community Empowerment Act gives groups the opportunity for first
refusal of any property disposals and the duty of Board is to maximise
the return to the Health Board. There is a balance between what the
Board is required to do in the Property Transactions Handbook and with
our partners – the challenge the Board faces with this new legislation is
to do the right thing whilst remembering the obligation to the Health
Board.
The Board, following discussion, noted:• delivery of a balanced outturn against the budget capital plan for 2014 /
2015;
• the allocations received to year-end;
• the project budget updates; and
• the draft capital plan for 2015 / 2016.
51 Performance Report
The Chief operating Officer presented the report highlighting a number of areas
including:• the Treatment Time Guarantee (TTG) performance has improved on the
previous month but there remain challenges;
• orthopaedic challenges remain and forecasting similar figures in May but
expect to see a significant reduction in June;
• a new general surgery rota has been introduced which is anticipated to
lead to some additional capacity in vascular;
• the remaining breaches are due to sickness absence within the clinical
teams;
• one elective operation was cancelled in April due to norovirus and bed
capacity;
• there are significant challenges within outpatients and diagnostics,
particularly in urology – audit nurse reviewing overdue returns;
• slight dip in month with the 62-day cancer performance target;
• 4-hour Emergency Department target remains above 95%, a reflection of
how the whole system is working; and
• delayed discharge performance improved and seeing the impact of the
implementation of Choice Guidance.
In response to comment, Members were advised:• there are daily hospital huddles bringing staff across the hospital
together; and
• the recent Scottish Government review of performance in mental health
highlighted the implementation of the hospital huddle at Midpark.
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The Chief Executive highlighted the recent visit of Paul Gray, Director General
of Health and Social Care and Chief Executive of NHS Scotland, which started
with the hospital huddle and also included a visit to Midpark.
The Board, following discussion:• noted the contents of the report.
52 Review of Health Services Performance – Winter 2014 / 2015
The Chief Operating Officer presented this paper which provided a review of lat
winter and a forward look to next winter.
A report has been submitted to
Scottish Government.
The report recognises performance of the system over
a period of hugely increased activity which also delivered reduced length of
stay, reduced sleepers, a reduction in Emergency Department attendance and
improved 4-hour compliance.
The Chief Operating Officer also highlighted:• the norovirus outbreaks in December, March and early April;
• the significant challenges in terms of bed capacity;
• the proxy measures for quality including fewer elective cancellations,
reduction in the number of complaints in acute services and the rise in
delayed discharges which is now showing a reduction;
• ward and whole hospital huddles which have been very positive in
improving understanding of the whole system pressures;
• the partnership working with the Scottish Ambulance Service and with
the voluntary sector; and
• the seven day discharge pilot over the winter with increased medical
staff, social work staff, AHPs (Allied Health Professionals) and pharmacy
staff over the weekend.
The Board:• noted the performance of health services during the pressures of winter
2014 / 2015.
53 Performance Update from the Scottish Ambulance Service
Mr McFadzean, Head of Ambulance Services Dumfries and Galloway and
Ayrshire and Arran, presented a performance update. A number of areas were
highlighted including:• ambulance cover across Dumfries and Galloway;
• impact of pension changes on staffing and two year minimum training for
paramedics;
• Glasgow Caledonian University now delivering training and the service
currently developing an academic pathway for those staff who don’t
currently meet the university admission criteria;
• performance against targets;
• changes to the patient transport service;
• challenge of day of discharge requests;
• future opportunities, for example assisting out-of-hours services when
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shortages of medical cover and paramedical practitioners;
opportunities to work with partner agencies to develop pathways to
reduce the number of people taken to hospital;
potential contribution to the further development of health and social care
partnership; and
impact on performance of external factors such as staffing and imaging
at Galloway Community Hospital (GCH).

In response to comment, Members were advised:• imaging challenge at GCH primarily the reduced number of
radiographers available to operate scanner out of hours;
• General Manager will take forward operational engagement with the
ambulance service;
• response time measured from the moment location confirmed;
• retired / retiring staff generally do not return part-time or as bank
personnel; and
• patient requests for transport are taken through a needs assessment –
Health Boards can make a direct booking.
The Board, following discussion,:• noted the performance update from the Scottish Ambulance Service.
54 Board Briefing
The Chief Executive presented the Briefing and highlighted:
• the BMJ award for members of the team engaged with international work
which adds to a sense of the Board as an organisation that will support
this additional work;
• the finance trainee winning a national prize; and
• the appointment of an ENT consultant, adding that an appointment had
also been made in Microbiology.
The Board:• noted the Briefing.
55 Minute of the Audit and Risk Committee held on 19 December 2014
The Chair of the Committee drew colleagues’ attention to Item 5 – External
Audit Progress Report and Item 7 – Internal Audit Activity to End November
2014.
The Board:• noted the minute of the Audit and Risk Committee held on 19 December
2014.
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56 Minute of the Audit and Risk Committee held on 16 March 2015
The Chair of the Committee drew colleagues’ attention to Item 6 – Interim
Management Letter for year ending 31 March 2015 and Item 7 – Audit Activity
to end February 2015.
The Board:• noted the minute of the Audit and Risk Committee held on 16 March
2015.
57 Minute of the Performance Committee held on 2 March 2015
The Board:• noted the minute of the Performance Committee held on 2 March 2015.
58 Minute of the Public Health Committee held on 12 December 2014
The Board:• noted the minute of the Public Health Committee held on 12 December
2014.
59 Draft Minute of the Public Health Committee held on 23 February 2015
The Board:• noted the draft minute of the Public Health Committee held on 23
February 2015.
60 Draft Minute of the Healthcare Governance Committee held on 9 March 2015
The Board:• noted the draft minute of the Healthcare Governance Committee held on
9 March 2015.
61 Draft Note of the Person Centred Health and Care Committee held on 9
February 2015
The Board:• noted the draft note of the Person Centred Health and Care Committee
held on 9 February 2015.
62 Any Other Competent Business
There was no other competent business.
63 Date of Next Meeting
The next formal meeting of the NHS Board will be held on Monday 3 August,
2015.
The meeting concluded at 12.50
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Agenda Item 155
Staff Governance Committee
New Board Room, Crichton Hall
Minutes of the Meeting held on 29 June 2015 at 10am

Present
Gill Stanyard
Jim Beattie
Laura Douglas
Penny Halliday
Alf Hannay
Philip Jones

Non-Executive Board Member (Chair)
Employee Director
Non-Executive Board Member
Non-Executive Board Member
Staff Side Representative
Chairman

In Attendance
Jeff Ace
Margo Christie
Linda Davidson
Ros Kelly
Adrian McCullough
Arlene Melbourne
Isla Reid
Caroline Sharp
Alice Wilson

Chief Executive
Associate Nurse Director
Deputy Director of HR
Occupational Health Manager
Acute Medical Director
Executive Assistant to Workforce Director
Cognitive Behaviour Therapist
Workforce Director
Deputy Nurse Director

ACTION
1

Welcome, Introduction and Apologies
Apologies were received from Karen Etchells, Fiona Patterson
and Julie White.

2

Draft Minutes of the Previous Meeting held on 23 March 2015
Item 4 – Workforce Report – clarity was requested around the
workshop that had been discussed – this was not yet arranged.
Item 6 – core values bitesize sessions for Non Executives – Miss
Sharp had been working with Jennifer Wilson and Vicky Freeman
around the Board Challenge Days and she had also picked up a
conversation with Jim Lemon so will now plan to fit these in.
Item 8 – imatter phase – request was made for a dummy report
and questionnaire and this would be re-sent. There was also
discussion around the timelines.
Item 9 – query about the frequency f meetings being agreed
rather than trialling them at bi-monthly. The Chair agreed to
continue with bi-monthly and then reassess, but have no
objections to going back to quarterly if it was felt necessary.
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Welcome and introductions – The Chairman stated that he had
sent his apologies for the previous meeting and the minutes would
be amended to show this.

AFM

The minutes were otherwise agreed as a true and accurate
record.
3

Matters Arising
Future Shape and Focus of Staff Governance Meetings
Gill Stanyard, Jim Beattie, Caroline Sharp and Linda Davidson
had met and had discussions around future meetings and
explored some suggestions and issues raised. The proposal was
to take forward bi-monthly meetings as previously agreed. There
was discussion and debate around staff stories and the format
they should take and it was agreed that Linda Davidson, Jim LD/JB/CJS
Beattie and Caroline Sharp would meet to come up with an issue
that connects to Staff Governance Standards and put a paragraph
together around it and meet with Gill Stanyard to share thinking
and draw in Alice Wilson and bring forward to the next meeting
Margo Christie entered the meeting
Penny Halliday notified the Committee that a GP from Stranraer
had been killed in a road accident at the weekend and asked if the
Board writes out to families in circumstances like this. The Chief
Executive explained that he had spoken to a GP Partner in the
Practice offering support to the Practice and the staff working
there.
Adrian McCullough entered the meeting
Terms of Reference for approval
These were agreed.

4

Dates of Future Meetings
The next meeting would be held on 28 September, an amended
paper would be sent incorporating this date.

5

Corporate Risk Register Update
There is a new risk on staff transition which is captured as a high
risk with a move to medium. It is captured within the Clinical and
Service Change Programme risk register. While the risk register
date is overdue, Angus Cameron is having depth and detailed
dialogue with Board to keep them up to date.
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There was discussion around equal pay claims and also recruiting
difficulties, particularly to the West of the Region.
Laura Douglas entered the meeting
6

Staff Governance Action Plan 2015/16
The annual report for 2014/15 has been submitted to Scottish
Government. This is the action plan for next year based on the
template from Scottish Government which also links in to the Staff
Survey.
There was discussion around Whistleblowing and exit interviews.
Staff Governance Committee approved the action plan

7

Workforce Planning Future Focus
Staff Governance Committee were asked to agree and support
the Workforce Team working with Partners to work on an
Integrated Workforce Plan rather than working on a one year
refresh of the extant Workforce Plan.
Staff Governance Committee agreed

8

Revalidation for Nurses
Introduction of a process for all nurses and midwives to ensure
that they are fit to practice all through their career and to give
greater confidence to the public employers and to other
colleagues around that fitness to practice. The proposal is for
more of a continuous process over the 3 years and the paper
outlines the details. There was a session being held with
representatives of all the Directorates in Nursing & Midwifery on
25 August and Non Executive Members and Staff Side were
welcome to attend.
The Committee noted the report.
Margo Christie left the meeting

9

Appraisal and Revalidation for Doctors
It was reported that from 2016, appraisals for doctors will only be
undertaken by trained appraisers and the process was outlined.
The Committee noted the report.
Adrian McCullough left the meeting
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10

Mindfulness and Resilience
A presentation was given on compassion theory by Isla Reid and
she outlined her background.
In the previous minute there was consideration to holding a
workshop and Ros Kelly was asked to take away the information
prepared in her paper for today to see if she can draw in any
external supplementation and any other things that may be of
interest to start thinking about.

11

Workforce Report
The Committee noted the report.

12

Staff Health, Safety and Wellbeing Report
Staff Governance Standard E – Improved & Safe Working
Environment
The Committee noted the report.
Items to Note
The following items were noted:

13
14
15
16
17
18

APF Minutes – February & April 2016
Staff Governance Action Plan 2014/15
Staff Survey – Letter to HRDs
Remuneration Sub Committee Meetings 2014 Update
Remuneration Sub Committee Meetings 2015 Update
Partnership Conference Evaluation
DGRI Workforce Planning Masterclass Evaluation

19

Any Other Business
No other business.

20

Date of Next Meeting
The next meeting will be held on Monday 28 September 2015 at
10am in the New Board Room, Crichton Hall.
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Agenda Item 156
PUBLIC HEALTH COMMITTEE
Monday 24 August 2015
Dialogue Suite, Nithview, Nithbank,
Dumfries
Present:

Dr Laura Douglas (Chair)
Ms Michele McCoy (Joint Interim DPH/Consultant in Public Health)
Mrs Moira Cossar (Non Executive Member)
Mrs Grace Cardozo (Non Executive Member)
Mr Robert Allan (Non Executive Member)
Mr Ronnie Nicholson (Non Executive Member)
Councillor Andy Ferguson
Ms Catherine Mackereth (Consultant in Public Health)

Apologies:

Mr Richard Grieveson (Head of Resource & Community Service)
Professor Hazel Borland (Nursing Director)
Mrs Julie White (Chief Operating Officer)

Attending:

Mr Stuart Hamilton (Principal Officer Safe & Healthy Communities)
Mrs Diane Brough (Executive Assistant to Director of Public Health
Ms Gill Stanyard (Non Executive Member)
Mrs Carol Stewart (Programme Manager Keep Well)
Miss Claire Thirlwall (Health and Wellbeing Specialist)

Item
1

Apologies for absence
Apologies for absence were noted as above.

2

Declarations of Interest
There were no declarations of interest noted.

3

Minutes of Meeting 24 May 2015
The minutes of the meeting held on 24 May 2015 were agreed as an accurate
record.

4

Matters Arising
There were no matters arising.
Review of Actions List
Mental Wellbeing & Community Resilience : 12 December 2014 - Agenda
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Item 4
and
Community Involvement: 24 May 2015 – Agenda Item 6.
Catherine Mackereth provided an update on Mental Wellbeing and Community
Resilience and Community Involvement. A full update is provided in the
updated action note attached.
5

Keep Well Evaluation
Carol Stewart, Keep Well Programme Manager introduced this paper
highlighting the findings from the recent local evaluation of Keep Well. Key
learning from the evaluation and the benefit of health coaching for supporting
lifestyle changes and the keep well service interventions that support and
improve peoples mental health and wellbeing. Carol noted that the keep well
service is targeted.
The Chair asked how engagement with clients was undertaken. Carol
confirmed a number of methods, but highlighted close working relationships
with other services/agencies have been key. For example: Carers Centre,
Headway, LGBT, Third Sector and also the Local Authority. Keep Well have
also engaged clients through Local small businesses.
Moira Cossar, Non Executive Member sought clarity on the number of clients
who have accessed the Keep Well Service over the last 5 years. She asked
where D&G sat in comparison to the rest of Scotland and have Keep Well
developed their our own outcomes measures. Carol confirmed that there are
no comparators as D&G had implemented the Keep Well Programme
differently to the rest of Scotland. Moira also suggested that ‘Outcome Star’
could perhaps support this work and Carol agreed that this has previously
been something they have considered.
Carol was asked if any variations were found across the region around health
inequalities ie did certain pockets show up. Carol confirmed that this
information has not been mapped out but highlighted that they had identified
inequalities in areas that they hadn’t expected ie Annan and Moffat.
In addition to the core Keep Well, there was a specific programme for ‘Carers’
however, it was noted that funding for the project had ended. Carol confirmed
that a bid has been put in through the Health and Social Care Integration fund.
As yet no outcome, but to support this work links with the Carers Project have
continued.
Robert Allan, Non Executive Member asked what percentage of the people
accessing Keep Well over the last 5 years had no GP contact. Carol reported
that this information was not captured but gave assurance that it would be
captured for future evaluation.
Grace Cardozo, Non Executive Member expressed concern around the
significant number of high referrals coming into Psychology Services
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compared to other NHS areas and wondered if Keep Well were referring
direct to Psychology. Carol confirmed that should any concerns be picked up
by Keep Well nurses at their health check or following a GP referral to the
service then they would write back to their GP so that they can refer to
Psychology. Keep Well cannot refer direct to Psychology.
Councillor Ferguson raised concerns about long term funding and
sustainability of Keep Well particularly with regard to Health and Social Care
Integration. Michele McCoy, Interim Director of Public Health confirmed that
discussions are taking place to consider future resource and how this service
can be mainstreamed. Michele McCoy will confirm the plan to the committee
once confirmed. Mr Ronnie Nicholson, Non Executive Member said that it was
clear there was a lot of on-going work linking with other services but there
needs to be a clear way forward around what services are going to be
provided and what these outcomes will be. The Chair also suggested linking
with the Clinical Services Change Programme.
It was requested that a copy of the evaluation report for Keep Well is sent to
the Public Health Committee Members.
6

Health Promoting Health Service
Catherine Mackereth (Consultant in Public Health) presented this paper
providing an update on the range of actions required to be undertaken by the
Board as part of the refreshed national Health Promoting Health Service
(HPHS) programme. These actions are currently in draft and will be released
to NHS Boards in the form of a Chief Executive Letter (CEL) later in 2015.
Moira Cossar expressed concern about the challenges that could be faced
around embedding this and felt it was important that as the message is
cascaded to people/staff it is clear that this piece of work is not an ‘add-on’.
She also thought it was key to look at current interventions and how they are
being recorded and measured. The Chair also felt there could be a way to
embed this through changes in culture across the NHS and Health and Social
Care and requested that the team connect with HR to explore opportunities.
Further concern was noted with regard to HSCI and timescales for engaging
with Stakeholders about proposed action plan. A stakeholder event is planned
for 2016, but committee members were assured that consultation and action
planning would begin once the CEL had been issued. Michele McCoy
confirmed that work is currently progressing, engaging with staff looking at
locality plans, and as they evolve Public Health will link into that process.
Justine Anderson is key to that process and Michele confirmed that she and
colleagues in DGHW are meeting with her to ensure that we are working in
partnership.
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Grace Cardozo (Non Executive Member) felt it was important to look at tools to
support staff during this cultural shift. She informed the committee that
healthcare passports are currently being used around learning disabilities and
current discussions taking place nationally about dementia and end of life care.
She enquired whether there would be any merit in investigating a healthcare
passport as a vehicle that could support the recording of some of this work.
Catherine Mackereth agreed to look into this.
The recommendations of the paper were discussed and agreed by the
Committee.
Update on Public Health input to Health and Social Care Integration.
7
Michele McCoy informed the members that various discussions have taken
place recently around Public Health involvement; this includes supporting the
Strategic Plan and planning in each locality. Work continues on seeking to
build community resilience throughout the process. Michele highlighted the
importance of developing working practices so that new partnerships are
formed which support working together to find solutions.
The Joint Strategic Needs Assessment (JSNA) focused on the data we had
available and from this we have recognised there are a number of gaps and
now considering these with colleagues to agree future needs assessment
going forward.
8

Community and Customer Services Committee ‘DG Health and Wellbeing
resourcing, performance and integrating report’
Michele McCoy informed the Committee that this report was brought for
information highlighting the work of DGHW Unit which is reported to the
Community and Customer Services Committee (CCS) every 6 months. The
next report is due in December and will be shared with the Committee
thereafter.

9

Any other Business
Community Learning & Development Partners Strategic Plan
Claire Thirlwall, Health and Wellbeing Specialist presented this paper.
The Community Learning and Development Partners’ Strategic Plan for
Dumfries and Galloway 2015-18 has recently been developed in response to
the ‘Requirements for Community Learning and Development (Scotland)
Regulations 2013.This outlines how partners will work with communities to
agree the best ways to make a difference to the lives of people living within the
region.
Community, Learning and Development is an approach that involves
empowering and enabling people to make change to their own lives and in
communities. There are several key underpinning principles: empowerment,
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participation, inclusion, equality of opportunity and anti-discrimination, selfdetermination and partnership. Claire highlighted the vision for the strategic
plan and the six outcomes that it is structured on.
Following discussion it was agreed that the plan would be circulated to
members of the committee to afford them time to review and feedback any
comments/suggestions to Claire by close of play Friday on 28th August 2015.
The Chair agreed that she would liaise with Phil Jones the Chair of the
Performance committee to see if the Plan can be put onto the agenda for the
next meeting so that formal approval can be noted via an official channel
ahead of the next Public health Committee.
Time and venue future meetings
The Chair noted that the suggested dates for next year’s public health
committee meetings were clashing with other critical meetings for certain
committee members. The Chair committed to ensuring that dates and times
would be found to enable all Committee members to join Public Health
meetings on a regular basis.
It was suggested that the next meeting of the Public Health Committee takes
place on the 16 November 2015 at 2pm – 4pm in The Dialogue Suite,
Nithbank rather than 10am – 12noon and that all future meetings will be held
on the same time at the same venue if available. The following are a list of
meetings for 2016
22nd February
30th May
22nd August
21st November.
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Agenda Item 157
NHS DUMFRIES AND GALLOWAY
PERSON CENTRED HEALTH AND CARE COMMITTEE
Notes of Meeting held on Monday 17 August 2015
Present:

Penny Halliday, Non-Executive Director (Chair)
Moira Cossar, Chair of Area Clinical Forum
Dr. Ken Donaldson, Consultant Physician
Miss Carolyn Hornblow, Volunteer Member
Rev. Douglas Irving, Kirkcudbright
Ewan Kelly, Spiritual Care Lead
Mrs. Jan Lethbridge, Inter Faith Council Member
Ms. Mandy Spence, Midwife
Gillian Stanyard, Non Executive Director
Shirley Turberville, University of the West of Scotland
Phyllis Wright, Social Work Representative

Attending:

Hazel Borland, Nurse Director

Apologies:

Jim Beattie, Chair of Area Partnership Forum
Andrew Carnon, Interim Director of Public Health
Dr. James Clark-Maxwell, G.P., Dalbeattie
Laura Douglas, Non Executive Member
Ms. Lynsey Fitzpatrick, Diversity and Equality Lead
Mrs. Vicky Freeman, Acting Head of Strategic Planning
Ms. Lesley Grainge, Midwife
Jill Osborne, Lead Officer Integration Project (East), Third Sector
Mr. Andrew Ratnam, Volunteer Member
Caroline Sharp, Workforce Director

1.

Apologies
As above.

2.

Declarations of Interest
There were no declarations of interest.

3.

Notes of meeting held on 29 June 2015
Approved.

4.

Matters Arising
Public Involvement Panel
The Nurse Director explained that, for a variety of reasons, this work had not
progressed in the way we would have liked. She explained that she had met
with the Local Health Council and Dumfries and Galloway Council
representatives to discuss where we are and the key important steps around
what to do and when this should be done by. The Nurse Director will bring the
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draft Terms of Reference for the Public Involvement Panel Steering Group, the
draft Terms of Reference for the Panel itself and a structure document
regarding fits and links to the October Committee meeting. She went on to
explain that the Public Involvement Panel will be the means by which the NHS
Board maintains statutory requirements of involving the public and the Public
Involvement Panel Steering Group will report through this Committee.
The Nurse Director explained that the Public Partnership Forum had been
stood down but the members of the Forum will have the opportunity to join the
“Citizen’s Panel” which will be run by the NHS and be available as a
consultation group. The Citizen’s Panel has a potential membership of around
two hundred and our aim is to keep in touch with a quarterly newsletter. The
Public Involvement Panel will have representatives from each of the localities
and the Public Involvement Steering Group will have two members of the public
from each group. The Nurse Director will ensure this structure meets the needs
of the Health and Social Care Integrated Joint Board and will include details in
her report to the October meeting.
The Chair requested that members come to the October Committee having
read the papers and bring questions to the meeting as time will be set aside for
discussion.
5.

Effective Community Engagement – Strategic Plan
Ann Stephenson, Joint Planning and Commissioning Manager – Older People,
Strategic Planning, Commissioning and Performance, talked to her
presentation on the Strategic Plan and agreed to circulate appropriate
information to the Committee.
Discussion took place highlighting:
• The involvement of representatives from churches, community groups
and councils with Ann providing assurance that these groups are
included. They may have had limited involvement so far but the plan in
October is for each locality to invite their community councils and
community groups to the planned events. Ann explained that we are
staying in touch with local community groups and the key thing will be
the next stage of the consultation between October and December when
it is important that as many people as possible are involved. Dates for
consultation events will be shared with the Committee.
• Encourage other faith groups to participate
• Feedback from staff
• Strategic plan needs more around volunteering and the role of the
volunteer as part of the plan
• Importance of formalising feedback that is complimentary
The Chair of the Area Clinical Forum noted that she and the Chair of the Area
Partnership Forum also sit on the Strategic Planning Group highlighted in the
presentation.
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6.

Patient Experience Update
Volunteering
The Nurse Director explained that there has been a significant amount of work
been ongoing around volunteering for the new build, recognising that we need
to build on the volunteers we have at the moment. She noted that the first
meeting of the Volunteering Steering Group which will report to this Committee
had taken place in August and highlighted examples for volunteer work in
relation to the new substantive models of care around the 100% single rooms
and how we will address patient experience in this new environment.
Membership of the Volunteering Steering Group will include social work and
health and will build on our staff experience work. Recognised that Midpark
Hospital is already doing work around this with the cafe. The next meeting of
the Volunteer Steering Group will be at the beginning of October and the Nurse
Director will bring a progress paper to the October Committee meeting along
with an action plan and timescales.
Prior to the Director of Public Health retiring last year he had been working on a
potential job description for a Volunteer Co-Ordinator based in DGRI. The
Volunteering Steering Group are reviewing the job description and looking for
information around this. The Spiritual Care Lead commented that the meeting
had a very positive tone with members acknowledging this significant piece of
work with the need to recruit other people from different sectors and disciplines
across a wide variety of roles. The Nurse Director highlighted success in
general practice through building healthy communities with induction processes
and support for volunteers.
In response to being asked if volunteers would be subject to Disclosure
Scotland checks the Nurse Director assured the Committee that they would be,
highlighting the recent Lampard Report.
The Chair commented that volunteers will be crucial in our integrated world and
went on to highlight her involvement with the Scottish Group of Macmillan
Volunteers over the last year. She talked about a community engagement
event, a Celebration Day, planned for 3 October 2015, in Stranraer, organised
by NHS D&G, Macmillan, Building Healthy Communities and the local
Community Council, where people will be showcasing their cancer journey
experiences. The Chair requested that Murdo/Natalie from Building Healthy
Communities be asked to present a paper to the October meeting. The Chair
will share details of the event for circulation.
Patient Experience
The Church of Scotland Representative commented on the increased use of
Kirkcudbright Hospital, and the other cottage hospitals, noting that it was good
to see them being utilised, especially after the proposal to close them a few
years ago. The Nurse Director agreed, explaining that part of the plan in the
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new build is making best use of the cottage hospitals across the region.

A Volunteer Member asked if there were any results from the patient
survey/feedback, in particular from the Suggestions/Comments Boxes and the
Nurse Director noted that these are being dealt with at ward level with ward
staff encouraging patients to give feedback at the time they are in the ward and
making small changes where possible. The Nurse Director will bring a paper
on patient feedback mechanisms to the December meeting.
7.

Staff Experience Update
The Nurse Director explained that there was no particular information for the
meeting at this time other than staff are being encouraged to complete the staff
survey.

8.

Spiritual Care Update
The Spiritual Care Lead presented the Spiritual Care Policy and the Spiritual
Care Local Delivery Plan. He highlighted the work around the Community
Chaplaincy Listening Service, the Values Based Reflective Practice and the
Staff Listening Service which were discussed at the previous Committee
meeting. The Spiritual Care Lead highlighted the “Christie” slide from Ann’s
presentation about working together to deliver the person centred care to
enhance outcomes, noting that this is not just for patients but for relatives and
staff as well.
The Spiritual Care Lead noted that he had been meeting with the churches,
e.g., Presbyteries, Episcopal, Roman Catholic, to talk through the policy and
direction of travel, looking at how we can work in new ways with the faith
communities and develop an asset based approach. The Inter Faith Council
Member highlighted the need for engagement with faiths outwith the groups
mentioned and the Spiritual Care Lead noted that a new part-time chaplain will
be joining our team and will link in with these other faiths. The Inter Faith
Council Member explained that she was not a faith leader just an interested
party and the Spiritual Care Lead responded commented that the point was
well made but that she should not underestimate the impact she has as a
valued member of the Committee. The Chair reiterated that she was a valued
member of the Committee and her experience and expertise was of great
benefit to the other members.
The Church of Scotland Representative requested that we keep under review
questions patients are asking about getting in touch with clergy and the
Spiritual Care Lead responded that this is one of our challenges, outlining how
Committee Members have filled the gap since the Hospital Chaplain retired.
Our new part-time Chaplain will be based in the office where the list is. It has
been agreed that one of the first priorities will be to meet with nursing and
midwifery staff to ensure they are aware of the new arrangements and
availability of clergy for acute calls. Noted that there is a significant population
of patients for whom this is important.
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The Social Work Representative raised the issue of confidentiality and patients
talking to clergy about abuse etc and the Nurse Director requested that she
work with the Spiritual Care Lead to pull together careful wording around
information sharing and confidentiality for Section 1.3 of the policy. Noted that
the Impact Assessment was also complete.
The Nurse Director highlighted the Spiritual Care Delivery Plan and suggested
that a report is submitted on a quarterly basis with the delivery plan as the
structure for the report. Brief discussion on the 2016 timelines for the delivery
plan which are the Education for Scotland timeframes.
The Committee:
• Approved the policy with a couple of amendments
• Requested a more detailed delivery plan to the October meeting
• Paper to demonstrate changes in the team to the October/December
meeting
• Spiritual Care Lead and Social Work Representative to bring a paper
around the roles of the Committee members to the October/December
meeting
9.

Terms of Reference
The Nurse Director presented the terms of reference. The Spiritual Care Lead
highlighted the membership noting that it was predominantly health staff and
the Nurse Director responded that the Person Centred Health and Care
Committee was a delegated Committee of the NHS Board created from the
Spiritual Care Committee. Following discussion it was agreed that the Social
Work Representative would ask Scottish Care for a representative to join the
Committee to represent the independent sector. The Nurse Director will bring
the amended Terms of Reference to the October meeting for final sign off.

10.

Any Other Business
Staff Carol Service
The Spiritual Care Lead confirmed that the Staff Carol Service will be held on
Tuesday 8 December 2015, at 7 pm, in Crichton Church. Following discussion
it was agreed to extend the invitation to all agencies involved within Person
Centred Health and Care and the Spiritual Care Lead will circulate the advert to
the Committee for onward distribution.
Noted that the SANDS Service had clashed last year and the Midwifery
Representative explained that this issue would be raised at the next meeting of
the Bereavement Group and she would let the Spiritual Care Lead know the
date.
The local Wellbeing College was highlighted and the Chair requested that the
University of the West of Scotland Representative will ask for someone to come
along and speak to the Committee about it.

NOT PROTECTIVELY MARKED
Page 5 of 6

283

Discussion around Carol Singing on Christmas Day at Galloway Community
Hospital. Agreed that the Spiritual Care Lead would contact the Stranraer
clergy in relation to this.
14.

Date and Time of Next Meeting
Monday 19 October 2015, at 1.30 pm, in the New Board Room, Crichton Hall
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Agenda Item 158
DUMFRIES AND GALLOWAY NHS BOARD
HEALTHCARE GOVERNANCE COMMITTEE
14 September 2015
9.30 a.m., New Board Room, Crichton Hall

Present:

Ms. Lesley Bryce
Mr. Phillip N. Jones
Mr. Jeff Ace
Prof. Hazel Borland
Dr. Linsey Batchelor
Dr. Ewan Bell
Mrs. Moira Cossar
Dr. Ken Donaldson
Dr. Laura Douglas
Mrs. Gillian Stanyard
Mr. Bill Rogerson
Mrs. Julie White
Mrs. Alice Wilson
Jan Clarkson

Non Executive Member (Chair)
Chairman
Chief Executive
Nurse Director
Consultant Microbiologist
Associate Medical Director
Chair – Area Clinical Forum
Associate Medical Director
Non Executive Member
Non Executive Member
Lay Member
Chief Operating Officer
Deputy Nurse Director
Nurse Consultant, Infection Control

Apologies:

Dr. Angus Cameron
Dr. Andrew Carnon
Dr. Martin Connor
Mrs. Penny Halliday
Dr. John Locke
Mrs. Elaine Ross

Medical Director
Joint Interim Director of Public Health
Infection Control Doctor
Non Executive Member
Lead Clinician, Primary Care
Infection Control Manager

In Attendance:

Lynsey Fitzpatrick
Nicole Hamlet

Equality and Diversity Lead
General Manager, Acute and
Diagnostics Directorate
Non Executive Member
E.A. to Nurse Director

Grace Cardozo
Margaret Johnstone
1.

Apologies for Absence
Apologies as noted above.

2.

Declarations of Interest
Nil.

3.

Minute of the meeting held on 13 July 2015
Approved.

4.

Matters Arising
Forward Planner and Themes
The Committee noted the themes and planned programme of reports until
March 2016. A brief discussion took place with regard to sharing these
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governance committee planners centrally. The Chief Executive confirmed
that he would move this forward with the Corporate Business Manager. The
Committee agreed, as suggested by the Chairman, that the Committee’s
themes should also aim to reflect appropriate HCGC related issues raised at
the Board’s Annual Review in September 2015.
Breast Radiology Service
The Chief Operating Officer explained that the Locum Consultant who had
planned to be in post for a year would be leaving at the end of this week
which leaves the service in a very difficult position. She has addressed this
by seeking cover from other Consultants (which is limited) and contacted
NHS Lothian who do not have the capacity to support us which left the
disappointing possibility of sending patients to Rosshall. However, having
requested support at a recent national Chief Operating Officer meeting, NHS
Greater Glasgow and Clyde have offered to support us in the short term and
would be happy to work with us in the longer term. Following discussion it
was agreed that the Chief Executive would contact the Regional Planning
Lead to move this forward and to facilitate these discussions.
5.

Action List
Updated action list discussed.

THEME: Patient Experience
6.

H.A.I. Report
The Nurse Director presented the paper explaining that the C.Diff figures
were encouraging but not where we want to be although we have a good
understanding of the data and have been in touch with Health Protection
Scotland to ensure we are doing everything we can to address this issue.
The Nurse Director highlighted blood culture decontamination work within
Accident and Emergency which is making a big difference to our SAB data,
the Standard Infection Control Precautions and the local HAI inspections.
The Nurse Director highlighted an HEI unannounced inspection of DGRI on
11 and 12 August 2015. Following discussion around how the report from
this inspection would be shared with the Non Executive Members the
Committee agreed that the confirmed report would be circulated. The Nurse
Director explained that the report is due to be published on 6 October and the
Board will receive an embargoed copy a week prior to this which will be
circulated. The Committee agreed that the same principle would apply to
future reports unless there are any contentious issues when the factual
accuracy report would be shared confidentially with Non Executive Members.
A Non Executive Member highlighted the Infection Control Team recruitment
challenges and the Nurse Director responded that interviews for a Band 8a
Infection Control Nurse take place next week and hopefully that appointment
will address the issues.
The Committee:
• Noted the report
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7.

Clostridium Difficile Infection Report
The Consultant Microbiologist presented the paper highlighting that although
our figures are very small we are already just over the 50% of cases we
would expect to meet the target at the end of March 2016. She explained
that a new policy will be drawn up, along with guidance on relapses, to target
medical staff to ensure they are treating C.Diff cases appropriately. The
Consultant Microbiologist explained that lots of work is going on but we are
not seeing a reduction in recent cases although there has been a massive
reduction since this work started in 2008. The Nurse Director explained that
the target figure for the year is 40 and we currently sit at 23 and is thoughtful
about the difficulties of delivering this national target. She noted that the
national target for 2015 – 2016 remains the same as the previous year
reflecting national acknowledgement of the challenges being faced. The
purpose of the paper is to allow the Committee to know where we are and to
let them know how much work is going on around this.
The Chief Executive commented that he liked the format of the paper and the
Nurse Consultant explained that the information could be broken down to
mild, moderate or severe cases and recurrences. The Committee agreed
that they would like the information in this format which will provide a further
layer of assurance. The Nurse Director explained that the information comes
via the HAI Executive Group.
The Committee:
• Noted the report

8.

Decontamination of Reusable Medical Devices
The Nurse Consultant presented the paper which gives reassurance to the
Committee that the Board is compliant with current guidance and all risks are
managed appropriately in relation to decontamination of reusable medical
devices. Brief discussion around recent water problems.
The Committee:
• Noted the report

STANDING ITEMS
9.

Patient Story
The Nurse Director narrated the patient story, reminding the Committee that
the purpose of the story is for us to pause and reflect on our reasons for
being here.
The story highlighted issues around:
• Capacity to consent
• Rapid deterioration of patient condition
• Nutritional intake and assistance with feeding
• Never being given consultant’s name
• Physiotherapy
The Deputy Nurse Director commented that the story highlighted the
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necessity of standards of care for older people in hospital and raising
awareness. She highlighted the work done at Galloway Community Hospital
following the inspection, although there are still a number of important things
to do, around protected mealtimes, failed communications, handovers, the
training of 100 Dementia Champions and the development of the Dementia
Champions Charter.
The Dementia Champions will bring updated
information to the wards and departments in an effort to improve care in each
area.
The Associate Medical Director commented on personal details in relation to
patient families or carers being accurately documented and treating families
with compassion, empathy and in a way we would like our own relatives
cared for. Following discussion it was agreed that the story should be shared
with staff across different forums. The Chief Executive commented on the
humanity issue suggesting that this should be addressed organisationally
particularly in relation to discharging patients home.
The Nurse Director suggested the Committee bear the story in mind for
Agenda Items 16 and 17.
10.

Patient Experience Report
The Nurse Director presented the paper highlighting Patient Opinion activity
and an overview of complaints investigated by the Scottish Public Services
Ombudsman (SPSO). She highlighted significant improvement in complaints
response activity explaining that the process had been tightened up by the
Acute and Diagnostic Direct Services Team who introduced a telephone call
to the complainant to assess whether their contact is a complaint or a
concern. The Nurse Director noted that the top complaint category is now
clinical treatment, and this can also be about the patient not receiving the
treatment they are expecting, followed by communications and staff attitude.
Following discussion it was agreed that the Nurse Director would aim to bring
a paper reflecting the number of concerns received to a future Committee.
The Chair commented on the need to acknowledge positive feedback as well.
The Committee:
• Noted the report
• Paper on Concerns to a future meeting

11.

Patient Safety Report : Medicines Reconciliation
The Deputy Nurse Director presented the paper highlighting the Medicines
Reconciliation Group (MRG) which will be re-established again in the near
future. She explained that there had been no further recent improvement in
the quality of medicines reconciliation but the rollout of the Hospital Electronic
Prescribing Medicines Administration (HEPMA) system, which is currently live
in two wards, should address this issue. During discussion points were
raised around medical staff being accountable for medicines reconciliation,
reporting route for the MRG through the Area Drug and Therapeutic
Committee and Medication Passports.
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The Committee:
• Noted the report
INTERNAL REPORTS
12.

Return Appointments Update
The Acute and Diagnostics Directorate General Manager presented on
overdue returns and return activity, highlighting that demand is increasing for
return appointments. She explained that she has recorded this issue on the
Board’s Risk Register and then outlined progress and next steps.
The Committee:
• Accepted the presentation

13.

Equality Report Update
The Equality and Diversity Lead presented the paper highlighting the
legislative background, specific duties, progress on mainstreaming the
equality duty, assess and review policies and practices, duty to gather and
use employee information, and public procurement.
The Equality and Diversity Lead highlighted some ongoing work with the
Patient Information Co-Ordinator around Sign Language with the additional
support needs and how to facilitate this. She outlined the recent scenario at
NHS Tayside and offered a copy of the report if any Committee member
would like one.
An attendee highlighted capacity within the Integrated Joint Board for
equality and diversity impact assessments in corporate areas and the Chief
Executive responded that this was a tough decision as to invest in corporate
areas would mean moving resources away from already struggling clinical
areas. The Chief Operating Officer confirmed that funding has been set
aside for this in the localities for a year and the Chief Executive noted that the
corporate service structure would be refreshed as we have to address this
issue for integration by April 2016. Noted that some funding may be available
from the Scottish Government via the Organisational Development
Workstream and working in partnership with the Council for possible
resources to give some capacity in the short term.
The Committee:
• Noted the report

14.

Children’s Services Improvement Activity : Pre-Birth Protocol
The Nurse Director presented the paper highlighting previous discussions
around the Children’s Services Inspection Improvement Plan when a
commitment to keep the Committee updated on key pieces of improvement
work was made. She highlighted the refreshed multi-agency protocol which
is being moved forward by the Sub Group under oversight of the Child
Protection Committee.
The Committee:
• Noted the report
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15.

HSMR Update
The Associate Medical Director presented the paper highlighting the figures
for 2014/2015 on the ratio of predicted deaths to actual deaths. He explained
that all discharges are coded by non-clinical staff and as there is often not
enough medical information to identify a code these figures do not always
reflect the actual picture. The Chief Executive commented that there has
been a lot of debate around the validity of these figures which require to be
collated in a more reliable way and if our score moves by one we will expect
scrutiny.
The Committee:
• Noted the report

EXTERNAL REPORTS
16.

Healthcare Improvement Scotland: Galloway Community Hospital Older
People in Acute Hospitals 16 Week Follow-Up Action Plan
The Deputy Nurse Director presented the paper highlighting the sixteen week
follow up action plan for the 10/11 March 2015 inspection. She explained
that further discussions had taken place with HIS in the last couple of weeks
covering every point in the action plan and that her feeling was that we will
have another unannounced inspection very soon as follow up. The Deputy
Nurse Director noted that progress has been made on all of the
recommendations but highlighted:
• IDEAs training with 90% of staff having undertaken a part of this
• Full introduction of the patient record
• Medicines reconciliation, still a bit of work around this but there has
been some improvement
• Difficulties in recruiting to the Pharmacist and Nurse Manager posts
• Mental Health Liaison Officer is now based within GCH three days per
week
• Nutritional training is in place
• Improved medical staffing with a doctor in the hospital daily
• Management of GCH has been moved to the Acute and Diagnostics
Directorate
The Committee:
• Noted the report
• IDEAs Team Report to January meeting

17.

Care of Older People in Hospitals: implementation plan progress
The Deputy Nurse Director presented the paper highlighting the new sixteen
standards, explaining that this should be the standards we expect and not
simply the standards for inspection, and that we should stop worrying about
the inspections and start putting the patients at the centre of care. She went
on to say that information gathering for each of the standards is underway
and this will show where there are gaps, where we are doing well and give
the next steps. This evidence will be used for the self-assessment in the next
round of inspections. The Deputy Nurse Director noted that our Improvement
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Adviser for Older People will introduce local inspections commencing in Ward
16. Agreed that the Committee would receive quarterly reports from the
OPAH Steering Group.
The Committee:
• Noted the report
• Agreed to receive quarterly reports – January 2016
18.

Scotland Organ Donation Report
The Nurse Director presented the paper highlighting the 2014/ 2015 outline of
donors and transplants from the UK Transplant Register.
The Committee:
• Noted the report

19.

Scottish Public Services Ombudsman (SPSO): Action Plan
The Nurse Director presented the paper highlighting the action plans in
relation to SPSO decision letters to provide assurance to the Committee that
these individual plans have been completed. She explained that decision
letters are not presented to Parliament, only full reports go to Parliament.
She explained that the categories highlighted in these plans related to
communication, staff attitude and the lack of understanding/disagreement in
respect of expected clinical treatment.
The Committee:
• Noted the report

ITEMS FOR NOTING
20.

Minutes of the Board Donation Committee – 7 April 2015
The minutes of the Board Donation Committee held on 7 April 2015 were
noted.

21.

Minutes of the Health Child Protection Committee – 3 June 2015
The minutes of the Health Child Protection Committee held on 3 June 2015
were noted.

22.

Minutes of the Infection Control Committee – 26 May 2015
The minutes of the Infection Control Committee held on 26 May 2015 were
noted.

23.

Minutes of the Resuscitation Committee – 18 August 2015
The minutes of the Resuscitation Committee held on 18 August 2015 were
noted.

24.

Any Other Competent Business
Complaints Quality Assurance Group
The Nurse Director noted that the first meeting of the above Group had taken
place and that the Terms of Reference will come to the November meeting
for approval as this group will report to the Committee every six months.
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Date of Next Meeting
Monday 9 November 2015, at 9.30 am, New Board Room, Crichton Hall.
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