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Minute of the Meeting held on 13 April 2015
The Board is asked to approve the minute of the meeting held on 13 April
2015.
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Minute of the Meeting held ‘In Committee’ on 13 April 2015
The board is asked to approve the minute of the meeting held ‘In Committee
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Improving Safety, Reducing Harm
This paper presents to Board the Scottish Patient Safety Programme Annual
Report 2014 / 2015.
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Patient Experience Report
This report provides an overview of key pieces of work being undertaken to
improve patient experience as well as the complains performance data at
Appendix 1.
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Prevention and Control of Infection
This paper demonstrates implementation of the national Healthcare
Associated Infection Taskforce at NHS Board level.
This Healthcare
Associated Infection harm reduction activity supports implementation of the
Healthcare Quality Strategy.
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SPSO Report: Action Plan
This investigation report was published in April 2015.
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‘Carer Positive’ Employer Kite Mark
This paper seeks Board’s agreement to support the ambition that NHS
Dumfries and Galloway works towards achieving ‘Carer Positive’ Employer
Kite Mark status.
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Adult Health and Social Care: Integration Joint Board
This paper proposes five nominees for membership of the Integration Joint
Board as approved within the Integration Scheme.
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Code of Corporate Governance
The Code of Corporate Governance has been reviewed to meet the
requirements of good governance and to ensure it remains relevant and
current.
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49

Financial Performance: 2015/16 Month 1 Report
This report provides an initial update on the position for April 2014.
Page 311
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Capital Performance 2014 / 2015
This report shows a balanced outturn against budget and advises that overall
the capital plan was delivered within its capital resource allocation.
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51

Performance Report
This report provides information on the level of clinical activity and access
times achieved within services to 30 April 2015, highlights data on efficiency of
clinical services as measured against clinical efficiency targets, summarises a
wider range of activity and provides data on bed occupancy throughout the
system.
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52

Review of Health Services Performance - Winter 2014 / 2015
This paper advises Board of the performance of health services during the
pressures of winter 2014 / 2015 when there was an increased number of
emergency admissions, elective activity (day cases), mental health
admissions and new / return outpatients.
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53

Scottish Ambulance Service Performance Update
Members will receive a performance update from the Scottish Ambulance
Service.

54

Board Briefing
This paper provides Members with a briefing on a range of health and
partnership related issues.
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Minute of the Audit and Risk Committee held on 19 December 2014
The minute of the Audit and Risk Committee held on 19 December 2014 is
presented to Board.
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Draft Minute of the Audit and Risk Committee held on 16 March 2015
The draft minute of the Audit and Risk Committee held on 16 March 2015 is
presented to Board.
Page 399
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Minute of the Performance Committee held on 2 March 2015
The minute of the Performance Committee held on 2 March 2015 is presented
to Board.
Page 414
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Minute of the Public Health Committee held on 12 December 2014
The minute of the Public Health Committee held on 12 December 2014 is
presented to Board.
Page 428

59

Draft Minute of the Public Health Committee held on 23 February 2015
The draft minute of the Public Health Committee held on 23 February 2015 is
presented to Board.
Page 434

60

Draft Minute of the Healthcare Governance Committee held on 9 March 2015
The minute of the Healthcare Governance Committee held on 9 March 2015 is
presented to Board.
Page 439

61

Draft Note of the Person Centred Health and Care Committee held on 9
February 2015
The draft note of the Person Centred Health and Care Committee held on 9
February 2015 is presented to Board.
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Date of Next Meeting
The next formal meeting of the NHS Board will be held on Monday 3 August,
2015.
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Any Other Competent Business
Members should notify the Corporate Business Manager of any items of
business not on the agenda that they wish to raise prior to the commencement
of Board Business at 10 am.
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Agenda Item 38
DUMFRIES AND GALLOWAY NHS BOARD
Minute of the meeting Dumfries and Galloway NHS Board held on
Monday 13 April, 2015.

Minute Nos: 1 - 26
Present
Mr P Jones
Mr J Ace
Mr R Allan
Mr J Beattie
Professor H Borland
Ms L Bryce
Dr A Cameron
Mrs G Cardozo
Mrs M Cossar
Dr L Douglas
Mrs P Halliday
Mrs K Lewis
Mr R Nicholson
Miss G Stanyard

Chairman
Chief Executive
Non Executive Member
Employee Director
Nurse Director
Non Executive Member
Medical Director
Non Executive Member
Chair of Area Clinical Forum (from 11am)
Non Executive Member
Vice Chair
Director of Finance
Non Executive Member
Non Executive Member

Attending
Ms L Fitzpatrick
Mr C Sanderson
Ms C Sharp
Mrs J Wilson

Equality and Diversity Lead (for item 10)
Efficiency and Productivity Manager
Workforce Director
Corporate Business Manager
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1

Chairman’s Opening Remarks
The Chairman welcomed two new Board Members, Ms Lesley Bryce and Mrs
Grace Cardozo, and expressed his gratitude to both for engaging with the Board
over the last few weeks since the announcement of their appointment.
The Chairman also congratulated Mrs Penny Halliday on her appointment and
confirmation by Cabinet Secretary as the Board’s new Vice Chair, wishing Mrs
Halliday all the best.
The Chairman also intimated that he and the Vice Chair would be very happy to
buddy and support the new members.

2

Apologies
There were no apologies noted.

3

Declarations of Interest
Mrs Cardozo declared an interest in Item 10 advising that she had been
involved, and would continue to be involved, in supporting the delivery aspects
of that work.

4

Minute of the Meeting held on 2 February 2015
The minute of the meeting held on 13 April 2015 was approved as an accurate
record.

5

Matters Arising
There were no matters arising.

6

Improving Safety, Reducing Harm
The Nurse Director presented the progress update which focused on Phase 2 of
the Acute Adult Scottish Safety Programme. The paper highlighted how the
Board aims to deliver the safe ambition of the Healthcare Quality Strategy. The
ten patient safety essentials are in progress. There are also ten points of care
priorities, rather than nine locally as the Hospital Management Board wished to
include handover as a priority.
In response to comment Members were advised:• the validation process was undertaken by two patient safety improvement
advisers external to the directorate;
• there is a rigorous validation exercise in relation to audit and data and
detailed reports are presented to Healthcare Governance Committee;
• the Infection Control Team and Healthcare Governance Committee have
been reassured that very small numbers of SAB (staphylococcal aureus
bacteraemia) are due to PVC (peripheral venous cannula);
• the purpose of the safety briefing / huddle is to improve communication
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•

and ensure all staff know the key priorities for that day;
implementation of Sepsis 6 is being led by an Acute Physician and a
decision was taken to focus on severe sepsis; and
the timeline for achievement of Phase 2 is the end of 2016.

The Medical Director advised that every ward has a score card circulated on a
monthly basis but it is not possible to provide all the information in a Board
paper. A lot of very hard work is being done to ensure that the improvement
work translates in to reality on the ward.
The Chief Executive highlighted the importance of being careful about the
conclusions drawn from data, an example being HSMR (hospital standardised
mortality rate) data.
The Board, following discussion:• noted the report detailing progress with the Acute Adult Scottish Patient
Safety Programme in Dumfries and Galloway.
7

Patient Experience Report
The Nurse Director presented the regular report in relation to formal complaints
data specifically around patient experience, details of correspondence with the
SPSO (Scottish Public Service Ombudsman and the Patient Opinion website.
Complaint response data is good in relation to acknowledging complaints in
three working days but performance in being able to respond to complaints in
twenty working days is variable. Formal complaints should not be the only
benchmark of the quality of care provided but should be part of a suite of
measures.
In response to comment Members were advised:• interventions to improve performance are already happening, including
the work of the PhD student;
• the timing of the response should be separated from the effectiveness of
how a complaint is handled;
• complaint handling is a complex matter that requires face to face
sessions as well as e-mail engagement;
• a significant increase in response rates was achieved and it is important
now to make this reliable at times of peak busy-ness;
• this paper focuses on the formal complaints process but Healthcare
Governance Committee receives a much more detailed paper; and
• Healthcare Governance Committee and Person Centred Health and Care
Committee also receive reports on other ways that the Board seeks to
receive feedback from patients, carers, service users and others.
The Nurse Director reminded Members that two Non Executives had previously
participated in a piece of work that involved staff and previous complainants and
there was also a mechanism whereby two non executive colleagues (Chairs of
Healthcare Governance Committee and Person Centred Health and Care
Committee) regularly reviewed anonymous and redacted complaints and
responses. The Nurse Director advised she would re-introduce this process
NOT PROTECTIVELY MARKED
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and meet with non executive colleagues on a regular basis.
In response to further comments, Members were advised:• a workshop session or challenge day to look at the complaints process to
ensure an understanding and consider what would make a difference can
be programmed;
• when a complaint response is delayed the complainant is kept up to date
on progress; and
• delays can be caused by a variety of factors, including external reviews.
The Nurse Director suggested it would be helpful to understand from a patient
experience perspective what Members would like reported to Board for
assurance and strategy and what Members expect to see presented to
Healthcare Governance Committee and Person Centred Health and Care
Committee;
The Board, following discussion:• noted the report;
• agreed to a workshop / challenge day session on the complaints process;
and
• agreed that the Nurse Director re-establish a small group to consider
anonymised and redacted complaints.
8

Prevention and Control of Infection
The Nurse Director presented the regular report in relation to healthcare
acquired infection (HAI), focusing on Scottish Government HEAT (health
improvement, efficiency, access, treatment) targets in relation to SAB
(staphylococcus aureus bacteraemia) and CDI (Clostridium difficile infection)
and outbreak information.
Although there has been reduction in the rate of SAB and CDI the Board should
note that it did not meet the HEAT target as at 31 March. However, during the
2014 calendar year there have been no cases of MRSA (Meticillin Resistant
Staphylococcus aureus).
The Nurse Director highlighted that over the last five years that has been a
reduction of 84% in HAI and that dramatic improvement should be noted.
Health Protection Scotland (HPS) have confirmed that the Board is doing
exactly what they would expect.
There had been a two week norovirus outbreak in Dumfries and Galloway Royal
Infirmary; the virus had been prevalent in the community and patients had been
admitted with norovirus. However, all wards were open again on Friday and
thanks are due to family and visitors for respecting when wards were closed.
The Chief Executive added that he chaired the Infection Control Committee
which goes through this work in a lot more detail, as well as other areas such as
water quality and decontamination effectiveness, and non executives were
welcome to attend a committee meeting is they so wish.
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The Board, following discussion:• noted the report.
9

Improving Maternal Experience
The Nurse Director presented this paper which described the achievements of
the Maternity Services Team in improving intra-partum outcomes over the last
five years.
Essentially the work demonstrates that focusing on a person
centred approach can enhance the quality, safety and efficiency of care. The
local team have been working on reducing caesarean section rates and
focusing on normal births which result in shorter stays, reduces the number of
babies admitted to the special care unit and has a positive impact on breast
feeding rates.
Mrs Cossar joined the meeting at 11 am.
The Vice Chair commented that this was truly inspiring work and the paper
illustrates the person centred care philosophy and the effect this has. Staff
were commended on listening to mums and helping them prepare for labour.
In response to comment Members were advised:• a consultant midwife is leading a piece of work around obesity which is
an incredibly complex issue with no easy solution; and
• a national review of maternity and neo-natal services will enable a
discussion on what the service needs to pay attention to, risk
assessment as well as listening to mums and ensuring her pregnancy,
labour and birth are as safe as possible for mother and baby both from a
medical and midwifery perspective.
It was suggested and agreed that the Communication Team be asked to
publicise the achievement of the service.
The Board, following discussion:• noted the report.

10 Equality and Diversity – Meeting the Specific Duties for NHS Dumfries and
Galloway
The Workforce Director presented the paper which reported the mid-term review
of progress towards the actions set out for the Board as a public body and as
required by the Act.
In response to comment Members were advised:• the approach organisationally is to work the concept of mainstreaming to
its best common denominator with equality champions identified across
all the directorates;
• Lynsey is supported by the directorates themselves and their people
plans sit as part of the staff governance programme;
• a more detailed risk assessment will inform the workplan for the next two
years;
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•
•

the new HR system has a single point of data entry providing equality
and diversity data that flows in to individual records;
some assessments recently have supported understanding of the issues
that should be considered; and
gaps in data can be a result of individuals choosing not to respond.

There was a brief discussion regarding translation services and the Nurse
Director advised she was not aware of any issues but would review this.
The Board, following discussion:• acknowledged the requirement of NHS Dumfries and Galloway as set out
in the Equality Act 2010 (specific duties);
• acknowledged the progress which has been made by the Board towards
meeting the duty; and
• agreed to the publication of the report.
11 Register of Members’ Interests
The Chief Executive presented the Register of Members’ Interest for
confirmation of accuracy prior to publication.
The Board:• confirmed the accuracy of the revised Register of Members’ Interests.
12 Dumfries and Galloway Children’s Service Plan 2015 / 2016
The Nurse Director presented the Children’s Services Plan which was
developed following the joint inspection and was approved by Full Council at the
end of March.
This is an eighteen month plan to continue to deliver
improvements that have taken place since the inspection and work will now
begin to build the three year plan which will require a much broader
assessment.
In response to comment Members were advised:• colleagues in the Council have interacted with a number of key groups in
the development of the plan and will continue to work them in taking the
plan forward;
• children and young people will feed in to that work;
• piece of work required to identify young carers; and
• the impact assessment will be discussed at a meeting tomorrow and
when completed will be shared.
Following discussion it was suggested that a workshop or challenge day with
other colleagues attending would be helpful for Members to be aware of and
understand more of the work being undertaken.
The Board, following discussion:• approved the multi-agency integrated Children’s Services Plan
developed in conjunction with partners for Dumfries and Galloway
subject to the EDIA.
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13 2015 / 2016 Local Delivery Plan Submission
The Efficiency and Productivity Manager presented the paper. The tenth Local
Delivery Plan (LDP) has moved from a focus around HEAT targets to a more
narrative strategic document with six key improvement priorities and fifteen LDP
standards.
The Chief Executive commented that the risks around both the financial and the
service challenges, such as the recruitment of key clinical staff, are greater than
experienced previously and the Board is moving in to an unusually risky period.
The Board:• noted the Local Delivery Plan for 2015 / 2016 which has been submitted
to the Scottish Government for sign-off.
14 Financial Plan 2015 / 2016 – 2019 / 2020
The Director of Finance presented the revenue plan for ratification which had
been submitted to Scottish Government, approval having been noted as part of
the LDP process.
The Director of Finance highlighted a number of areas including:• whilst a breakeven position is assumed it is a finely balanced financial
plan;
• assumption of break even position with an increasing reliance on nonrecurring savings in year;
• full recognition of recurring revenue costs of new hospital;
• risks associated with staffing vacancies and progress in recruitment,
particularly medical staffing;
• additional costs associated with locum agency costs;
• increased costs in both primary and secondary care drugs, volume
increases, drug shortages and new drugs being approved; and
• the detail of all financial risks is included as an appendix to the paper.
The Director of Finance advised that Scottish Government had approved the
plan and, therefore, the Board was asked to formally approve the Boards
Revenue plan.
The Board:• approved the Revenue Plan for the five year period 2015 / 2016 – 2019 /
2020 which was submitted to the Scottish Government during March
2015.
15 Final Capital Plan 2015 / 2016 – 2019 / 2020
The Director of Finance presented the final capital plan highlighting:• the resources for the acute services redevelopment enabling works;
• the resources carried forward in respect of the Women and Children’s
Hub project; and
• accelerating capital receipts wherever possible.
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The Board:• approved the final Capital Plan in accord with the scheme of delegation
which formed part of the 2015 / 2016 Local Delivery Plan submission to
the Scottish Government Health and Social Care Directorate.
16 Financial Performance: 11 Months to 28 February 2015
The Director of Finance presented the paper and advised that the teams were
now closing off the 2014 / 2015 accounts prior to external auditors’ arrival in
May.
A number of areas were highlighted including:• GP prescribing costs saw a worsening trend – offset by more than
anticipated income from the New Medicines Fund;
• the breakeven position for 2014 / 2015 of a £2m underspend to provide
more resilience in 2015 / 2016;
• financial risks around prescribing and locum costs continue; and
• the successful way in which winter and acute services challenges have
been managed.
The Board:• noted the update of the financial position as at February 2015.
17 Capital Performance 2014 / 2015
The Director of Finance presented the paper reflecting the 2014 / 2015 position
and noting the final capital budget of £4.28m, less that the starting point as £4m
has been carried forward in to 2015 / 2016.
All the big projects expected to
deliver have done so; Dalbeattie and Dunscore Primary Care Centres, the first
phase of the acute services redevelopment enabling work and the normal
equipment replacement programme which needs to tie in with the major
replacement challenge as the Board moves to the new hospital.
The Finance Director advised she was confident that the Board would deliver a
balanced capital position for 2014 / 2015.
The Board, following discussion:• approved the amendments required to the previously reported capital
plan;
• noted the allocations received to date;
• noted the project budget updates;
• noted the capital expenditure incurred to date; and
• noted the final capital budget year-end position.
18 Performance Report
The Efficiency and Productivity Manager presented the report highlighting:• the increase in Treatment Time Guarantee (TTG) breaches;
• the particular challenge in Orthopaedics;
• the 100% achievement of the 31 and 62 day cancer targets;
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Emergency Department 4-hour target performance of 94.2% but with a
rolling average over twelve months of 96.8%; and
for the first time the paper included an at a glance performance indicator
table.

The Chief Executive advised that elective theatre cancellations now a new area
of concern for Ministers and civil servants and increased scrutiny is likely.
The Board:• noted the contents of the report.
19 Salaried Dental Service Review Update
The Medical Director presented the paper which provided assurance that this
work was proceeding broadly as planned.
The outcome of this work will
support the Board to enhance the special needs dental service.
Members expressed concern regarding those who had failed to respond to
correspondence to date. The Medical Director committed to understand how
many of the non responders were from North West Dumfries.
The Board, following discussion:• noted the update in respect of the implementation of the Board’s decision
(October 2014) to accept the recommendations of the report of the
review of the provision of general dental services by the salaried dental
service.
20 Board Briefing
The Chief Executive highlighted the BREEAM award to Midpark under the
‘health’ category, noting that this was an international award. The appointment
of a consultant dermatologist in to a longstanding vacancy was also highlighted.
The Chief Executive commented on the reporting of FOISA data and sought
Members views on continuing to receive this information in the format currently
provided. Members confirmed, following discussion, that they would wish to
continue to receive this information.
The Chairman advised that he was participating in a Guiding Coalition –
Integration Workstream tomorrow at Scottish Government and this was part of a
regular sequence of meetings.
The Chairman also advised that the Vice Chair would accompany him to the
Chairs monthly meeting in Edinburgh on 27 April and would attend on his behalf
on 1 June which clashes with the Board meeting.
The Board:• noted the report.
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21 Minute of the Staff Governance Committee held on 15 December 2014
The Board:• noted the minute of the Staff Governance Committee held on 15
December 2014.
22 Minute of the Healthcare Governance Committee held on 19 January 2015
The Board:• noted the minute of the Healthcare Governance Committee held on 19
January 2015.
23 Minute of the Person Centred Health and Care Committee held on 11
December 2014
Mrs Halliday commented that there had been a discussion on the possibility of
having a dementia awareness input to induction training for all staff and asked if
any progress had been made.
The Nurse Director advised that she was not aware of the discussion but would
discuss this with the Workforce Director, acknowledging that it was not always
possible to add something else in to the induction days. The Nurse Director
advised she will feed back to the committee at next week’s meeting.
The Board:• noted the minute of the Person Centred Health and Care Committee held
on 11 December 2014.
24 Minute of the Performance Committee held on 12 January 2015
The Board:• noted the minute of the Performance Committee held on 12 January
2015.
25 Date of Next Meeting
The next formal meeting of the NHS Board will be held on Monday 1 June,
2015.
26 Any Other Competent Business
There was no other competent business
The meeting concluded at 12.40 pm.
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Agenda Item 40
DUMFRIES AND GALLOWAY NHS BOARD
Minute of the meeting of Dumfries and Galloway NHS Board held ‘In
Committee’ on Monday 13 April, 2015.
Minute Nos: 27 - 34
Present
Mr P Jones
Mr J Ace
Mr R Allan
Mr J Beattie
Professor H Borland
Ms L Bryce
Dr A Cameron
Mrs G Cardozo
Mrs M Cossar
Dr L Douglas
Mrs P Halliday
Mrs K Lewis
Mr R Nicholson
Miss G Stanyard

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

Attending
Mr P McCulloch
Ms C Sharp
Mrs J Wilson

Capital Services Manager
Workforce Director
Corporate Business Manager
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27

Apologies for Absence
There were no apologies noted.

28

Declarations of Interest
There were no interests declared.

29

Minute of the Meeting held ‘In Committee’ on 2 February 2015
The minute of the Meeting held ‘In Committee’ on 2 February 2015 was
approved as an accurate record.

30

Matters Arising
There were no matters arising.

31

Minute of the Special Meeting held ‘In Committee’ on 25 March 2015
The minute of the Special Meeting held ‘In Committee’ on 25 March 2015 was
approved as an accurate record with the addition of Mr G Stewart, Deputy
Director of Finance and Mrs A Wilson, Deputy Nurse Director to the list of
attendees.

32

Matters Arising
The Chairman queried why the minute of the meeting was presented ‘In
Committee’ and suggested that, when appropriate, the minute be presented in
the public session of the meeting.
The Chief Executive confirmed he would review current practice.

33

Disposal of Surplus Property at Huntingdon House, Maryfield Lodge and
Cameron House, Dumfries and Update on Board Disposal Strategy
The Capital Services Manager advised Members that in terms of governance
the Board was required to sign off on property disposal. The disposals form
part of the Property and Asset Management Strategy (PAMS) and the
updated strategy would be presented to Board on June prior to submission to
the Scottish Government. Disposal of these three properties would reduce
the Board’s revenue costs and negate a significant backlog maintenance
programme.
In response to comment Members were advised:• the Capital Plan has been approved and within that there is an
assessment of what may be delivered and the capital receipt reverts to
the Scottish Government – the risk to the Board is non-delivery of the
capital receipts;
• in terms of Huntingdon House the bulk of services will now be provided
in the community, delivered by community nurses;
• in terms of the substance misuse service, service users were involved
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in part of the process up to the move and contributed some of the art
work. The survey undertaken following the move to the new building
received very positive feedback; and
service users are involved early in the process before any agreement
to relocate a service, ensuring that the service will be fit for purpose.

The Board, following discussion:• noted the disposals that had been agreed previously;
• the strategy for the disposals process; and
• formally declared Huntingdon House Dumfries, Cameron House
Dumfries and Maryfield Lodge Dumfries surplus to NHS requirements.
34

Any Other Competent Business
There was no other competent business
The meeting concluded at 12.55 pm.
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Agenda Item 42

DUMFRIES and GALLOWAY NHS BOARD
1 June 2015

Improving Safety, Reducing Harm
Scottish Patient Safety Programme: Annual Report 2014-2015
Author:
Maureen Stevenson
Patient Safety & Improvement Manager

Sponsoring Director:
Hazel Borland
Nurse Director

Date: 1 May 2015
RECOMMENDATION
The Board is asked to receive and note the Scottish Patient Safety Programme
(SPSP) Annual Report 2014-2015.

SUMMARY
Strategy / Policy
The Scottish Patient Safety Programme launched in 2008 has expanded over the
past 2 years to include:
• Acute Care
• Mental Health
• Maternity and Children’s Care
• Primary Care
Much has been achieved over the past 6 years with significant and sustained
improvement in critical care, in theatres and throughout our general wards in relation
to recognition of patient deterioration and infection prevention.
The new programmes are all at different stages of development and require
significant support to develop the infrastructure, capability and capacity to deliver real
improvements for our patients.
Organisational Context / Why is this paper important / Key messages:
The Annual Report provides highlights of our safety work, successes and challenges
for 2014-2015.
Key Messages:
• Improvements in the quality and safety of care are being made across all four
safety programmes
• Strategic integration of the programmes into the core business of the
organisation is essential to ensure the spread and sustainability of the gains
we have made

NOT PROTECTIVELY MARKED

1

19

•
•
•

Patient safety is everyone’s business
We need to continue to grow capability, our understanding of improvement
science and support staff to find the space to learn about and make
improvements in care
Staff involved in the safety programmes are to be congratulated for the
enthusiasm and dedication shown to improving patient care.

GLOSSARY OFTERMS
APC
CAUTI
CDiff
CO
CVC
DGRI
EU
GCH
GP
HCGC
HF
HIS
HSMR
ICU
INR
LES
LVSD
MCQIC
MDT
MEWS
MT
NES
PAWS
PEWS
PDSA
PLT
PVC
QI
SBAR
SPSI
SPSP
SSI
VTE
VAP

Active Patient Care
Catheter Associated Urinary Tract Infection
Clostridium difficile infection
Carbon Monoxide
Central Venous Catheter
Dumfries and Galloway Royal Infirmary
European Union
Galloway Community Hospital
General Practice
Healthcare Governance Committee
Heart Failure
Healthcare Improvement Scotland
Hospital Standardised Mortality Ratio
Intensive Care Unit
International Normalised Ratio
Local Enhanced Service
Left Ventricular Systolic Dysfunction
Maternity and Children Quality Improvement Collaborative
Multidisciplinary Team
Medical Early Warning Score
Management Team
NHS Education for Scotland
Paediatric Advanced Warning Score
Paediatric Early Warning System
Plan Do Study Act
Protected Learning Time
Peripheral Venous Cannula
Quality Improvement
Situation, Background, Assessment, Recommendation
Scottish Patient Safety Indicator
Scottish Patient Safety Programme
Surgical Site Infections
Venous Thromboembolism
Ventilator Acquired Pneumonia
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MONITORING FORM
Policy / Strategy

Healthcare Quality Strategy

Staffing Implications

No staffing implications

Financial Implications

No financial implications

Consultation / Consideration

Annual report

Risk Assessment

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

Sustainability

Sustainability of improvement is a key aim of this
programme

Compliance with Corporate
Objectives

2

Single Outcome Agreement
(SOA)

Not Applicable

Best Value

Vision and leadership
Governance & Accountability

Impact Assessment
Improving patient safety applies across all patient groups.
This report refers to implementation of a national improvement programme
EQIA Not applicable at this time
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Acute
Adult

Maternity
and Children

Mental
Health

Primary
Care

SCOTTISH PATIENT SAFETY PROGRAMME

ANNUAL REPORT

2014 - 15
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Improving the Safety and Reliability of Care across
NHS Scotland
The Scottish Patient Safety Programme was launched in 2008 and is a unique national
initiative aimed to drive improvement across the whole of NHS Scotland.
The fundamental aim of the Programme is to reduce avoidable harm to patients by
improving the safety of patient care at all points of care delivery. At its outset, SPSP
focused on acute (hospital based) care but, in subsequent years, its remit extended and
now includes the following areas:

Acute Adult
Since its launch in 2008, the Acute Adult Programme has contributed to a significant
reduction in harm and mortality to patients through the application of Quality
Improvement Methodology. The Acute Adult Programme continues to work with NHS
Scotland boards to test and implement processes that will further improve reliable care
delivery across a range of clinical areas.

Maternity and Children
The Maternity and Children Quality Improvement Collaborative (MCQIC)
oversees/encompasses the activity of the maternity, neonatal and paediatric strands. Its
overall aim is to improve outcomes and reduce inequalities in outcomes by providing a
safe, high quality care experience for all women, babies and families in Scotland.

NOT PROTECTIVELY MARKED

5

23

Mental Health
The Scottish Patient Safety Programme – Mental Health aims to systematically reduce
harm experienced by people receiving care from mental health services in Scotland, by
supporting frontline staff to test, gather real-time data and reliably implement
interventions, before spreading across their NHS board area.

Primary Care
The Scottish Patient Safety Programme in Primary Care aims to reduce the number of
events which could cause avoidable harm from healthcare delivered in any primary care
setting. In order to achieve that goal, the programme has developed a range of tools
and resources to support those working within primary care to bring about a patient
safety culture within their teams.
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Foreword:
Developing a culture of safety and reliability is a long term ambition for NHS Dumfries &
Galloway that requires us to attend to how we manage, how we plan, how we deliver
and how we support staff. Our Leadership Walkrounds are a tool which helps to ensure
that leaders are connected to the front line staff, and that through these structured
dialogues a shared understanding is created and commitment obtained to continuing
improvement.
Building the foundations of a safety culture sits alongside the need for an infrastructure
to deliver real improvement.
This includes developing Quality Improvement (QI),
capacity and capability; an effective measurement system to report and monitor
progress, programme management, effective communication plans and clarity on how
we manage the transitions of care for our patients between e.g. primary and secondary
care and between teams.
We have over the last eight years demonstrated that we can make improvements in the
quality and safety of key healthcare processes. More challenging has been spreading
that improvement amongst wards, units and services across our Board area. Sustaining
that improvement and embedding it into day to day practice is our ultimate ambition but
for some of our work that is not yet complete.
Delivery of our Patient Safety Programmes is supported and enabled by the Patient
Safety and Improvement Team, but it has to be owned by the Directorate, Ward or
Practice who are responsible for operational delivery.
Throughout the year the Healthcare Governance Committee (HCGC) has received
progress reports on each of the Safety Programmes. The annual report sets out to
provide highlights from each of the programmes but more importantly to provide an
overview of where we are at a Board level with our leadership and infrastructure to
support delivery.

Organising for
the future
Aim

Primary Drivers

Secondary Drivers
•

Strategic Priority •
Through continually
improving
healthcare
delivered in
Scotland, we will
reduce events that
cause harm to
people.

Infrastructure

Point of Care

•
•
•
•
•
•
•
•
•
•

Ensure safety and quality are organisational priorities
Provide leadership and oversight to ensure delivery
of programme
Actively develop your safety culture
Develop and utilise local capacity and capability in QI
Effective measurement systems
Programme management
Effective communication
Manage transitions of care
Acute Adult
Maternity and Children Quality Improvement
Collaborative
Primary Care
Mental Health
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Developing capability and the capacity to deliver across all of the Safety Programmes
and the other improvement programmes which we are involved with has been
challenging, as has releasing people at the front line to learn about and put into practice
their improvement skills. The Patient Safety and Improvement Team have refocused
how the team operates and have redesigned and recruited to key posts to support
delivery. The two ‘trainee improvement advisor’ posts were funded for a further 12
months 2 days per week. This has helped us regain a presence on the wards and
clinical areas and is developing capability for the future.
As Patient Safety and Improvement Manager I have overall responsibility for the design
and delivery of the Safety and Improvement Programmes. Since recruiting to the
Improvement Advisor posts in February 2014, we now have Improvement Advisor and
Project Officer Support for each of the programmes. Clinical Leadership is in place for
each of the programmes and for each of the 9 point of care priorities for Acute Care.
We recognise that we cannot deliver on this alone and have worked closely with
colleagues in Infection Control, Mental Health, Practice Education & Development and
Leading Better Care to integrate our support around the key themes.
Our Annual Report gives a flavour of the work we and many others across the
organisation have supported and delivered.
We are proud of the very real
improvements in the quality and safety of care for our patients and look forward to the
journey ahead of us.
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Acute Adult Patient Safety Programme:
Phase 2 of the Scottish Patient Safety Programme in Acute Adult Care was announced
in August 2013:
Goals
Reduce mortality (HSMR) by 20% by December 2015;
95% of adults in acute health care will be free from harms as defined by the
Scottish Patient Safety Indicator (SPSI):
• Cardiac Arrest (with chest compressions and/or artificial respirations)
• CAUTI
• Pressure Ulcers
• Falls
Ten Patient Safety Essentials –
Nationally the focus has shifted from a strategy of testing and spread to one of universal
implementation. The following ten patient safety essentials are evidence based, have
been successfully trialled, and are widely practiced:
All of the 10 Safety Essentials
1. Hand Hygiene
have been implemented in
2. Leadership Walk Rounds
DGRI, a validation exercise
3. Surgical Pause and Brief
demonstrated that 8 of the 10
4. General Ward Safety Brief
have sustained reliability in all
5. Intensive Care Unit Daily Goals
our wards/departments (≥
6. Ventilator Acquired Pneumonia (VAP) Bundle
95% of goal) over time. We
7. Early Warning Scoring
continue to work on improving
8. Central Venous Catheter (CVC) Insertion
the quality of Safety Briefs.
9. CVC Maintenance
10. Peripheral Venous Cannula (PVC) Bundle
Nine Point of Care Interventions
In December 2013 Hospital Management Board agreed that the nine ‘point of care
priorities’ would be the focus of their safety and improvement activity for 2014/15. They
added a further priority – handover, to improve the quality of clinical communication
between care givers.
Clinical Leads have now been appointed for each of the care priorities and teams
established to support testing and implementation within a pilot unit. Each of the teams
is at different stage of maturity with some only recently formed.
The Patient Safety and Improvement Team provide programme management support
to the Acute Management Team with on the ground improvement and measurement
support for each of the 10 teams.
The delivery model is an adaptation of the ‘breakthrough series collaborative’ whereby
teams come together for learning events with periods of intense testing, known as
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action periods, in between. Three Acute Adult learning events have been held in 2014,
with a further handover event in November 2014.Operational pressures delayed the
start of this refreshed programme and some clinical leads were not identified until late
2014 which slowed workstream progress. Progress for each of the priorities is
described below:
Point of Care
Priority
Deteriorating
patients

Sepsis

Heart failure

Pressure
ulcers

Venous
Thromboemb
olism
(VTE)

Catheter
associated
urinary tract
infections
(CAUTI)
Falls with
harm

Safer
medicines

Status
Goal: 95% of people with physiological deterioration will have a structured response and plan
Pilot: Ward 12/Ward 10
All patients observations are currently reliably recorded on a Medical Early Warning Score
(MEWs) chart, we are working to improve the reliability of response through testing:
Testing:
-treatment /escalation plan; all patients coming into ward 12 now have a plan developed by
their clinical team for the treatment they should receive were they to deteriorate. This is detailed
on a sticker in the case notes and helps out of hours teams to make appropriate care decisions.
-structured response; an Advanced Nurse Practitioner (ANP) and Junior Doctor are testing a
system to improve shared decision making when a patient deteriorates.
-Electronic MEWs; an electronic replacement to our current paper based observation and
escalation system on Ward 10
Goal: 95% of patients with Acute Sepsis will receive Sepsis 6 within one hour of recognition
Pilot: Ward 7 Medical Admissions Unit (MAU) and Accident & Emergency.
Testing: progress has been made in identifying septic patients but we have not as yet a
reliable process for ensuring all patients receive Sepsis 6 within one hour, although
progress is being made.
Goal: Deliver reliable evidenced based care to patients with heart failure i.e. 95% of patients
receive heart failure bundle
Pilot: Ward 9, spread to wards 7,8,10,12,14 and 18
Testing: Heart Failure Bundle. Reliable in Ward 9 still working on process improvement in other
wards.
Goal: 300 plus days since last hospital acquired pressure ulcer
Pilot: Ward 14
Testing: Recording of pressure ulcers on Datix, incident management system; Pressure
Ulcer Risk Assessment and reassessment, SSKIN Bundle- an evidence based collection of
priorities if all done reliably reduces the risk of someone developing a pressure ulcer.
Pressure Ulcers are now all recorded as an adverse event on Datix. The Pressure Ulcer
Bundle has now been reliably implemented in the pilot ward and is ready to spread.
Goal: 95% of patients will have their risk of VTE assessed and documented within 24 hours
of admission
Pilot: Ward 16, pre assessment and day surgery
Testing: VTE Risk Assessment on Medicines Kardex
All patients who are pre assessed prior to surgery reliably have their risk of VTE assessed
and reliably receive the appropriate prophylaxis.
Goal: 30% reduction in CAUTI by end of 2015
Pilot: Ward 18/theatres
Testing: CAUTI insertion and CAUTI maintenance bundle
Progress has been slow because of a lack of clinical lead until recently and a national lack of
clarity around data definitions.
Goals: 25% reduction in falls with harm by December 2015
Pilot: Ward 18
Testing: Falls risk assessment on admission and Falls care plan bundles
Progress has been made in testing the falls bundles and we have seen a decline in the
overall number of falls on the unit although progress has stalled since November due to a
lack of clinical leadership time.
Goals: 95% of patients will have their medicines reconciled a) within 24 hours of admission b)
on discharge
Pilot: Ward 16
Testing:
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Surgical Site
Infection

Handover
( a local
priority)

The Medicine Reconciliation process has been incorporated into all admission documentation
including Out Patients. We are working to improve accuracy and reliability. The requirement is
now to have a reliable process for medicines reconciliation on discharge. We are currently
mapping the existing process.
Goals: 95% of Surgical Patients will receive appropriate, reliable and timely care using
evidence-based therapies to prevent surgical site infections
Pilot: The SSI bundles (theatres and ward bundle) are now in universal use across our surgical
units with sustained improvement demonstrated. We are working with ward 6 and 16 to improve
data collection processes
Testing: streamlined data collection processes
Goals: 95% of patient handovers between clinical teams and 95% of shift handovers will
comply with local standards. These local standards encompass: Who should be involved; What
is passed on; Where handover occurs; How handover occurs and When handover occurs by
August 2019.
Pilot: A launch event was held in November and 27 teams from across the organisation have
registered a handover project
Testing: Active testing is ongoing in each of the projects registered

Highlights of the Acute Programme
Hospital Standardised Mortality Ratio (HSMR)
The HSMR is based on all acute inpatient and day case patients admitted to all
specialties (medical and surgical). The calculation takes account of patients who died
within 30 days from admission, which includes deaths that occurred in the community
(out of hospital deaths) as well as those occurring in-hospital.
The most recent HSMR data for the period July-September 2014 highlights that NHS
Dumfries & Galloway have an HSMR of 0.86. This represents a reduction of 15.8%
since October-December 2007.
Quarterly Hospital Standardised Mortality Ratio with regression line for Dumfries &
Galloway Royal Infirmary: October 2006-September 2014.
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HSMR is a complex measure and the reduction which we have seen across Acute Care
will be influenced by a number of our improvement programmes, not least the safety
programme.
Medicines Management
In 2012/13 we reported that all patients coming into DGRI as inpatients have a
Medicines Reconciliation completed. For the last 18 months our focus was to improve
the quality of the Medicines Reconciliation and to reduce prescribing errors. We have
been supported by a grant from The Health Foundation to undertake this work:
Our aim was to improve prescribing practice in our Acute Medical Admissions unit
though an in depth analysis of current practice, identification of our risks/hazards and
the contextual and human factors which contribute to these.
A slight reduction in prescribing errors, and a slight reduction in errors that reached the
patient were seen as a result of the interventions but the project itself highlighted that in
seeking to make improvements in the process of care we sometimes have to look at the
overarching system of care and those factors which influence performance including
culture, team work and the capability of the system itself.
Despite an intense focus on medicines reconciliation and prescribing there was a
significant improvement in the number of Medicines Reconciliations being carried out
within 24 hours of admission but little change in the quality of medicines reconciliation.
The findings and recommendations from this work have resulted in a review of medical
staffing in the unit, a change in how ward rounds function and have informed the
electronic prescribing project.
We have recently commenced (February 2015) a further piece of work to improve the
quality of Medicines Reconciliation on Ward 16, this is looking at both reconciliation on
admission and discharge and links with the work we are doing in Primary Care.
The data from Ward 16 relating to the Quality of Medicines Reconciliation from July 14
– to Mar 15 is displayed below and demonstrates the discrepancy between the quality
of admission and discharge medicines reconciliation. This is baseline data which will
inform our improvement cycles.
Criteria: Bundle is complete when all elements of the bundle are completed accurately
Admission Bundle:
- Patient Demographics documented
- Allergy Status documented
- Two or more sources used
- Plan documented
- Accurate list of current medicines
- Accurate medicines chart

Discharge Bundle:
- Patient Demographics documented
- Allergy Status documented
- Changes documented
- Accurate IDL
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Sepsis
The aim was to reduce mortality from sepsis in acute care by 10% by December 2014
by improving the recognition and timely management of sepsis. Early recognition and
timely management of patients who may be septic significantly reduces mortality and
morbidity. Every hour’s delay in administration of IV antibiotics increases risk of
mortality by 7.6% (Healthcare Improvement Scotland).
It is worthy of note that nationally there is a debate around time to first antibiotic with a
significant strength of feeling that for some cases it is better to delay giving an antibiotic
until the laboratory can give an indication of the most suitable/effective antibiotic for the
particular infection. Locally our clinicians subscribe to this view, although they continue
to strive to give the most appropriate antibiotic as close to one hour as possible.
50% of patients in our pilot areas now receive antibiotics within an hour, some hospitals
in Scotland have reported data that shows an improvement to around 75%, we are
working with the national team to understand what we might learn from these hospitals.
National figures indicate that mortality at 30 days from Sepsis has dropped by almost
20% during the time of the Sepsis Collaborative (Jan 12 – Dec 14).
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Falls
Aim: To reduce the number of falls by 25% and falls with harm by 20% by December
2015 and to ensure that multi factorial assessments are reliably carried out by the
multidisciplinary team, involving patients, families and carers.
Ward 18 has been identified as our pilot area. Interventions and control measures
related to falls prevention have been introduced to improve the quality of reporting and
reliability of assessment. These include:
• a multidisciplinary training programme designed to improve staff knowledge,
understanding and awareness of falls prevention and reporting
• a falls bundle which incorporates a falls assessment and associated interventions
• a measurement tool to audit compliance and to improve the quality of incident
reporting.
Successes:
• Increased involvement of multidisciplinary team
• Increased confidence in assessing risk and implementing falls prevention
measures
• Increased involvement of patients and families
• An improvement in the overall falls rate for Ward 18 over the past 6 months. 21
less falls have been reported from October to March than in the previous 6
months, indicating a 28% reduction in all falls and a 50% reduction in falls with
harm from the initial baseline.

Data collection has been a challenge for the team which has resulted in limited process
improvement data; this along with limited clinical leadership capacity has slowed
progress. The patient safety and improvement team have increased support to the
frontline team to build capacity and capability and reduce reliance on individual team
members. This is being progressed with Acute Management Team.
Venous Thromboembolism (VTE)
The overall aim of VTE Collaborative is to Improve delivery of evidence based care in
preventions of Venous Thromboembolism.
Outcome: Reliable risk assessment and appropriate thromboprophylaxis
The
programme of work is currently focused on Ward 16, Pre-Assessment and Day
administration
Surgery.
Testing
hasadmission
begun in inWard
A spread
plan has
been developed for other
• 95%
of adult
pilot 9.
ward
by December
2012
appropriate
wards.improvement in delivery of VTE Risk assessment in 50% of
• Sustained
applicable wards by December 2015.
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VTE Bundle
• patients have a documented VTE risk assessment within 24 hours of
admission
• patients have the correct pharmacological/ mechanical thromboprophylaxis
administered
Highlights
documented
reassessment
VTE risk for
as all
perpre-assessed
local policy (48-72hours)
•• VTE
risk assessment
is now of
completed
patients
•
patients
informed
of
risks
and
benefits
of
VTE
prophylaxis
• Prompts have been included in surgical checklist
Successes
• The data from Ward 16 below indicates that patients are being risk assessed and
that they are now receiving appropriate prophylaxis.
• Medicines Kardex has VTE prophylaxis prompt in place
• National Thrombosis Week 5th – 9th May 2014, there were displays promoting
this event in DGRI and Galloway Community Hospital
• A Medical VTE risk assessment form is currently being tested in Ward 9

Challenges
• VTE re-assessment not being completed at 48 hours
• VTE risk assessment forms are not following patient journey
Although an initial VTE risk assessment is being completed, documentation of
reassessment is not. Patients are reliably prescribed the appropriate prophylaxis. We
are currently seeking to understand why and are testing whether a prompt on our
electronic prescribing system which is currently being tested may help.

Challenges for the acute programme
Include ensuring that:
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•
•
•
•
•

The gains we have made are sustained over time and embedded into day to day
practice
Clinical teams are supported to attend learning events and give the time and
space required to test improvements in their clinical care
Clinical Leads are given sufficient time and support to enable them to participate
fully.
The programme, the improvements and the data are owned by the clinical and
management teams
Successful improvements are spread in a timely and efficient manner to all
relevant units.

With a new Acute Management Team now in place at DGRI we are working with the
acute management team to reinvigorate the Acute Adult Programme to embed it into
the core business of the acute unit and ensure that the clinical teams are given the
necessary support and encouragement to maintain the momentum and continue to
reduce harm to our patients. Regular meetings have now been established with a real
commitment from the acute management team.
Measurement is crucial in supporting and guiding teams to know what interventions are
working, when to move from testing to implementing to spreading to a new area. A
measurement framework has been developed nationally which we report on every
month.

Maternity and Children Quality Improvement
Collaborative:
The Maternity and Children Quality Improvement Collaborative (MCQIC)
encompasses the maternity, neonatal and paediatric safety programmes. The
overall aim is to improve outcomes and reduce inequalities in outcomes by providing
a safe, high quality care experience for all women, babies and families in Scotland.
MCQIC was launched in March 2013 and is a programme of quality improvement
that will run until December 2015.
Overall Programme Aim
Improve Outcomes and Reduce avoidable harm by 30% in the Maternity,
Neonatal & Paediatric settings in Scotland by December 2015

Overall Programme Highlight
The revised management structure within Women, Children & Sexual Health Directorate
has strengthened the integration of the programme into its core business.
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Maternity Care
Programme Aim
•

Increase the percentage of women satisfied with their experience of
maternity care to greater than 95% by 2015, and
• Reduce the incidence of avoidable harm in women and babies by 30% by
Highlights
2015.

• A local maternity champion, funded by the Scottish Government 2 days a week
and a local clinical lead have been driving the work in Maternity care.
• The team have been working to incorporate the maternity safety programme into
other service improvements to help staff integrate this into their work and to
make the connections between different strands of improvement.
• Between November 2014 and March 2015 6 development sessions were
delivered to multi-disciplinary staff groups covering issues such as
compassionate connections, risk assessment and quality improvement/safety.
• Feedback on the programme is on all agendas from ward level safety huddles, to
management meetings supporting integration within the service.
The Programme
The overall programme aims or harms are subdivided into:
• Reduce stillbirths and neonatal mortality by 15% by December 2015. Locally our
rates of stillbirth and neonatal mortality are low; with very small numbers
adversely affecting the rate as demonstrated below (all but one of the peaks in
the neonatal chart represents a single death. Days between stillbirths shows
significant variation with 258 days between events from February to October last
year.
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•

Reduce severe post-partum haemorrhage (PPH) by 30% by December 2015.
There have been 2 PPH in the last 19 months.

• reduce the incidence of non-medically indicated elective deliveries prior to 39
weeks gestation by 30%
• offer all women carbon monoxide (CO) monitoring at the booking for antenatal
care appointment
• refer 90% of women who have raised CO levels or who are smokers to smoking
cessation services, and
• provide a tailored package of antenatal care to all women who continue to smoke
during pregnancy
Testing is underway in the following areas:
• Implementation of Medical Early Warning System (MEWS) to support the
recognition of deterioration – all women in the maternity suite now have their
observations charted, the team are working on improving recording and
escalation
• Sepsis recognition and response – staff education and early testing underway
• The use of Carbon Monoxide monitoring -100% compliance for pilot area, now
spreading to other teams
• Referral to Smoking Matters – 100% for pilot area
• Surgical Safety Briefings – currently 80% compliant
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• Daily Safety Briefings are now happening reliably on the Birthing Suite
• Normothermia for newborn infants has sustained reliability at 99 – 100%
The national measurement tool has ensured there is focus and a structure for testing
locally with a selection of their results displayed above.
Maternity services will be conducting a safety culture survey in May 2015. This will
involve all staff involved in maternity care and will give an indication of areas requiring
further work.
Challenges
• Continuing to build will and challenging traditional ways of working
• Achieving good multi-disciplinary input into the programme
• Person dependence in relation to data collection
• Medical engagement in the programme
• Small numbers can greatly affect compliance percentages
Paediatric Safety Programme
This was established in summer 2009. This programme has been aligned and
integrated with the Scottish Patient Safety Programme to develop a sustainable
infrastructure for quality improvement throughout NHS boards in Scotland.
Our local Paediatric team’s involvement in Patient Safety predates the national
programme. Inspired by the Adult Safety Programme they have been working on
elements of Patient Safety since 2008.
Programme Aim
• To reduce avoidable harm by 30% by December 2015.

Case Note Review and Paediatric Serious Harm Key Indicators
One of the mechanisms used to demonstrate harm reduction is the Paediatric Serious
Harm Key Indicator. This involves case note reviews and clinical discussion of findings.
The senior charge nurse and two ward staff lead the process. This process provides
data for both the ward team and the Paediatric Serious Harm Index which is reported
nationally.
133 case notes have been reviewed from April 2014 to April 2015.
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During this period there have been no serious patient safety incidents identified on
Ward 15.
Categories

Number

E: contributed to or resulted in temporary patient harm and
required intervention
F: contributed to or resulted in temporary patient harm
and required initial or prolonged hospitalisation
G: contributed to or resulted in permanent patient harm
H: required intervention to sustain life
I: contributed to the patient’s death

0
0
0
0
0

The Programme
The areas of focus for paediatric care in Dumfries & Galloway are:
•
•
•
•
•

Family centred care which incorporates “what matters to me” and user
satisfaction.
Recognition of the deteriorating child (National Early Warning Score)
Safety huddles
PVC/CVC care
Women and Children’s leadership walk-rounds

Highlights
• Our local paediatric team are working closely with other boards across
Scotland to develop a national paediatric early warning score. This will
replace the current system and will ensure care across Scotland is consistent.
• Teams at ward level have been developed to reduce person dependency. Each
team will lead in an area of the programme. The senior charge nurse is leading
this improvement. A team approach to quality improvement
• Multidisciplinary Safety Huddles now happen reliably every day, the team are
now working to improve the quality of safety huddles and are testing the use of a
huddle checklist. Qualitative data has been an important aspect in improving the
huddles with staff commenting: ‘I can’t imagine not having a huddle’; ‘I know
what is happening in the ward’; ‘things run smoother’.
• Strengthening the focus on “what matters to me” and service user satisfaction
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Challenges
•
•

•

Ensuring the full multi-disciplinary team are actively engaged in the Safety
Programme
The small data samples mean that results can be skewed by individual cases
The introduction of a new national measurement framework has proved
challenging, the local data collection process is currently being amended to bring
it into line with the national changes. The SCN in Paediatrics is testing ways of
doing this.

The Neonatal Care strand forms part of the Maternity & Children Quality Improvement
Collaborative (MCQIC). It was launched March 2014 and is therefore very much in its
infancy.
The key objective of the Neonatal Care strand is to achieve a 30% reduction in
avoidable harm in Neonatal Services by December 2015 by seeking to reduce:
•
•
•
•
•

harm from mechanical ventilation
harm from invasive lines
harm from high risk medicines
harm from transitions of care, and
undetected deterioration

The neonatal team have focused on reducing harm from invasive lines, reducing harm
from high risk medication and improving handover and communication through the use
of SBAR. They have successfully implemented a PVC Bundle and a Gentamicin Bundle
(High risk antibiotic) as indicated in the charts below.

Challenges
• Small number of staff involved
• Data collection and IT skills require improvement
All of the MCQIC areas participate in hand hygiene safety audits with high levels
of reliability sustained.
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Mental Health:
The aim of the Scottish Patient Safety Programme for Mental Health (SPSPMH) is to
systematically reduce harm experienced by people using mental health services in
Scotland, by empowering staff to work with service users and carers to identify
opportunities for improvement, to test and reliably implement interventions and to then
spread successful changes across their NHS Board area.
The structure of the Mental Health Programme is different from other safety
programmes as there is currently not an evidence base to guide teams as to which
interventions will reduce harm and no overarching measurement framework. It is a 4
year programme starting with a focus on adult psychiatric inpatient units (and forensic
inpatient units) including admission and discharge processes. The national programme
currently excludes inpatient units caring for people with dementia and older adult
functional illness; however, locally we have included these units.
The programme focuses on five main work streams:
• Communication at transition;
• Medicines management;
• Risk assessment and safety planning;
• Restraint, seclusion and emergency sedation;
• Leadership and culture.
Balcary Ward, the Intensive Psychiatric Care Unit (IPCU) at Midpark Hospital was the
pilot ward for Phase One and they focused on the risk assessment and safety planning
work stream.
Spread of the SPSP-MH initially involved moving from one workstream in one ward to
working across all five workstreams in six wards. Over a period of a few months mid
2014, it was recognised that the time and resource that this required was becoming
unmanageable.
A prioritisation exercise was undertaken and agreement was reached that for the
coming year, we would focus on three main workstreams. This aimed to ensure that the
successes already achieved in individual wards would be spread to other areas, prior to
commencing new projects.
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Programme Highlights

Within the 3 priority areas key successes to date include:
Risk Assessment &
Planning

Medicines Safety

Communications &
Transitions

All patients have their risk
assessments and safety
plans updated daily in the
intensive Psychiatric Care
Unit (IPCU)
Daily goal setting is being
implemented in Glencairn
Ward

Compliance with
prescribing standards
have improved from 40 >80%

Redesign of admission,
discharge and transfer policy

Efficacy and side effect
monitoring of ‘as
required’ medicines has
improved

Redesign of visiting policy

Safety briefs happen every
day in all wards, now
working to improve the
quality and ensure
consistency of approach
Review of observation and
engagement policy

Physical health
monitoring for people
prescribed Clozapine is
now routine practice.

Midpark daily safety huddles
commenced early 2015.

Medicines reconciliation
is performed on all
patients within 24 hours
of admission.

Improving quality of
medical/nursing telephone
handovers and use of SBAR
Development of inter-ward
pathway

NOT PROTECTIVELY MARKED

24

42

Understanding our Safety Climate and working with our staff and service users has
been an underpinning principle of our work. A safety climate tool for patients was
developed, tested and implemented at Mid Park which has now been adopted across
Scotland. It has helped us to understand the things that make patients and their carers
feel safe / unsafe and we have worked together to address these issues.
An example includes ‘not knowing who is in charge’. The nurse in charge now wears a
specific badge and photographs of the ward team are displayed at the entrances to the
wards. From the most recent survey in the 4 adult wards, there was an overall 86%
positive response from patients regarding their perceptions of safety in the wards.
Learning and development
In addition to a wide range of focussed improvement projects, the teams at Midpark
have been actively engaged in networking events and shared learning opportunities
with other Board areas. Staff participate in monthly WebEx sessions involving the
SPSPMH team and representatives from Boards across Scotland. Over the past year
there have been two regional learning events and two national learning events and the
local team have been well represented at these events, with a total of 98 attendees at
learning events from the start of the programme.
Our user carer and third sector partners have also attended the events. Staff from the
D&G programme have presented or Facilitated at every event. Four staff are also
involved in the national workstream development groups.
Challenges
• Structures and resources
Since the outset of the programme, the majority of the work has been incorporated into
existing roles, and whilst this is theoretically beneficial in terms of ownership, this has
been extremely challenging. Programme coordination has been undertaken by the
Mental Health Development Manager but this post will not exist beyond April 2015. We
are currently redesigning this role to offer development opportunities for staff, and one
part of this will be to offer a 2 day per week improvement lead post with a specific focus
on patient safety. This model will be tested out for one year initially.
• Data Management
Although there are no nationally set targets for SPSP-MH, mandatory reporting on
aspects of ‘harm’ such as incidents of restraint, self harm etc is required. Data in
relation to tests of change and improvement work is recorded at ward level with spread
sheets and charts produced for local use. This makes collation of information at Board
level really challenging. The National team are currently consolidating data with the aim
of developing key “essentials” and associated measures to be incorporated into future
phases of the programme.
• Capacity & Capability
Knowledge of formal improvement tools and methodologies is variable and this is
an area that will require further attention in order to ensure ongoing progress and
development of the programme. Members of staff from each ward have been identified
to act as links for each workstream and it is hoped that this peer support will assist with
spread of good practice and shared learning across all of Midpark
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Future
The focus of patient safety work in SPSPMH has largely been driven by the suggested
change actions as recommended in the national driver diagrams, together with local
needs, priorities and innovation. We have recently carried out a ward profiling exercise
in partnership with the national team, and the aim of this is to identify key “essentials”
that have been shown to deliver the desired improvements in terms of harm reduction in
mental health. This will be consolidated with data analysis from each participating
Board to help inform the next stages of the programme.
The Mental Health Team

Primary Care Patient Safety Programme:
The aim of the Scottish Patient Safety Programme in Primary Care is to reduce the
number of events which could cause avoidable harm from healthcare delivered in any
primary care setting. It was launched nationally in March 2013.
Overall Programme Aim
All NHS Territorial Boards and 95 % of primary care clinical teams will be developing
their safety culture and achieving reliability in 3 high-risk areas by 2016
The Programme
Locally our aims are to:
• develop safety and improvement skills of practice staff
• ensure high risk process carried out reliably
• identify and reduce safety incidents in practices
• develop practice safety culture
• Year 1: September 2013 – August 2014 – Warfarin Management LES
• Year 2: September 2014 – August 2015 – Medicines Reconciliation LES
• Year 3: September 2015 – August 2016 – To be decided
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All practices as part of the GP contract are invited to complete a Practice Culture
Survey and to review case notes using a General Practice Trigger Tool designed to
support practices to identify potential patient harm. This data is captured and reviewed
nationally and will be fed back to practices.
A Local Enhanced Service (LES) or contract is used to support practices participation in
the Primary Care Safety Programme, a different high risk process is chosen as a focus
each year.
Warfarin Bundle
Nationally the aim is for 95% of Practices to implement systems for the reliable
prescribing and monitoring of high risk medications by 2016, and within the Warfarin
bundle the goal is 95% compliance:
• Current warfarin dose follows guidance
• Advice re current warfarin interval follows guidance
• The patient has been taking the advised dose since the last blood test
• International Normalised Ratio (INR) is taken within 7 days of planned repeat
INR
• Face to face education is recorded every 6 months
Unfortunately we have no Warfarin data beyond August 2014 as the majority of
practises stopped collection in line with the Local Enhanced Service (LES) agreement.

NOT PROTECTIVELY MARKED

27

45

Aggregated data for all practices from Sept 2013 to August 2014 can be seen below. Improvement has been
demonstrated for each of the elements of the bundle, with compliance of all 6 elements currently sitting at just over
25%.
Warfarin Bundle Data

Fig 2

Fig 3

Fig 4

Fig 5
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Challenges
•
•
•
•

Building and maintaining the will and enthusiasm of practices
Data collection mechanisms – development of programme to run via GP IT
system created challenges within some practices
Monthly reporting templates not welcomed by practices
Compliance with local guidelines sometimes at odds with ‘clinical judgement’
resulting in lower levels of compliance with the bundle.

Practice visits and monthly practice communication are not offered to maintain the
momentum, iron out any local challenges and to build secure relationships with practice
staff. Reporting for Year 2 has been scaled back to quarterly with a spreadsheet
developed for practices which allows them to review their own data graphically in real
time.
Medicine Reconciliation LES
• Started 1st September 2014 for one year
• 32 out of 34 practices have signed up
• Practices will also be collating data on the Quality of the Immediate Discharge Letters
to feedback to the Acute Unit to guide improvement
Practices have now sent in their second data submission and reports. Data from all 32
practices is showing sustained improvement for the Medicines Reconciliation Bundle as
demonstrated below.

The element that needs improvement is ‘the documentation that any changes to the
medication have been discussed’.
The Year 3 LES topic is yet to be decided and tested in preparation for launching in
September 2015.
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Leadership Walkrounds:
The Patient Safety Leadership Walkround process is designed to give frontline staff and
senior leaders in the organisation an opportunity to discuss safety and improvement
and the things which can help in delivering safe, effective, person centred care.
Walkrounds take place each week in different areas of the organisation and are part of
a continuing cycle of improvement. Actions identified during discussions are carried out
by the senior managers or nominated staff members and although not always
completed within the planned timescale, have proved to be an important part of the
process. The chart below illustrates the percent of actions which have been completed.
Feedback from areas where actions have been successfully completed has been very
positive. From April 2014 to March 2015 a total of 36 Walkrounds took place across the
organisation.

Themes
The walkround conversation is intended to engage staff in order that:
 they can discuss what they do well and are proud of
 they can raise safety or quality concerns
 the participants can agree actions and timescales to address any concerns.
The Patient Safety and Improvement (PS&I) Team provide administrative support to the
walkround, scribing and ensuring that the area visited and the visiting team receive a
copy of the notes and actions.
The PS&I Team have developed a database of themes from walkrounds and these are
noted below. Through the 36 walkrounds which have taken place, these issues have
been raised on a number of occasions but often with different focus:
 Pride – 25
 Environment – 17
 Staffing - 22
 Safety – 3
 Issues for patients – 26
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 Equipment – 6
 Paperwork/data collection – 7.
Actions and outcomes
66 Actions were identified from the 26 walkrounds during 2014/15, 12 remain
outstanding. Not all walkrounds resulted in actions, with the actions themselves varying
greatly. A selection of issues and actions are described below:
Issue
Dispensing of Medication
Security at night for staff working
out of CRH
Dispensing delays at Discharge
Understanding own adverse event
patterns
Mislabelling of samples received
at Laboratories DGRI
Service users’ anxiety over
planned move to new facility at
Cree West, CRH

Action
Provision of small Patients Own Drugs(POD)
Trolley
Security review. Increased front door security out
of hours at CRH.
Increase ward stock of ‘low risk’, high frequency
medications to enable ward based dispensing
PS&IT Datix Administrator provided ward based
training on report building
Liaising with Clinical Education to ensure that
training is provided to new doctors on correctly
labelling samples
Obtaining a definite timescale for the move from
Huntingdon Day Hospital to Cree West to allow
staff to plan for the move and prepare the service
users

Signage, car parking and patient Arrange with Estates to:
access to Darataigh
• Erect signage at the main road
•

Form an area in front of Darataigh to
allow ambulance access

•

Provide a dedicated DDA car parking
space adjacent to the front access

Building Capacity & Capability
We need to ensure that staff have the will, ideas and ability to execute improvements in
practice. To do this we need to build capability in improvement science. A limited
number of people from our Board are able to attend National Learning events. We
have therefore committed to delivering local learning events a minimum of twice yearly
for each of the programmes. This will be supplemented by ongoing support and
coaching from the Patient Safety & Improvement Team, from Practice Development
Team, from the Mental Health Development Team and others.
The framework for both national and local programme delivery is the Breakthrough
Series Collaborative (BTS) model:
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IHI Breakthrough Series
(6 to 18 Months Time Frame)
Participants (10-100 Teams)

Select
Topic
(Develop
Mission)

Expert
Meeting

Prework
Develop
Framework
& Changes
Planning
Group

P

P

A

D

A

S

P
D

A

S

LS 1
AP1

LS 2

Dissemination
Publications,
D Congress, etc.

S

LS 3

AP2

AP3*

Supports
LS – Learning
Session
AP – Action Period

Email (listserv)

*AP3 –continue

Phone Conferences

Visits

Holding
the Gains

reporting data as
needed to document
success

Assessments

Sponsors

Monthly Team Reports

We bring together teams to learn about improvement science, followed by action
periods whereby the team test those improvement ideas in practice. The chart below
gives an indication of learning events during 2013/14 and number attending.
National and Local Learning Sessions: April 2014 – March 2015
Event
LS7 Early Years Event
Acute Adults LS1
LS5 Early Years Event
Acute Adult LS2
Sock it to Sepsis
Junior Doctor Sessions
MCQIC – Dunblane
Primary Care LS’s
Junior Doctor Sessions
LS6 Early Years Event
Handover Week –
Improvement Clinics
SPSP Conference
Sepsis VTE Event
Acute Adult LS3 –
Improvement Workshop
Junior Doctor Sessions
MCQIC LS 5 Event
Early Years Workshop

Date
March 2014
May 2014
June 2014
September 2014
September 2014
th
17 September
September 2014
October 2014
th
8 October 2014
October 2014
November 2014

National/local
National
Local
National
Local
Local
Local
National
Local
Local
National
Local

Number attended
20
67
20
74
53
34
15
75
31
20
120 & 82

11 – 12 November 14
November 2014
February 2015

National
National
Local

25
12
5

February 2015
February 2015
March 2015

Local
National
Local

35
13
37

th

th
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This Model for Improvement is the engine behind our safety and improvement work. It
helps teams to think through their aim, how they measure improvement and what their
theories or ideas are to test. The doing part is the testing: planning, doing, studying
(reviewing) and then act (revise) and test again. The PDSA process is iterative and
teams will go through several cycles before they have a product or process that works
in practice. The process of testing encourages ownership and participation but we must
accept that failure is part of the learning.
Good ideas move from testing to implementation to spread with careful management,
adaptation and communication. Understanding this is a crucial component supporting
the organisation in the application of the science of improvement.

In Conclusion
The Scottish Patient Safety Programme is, without doubt, one of the
most ambitious patient safety initiatives in the world – national in scale,
bold in aims, and disciplined in science. It harnesses the energies and
wisdom of Scotland’s healthcare leaders – all aligned toward a common
vision, making Scotland the safest nation on earth from the viewpoint of
healthcare.
- Don Berwick, former President and Chief Executive of the Institute for Healthcare
Improvement

There is no doubt that significant improvements in the quality and safety of care are
being made across the Safety & Improvement Programmes however the pace and
scale of that improvement varies between the programmes each of which is at a
different stage of maturity.
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A key element of monitoring and guiding improvements is the use of data. All of the
programmes are collecting and using local data to drive improvements, however there
is significant variation in staff capability to understand and use data effectively. This can
be a significant barrier to progress which the Patient Safety and Improvement Team are
working with colleagues in IM&T and each of the programs nationally and locally to
overcome.
Developing the capacity and capability to improve is an integral component of our
safety work we need to continue to work with local and Board Management Teams to
ensure that staff undertaking this work are given sufficient time and space to learn how
to improve, to test improvements in practice and to use data to understand whether
these changes are leading to improvement.
NHS Dumfries & Galloway has embraced and enhanced the national safety
programmes and can now evidence that harm is reducing and safety improving.
However, we are on a journey and much still requires to be done to integrate all our
streams of improvement work to ensure we maximise the potential gains.

Patient Safety Programme Contacts
Maureen Stevenson
Patient Safety & Improvement Manager
Early Years Collaborative Coordinator

mstevenson@nhs.net

Paula Riley
Improvement Advisor

priley@nhs.net

Sharron McGarva
Improvement Advisor Trainee

s.mcgarva@nhs.net

Emma McGauchie
Improvement Advisor Trainee

emmamcgauchie@nhs.net

Linda Glover
Maternity Programme Champion

lglover@nhs.net

Rebecca Henderson
Project Officer

rebecca.henderson@nhs.net

Isobel Wells
Patient Safety Administrator

iwells@nhs.net

Linda McKechnie
Service Development Manager Mental Health

linda.mckechnie@nhs.net
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Patient Experience Report
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Hazel Borland
Nurse Director

Sponsoring Director:
Hazel Borland
Nurse Director

Date: 7 May 2015
RECOMMENDATION
The NHS Board is asked to receive this report which provides an overview of key
pieces of work being undertaken to improve patient experience, as well as the
complaints performance data at Appendix 1.

CONTEXT
This paper demonstrates implementation of the Healthcare Quality Strategy (2010),
Patients Rights Scotland Act (2012) and the Person Centred Health and Care
Collaborative. The Board is required to adhere to the Patients Rights Scotland Act
(2012) with regard to seeking and responding to patient / family feedback. The Board
is required to report on this data quarterly.
Learning from patient experience in order to improve our services is one of the most
important tools at our disposal. Evidence in the literature advises that improving staff
experience and their feeling of worth and value can be fundamental to also
improving patient experience.
Key messages:
• A significant amount of activity is taking place with the aim of improving
patient experience from a number of different perspectives
• Appendix 1 contains our complaint performance data for Q4 2014-2015
(January – March 2015)
GLOSSARY OF TERMS
CCL
NES
VBRP

Community Chaplaincy Listening
NHS Education Scotland
Values Based Reflective Practice
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MONITORING FORM
Policy / Strategy

Healthcare Quality Strategy
Person Centred Health and Care Collaborative

Staffing Implications

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

Financial Implications

Not required

Consultation / Consideration

Not required

Risk Assessment

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

Sustainability

Not required

Compliance
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. Community Chaplaincy Listening (CCL)
CCL aims to help people who may be struggling to make sense of their life situation
to draw strength from their own resources and those of the communities of support
around them. The service is not designed to change peoples’ situation but to enable
them to be more resilient to deal with it. In addition to delivery of the service in
Dalbeattie Medical Centre, CCL (as of 30 March 2015) is now offered 3 hours a
week at Sandhead (near Stranraer) Medical Practice.
28 interested individuals attended an information sharing event at the end of
February 2015 to hear about the process of becoming trainee spiritual listeners as
part of the CCL service in Dumfries and Galloway. A national formational training
programme for CCL listeners has been commissioned by NES and will be delivered
locally in the autumn involving a maximum of 12 trainee listeners. Recruitment to the
formational programme involves completion of an application form, appropriate
references being taken and an interview involving a panel with representatives from
spiritual care and General Practice. The formational programme will be delivered by
Robin Paisley, William McFadzean and Ewan Kelly (all experienced educators,
particularly in helping others to explore the intentional use of themselves in the
delivery of spiritual care, in a combination of university, clinical, community and
church settings).
Once trainee listeners have completed the formational training course (8 sessions x
3 hours) they will be interviewed again to discern whether they are ready to start a
placement in a clinical or other community setting (a GP surgery, cottage hospital,
DGRI or possibly a care home or day centre) offering support to patients, relatives or
staff in early 2016. Ongoing regular supervision and support will be provided.
1.1 CCL Patient Related Outcome Measure (CCL PROM)
CCL sites in Dumfries and Galloway are part of a national CCL PROM research
project seeking to explore the impact of CCL interventions on patient wellbeing. The
research is Scottish Government funded and is co-ordinated by Prof Austyn
Snowden (University of West of Scotland).
1.2 CCL Staff Listening Service
Initial conversations have begun with DGRI management colleagues, psychology,
human resources and occupational health regarding utilisation of the CCL model to
provide a staff listening service which seeks to enable staff dealing with
work/personal pressures or transitions to (re)connect with the resources or assets in
their lives which give meaning and purpose and keep them resilient.

2. Values Based Reflective Practice (VBRP)
Five practitioners and strategic leaders working in a variety of roles within the
Dumfries and Galloway region have recently been accredited as VBRP facilitators. It
is hoped that shortly courses will be run locally to enable further accreditation. VBRP
tasters continue to be integrated into health board patient experience events and as
part of other events and learning experiences. For example, as part of a region-wide
cross sector leadership training programme run by workforce development, VBRP
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tools are being integrated into individuals’ and teams’ daily practice in a variety of
ways. For example, as part of a short ward team debrief at the end of a shift.
This programme of work has been extensively discussed at the Person Centred
Health and Care Committee.

3. Learning activity
3.1 Building Valued Relationships: Enabling Meaningful Integration
21 May 2015
This is a cross sector and inter-disciplinary event in Easterbrook Hall, funded by
NHS Education for Scotland (NES), showcasing innovative examples of practice
which aims to promote:
• Greater resilience in the workforce
• Deeper understanding of the connection between meaningful relationships
and better care for people
• More tools for articulating and processing the integration of differing value
systems
• New networks between communities, voluntary agencies and health and
social care systems
3.2 Humanising Healthcare: supporting NHS staff with the emotional impact of
caring 9/10 June 2015
Spiritual care in NHS Dumfries and Galloway is part of a collaboration, initiated by
NHS Ayrshire and Arran, and we are supporting this event held in the Beardmore,
Clydebank.
3.3 Peer Support for Doctors
In collaboration with NHS Ayrshire and Arran and NHS Fife, a training day on 11
June, facilitated by Jo Shapiro (ENT Surgeon and Founder of the Centre for
Professionalism and Peer Support, Brigham and Woman’s Hospital, Boston, USA),
is being held to explore peer support for doctors. Five places for interested doctors in
Dumfries and Galloway have been negotiated. For more information:
www.brighamandwomens.org/medical_professionals/career/cpps/PeerSupport.aspx
3.4 Supporting Junior Doctors dealing with peri-death situations
NHS Dumfries and Galloway have been awarded £15,000 by NES to listen to junior
doctors learning needs in relation to dealing with dying patients and bereaved
relatives. After eliciting their learning needs a small number of experiential and
reflective practice sessions will be run with the junior doctors which will seek to:
• deepen self-awareness,
• improve future practice
• enhance resilience.
It is hoped to explore the possible link between this piece of work and complaints by
relatives related to this area of care.
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Appendix 1
Complaint Response Performance Data
Table 1 Formal Complaints Data for Quarter 4 (1 January – 31 March 2015)

January
2015
20
Complaints received
Complaints acknowledged 20 (100%)

in 3 working days
Complaints completed in 20 9 (45%)
working days
Complaints not completed in 11 (55%)
20 working days
0
Complaints still ongoing
2 (10%)
Complaints withdrawn
Outcome of complaints completed
6 (30%)
Upheld
1 (5%)
Upheld in Part
10 (45%)
Not Upheld
Transferred to another Dept 1 (5%)

February
2015
25
25 (100%)

March
2015
32
31 (97%)

Quarter 4
totals
77
76 (99%)

16 (64%)

18 (56%)

43 (56%)

9 (36%)

3 (9%)

23 (29%)

0
0

11 (34%)
1 (3%)

11 (14%)
3 (3%)

9 (36%)
3 (12%)
13 (52%)
0

6 (19%)
5 (16%)
7 (22%)
0

21 (27%)
9 (11%)
30 (38%)
1 (1%)

Table 2 – Percentage of Complaints responded in 20 working days

Table 2 shows the response rate for the annual period of 1 April 2014 – 31 March
2015. The Board achieved an average response within 20 working days of 58%.
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Table 3 - Number of Complaints per month – 1 April 2014 – 31 March 2015

Table 4 – Complaint Response times

NOT PROTECTIVELY MARKED

58

Agenda Item 44

DUMFRIES and GALLOWAY NHS BOARD
1 June 2015

Involving People, Improving Quality
Prevention and Control of Infection
Author:
Elaine Ross
Infection Control Manager

Sponsoring Director:
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Date: 15 May 2015
RECOMMENDATION
The Board is asked to receive this Healthcare Associated Infection report and note in
particular the position of NHS Dumfries and Galloway with regard to the SAB and
CDI HAI 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:
• Though local reporting would indicate the HAI HEAT targets have been
exceeded there have been improvements seen over the past year.
•

Surveillance of Surgical Site Infections reveals a commendable rate of 1.2 %.

•

There have been two outbreaks of Norovirus infection occurring within DGRI.
The first affected a total of 4 wards over the Easter period and was concluded
in 13 days. The second occurred over the May bank holiday period and
affected 2 wards and was concluded in 11 days.
This is a very short length of ward closure and hospital management and
ward staff should be commended on their hard work and flexibility which has
supported the Outbreak Control Team and contained this infection swiftly.
1
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GLOSSARY
Acute Occupied Bed Days (AOBD)
Clostridium difficile Infection (CDI)
Healthcare Associated Infection (HAI)
Healthcare Environment Inspection (HEI)
Infection Control Team (ICT)
Meticillin Sensitive Staphylococcus Aureus (MSSA)
Meticillin Resistant Staphylococcus Aureus (MRSA)
Staphylococcus aureus bacteraemia (SAB)
Surveillance of Surgical Site Infection (SSI)
Total Occupied Bed Days (TOBD)

2
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MONITORING FORM

Healthcare Quality Strategy
Achievement of HAI HEAT targets
Nil
Staffing Implications
Nil
Financial Implications
Update paper only consultation not required
Consultation
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.
Addressed through the corporate risk register
Risk Assessment
Best Value
Governance and Accountability
• sound governance at a strategic and
operational level
Policy / Strategy Implications

Sustainability
Compliance
Objectives

with

Fewer infections will reduce bed occupancy and
use of resources
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.

Single Outcome Agreement Keeping the population safe
(SOA)
Impact Assessment
Not required. Update paper only

3
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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
•

Though local reporting would indicate the HAI HEAT targets have been exceeded
there have been improvements seen over the past year.

•

Surveillance of Surgical Site Infections reveals a commendable rate of 1.2 %.

•

There have been two recent outbreaks of Norovirus infection occurring within DGRI.
The first affected a total of 4 wards over the Easter period and was concluded in 13
days. The second occurred over the May bank holiday period and affected 2 wards
and was concluded in 11 days.
This is a very short length of ward closure and hospital management and ward staff
should be commended on their hard work and flexibility which has supported the
Outbreak Control Team and contained this infection swiftly.

4
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1. Staphylococcus aureus (including MRSA)
Staphylococcus aureus is an organism which is responsible for a large number of healthcare
associated infections, although it can also cause infections in people who have not had any
recent contact with the healthcare system. The most common form of this is Meticillin
Sensitive Staphylococcus Aureus (MSSA), but the more well known is MRSA (Meticillin
Resistant Staphylococcus Aureus), which is a specific type of the organism which is resistant
to certain antibiotics and is therefore more difficult to treat. More information on these
organisms can be found at:
Staphylococcus aureus : http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346
MRSA:http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252
NHS Boards carry out surveillance of Staphylococcus aureus blood stream infections, known
as bacteraemias. These are a serious form of infection and there is a national target to
reduce them. The number of patients with MSSA and MRSA bacteraemias for the Board
can be found at the end of section 1 and for each hospital in section 2. Information on the
national surveillance programme for Staphylococcus aureus bacteraemias can be found at:
http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.aspx?id=30248

Though confirmation through national published reports is awaited, local surveillance
would indicate that NHS Dumfries & Galloway have exceeded the HEAT target to be met
by March 2015. This is extremely disappointing though as figure 1 below illustrates there
have been improvements made and the rate locally is reflective of the rate across the
majority of NHS boards in Scotland.

2013-14
2014-15

47cases
33 cases

Rate 0.42 cases/1000 acute occupied bed days
Rate 0.29 cases/ 1000acute occupied bed days

Figure1

In March there was 1 SAB and in April there have been 2 cases of SAB. This is illustrated
as a rate per 1000 Acute Occupied Bed Days (AOBDs) in Figure 2 overleaf.

5
NOT PROTECTIVELY MARKED

63

Figure 2
NHS D&G Monthly SAB performance
Cases per 1000 AOBDs
0.6

HEAT

Actual performance

0.5
0.4
0.3
0.2
0.1
0

Figure 3
NHS Dumfries and Galloway
Number of SABs by Cause 1st April to 31st March 2015
6

5

Number of cases

4

3

2

1

0

Root cause analysis is performed on each SAB and the results are illustrated above.
Peripheral vascular cannula (PVC) remains the leading cause of preventable SAB and
there is ongoing education and monitoring. All preventable SAB are now reported using
Datix. A ‘Vascular Access Matters’ study day is being held in June to further raise
awareness of best practice and is designed for Medical ,Nursing and other staff groups
who work with patients requiring vascular access.
An improvement programme designed to reduce the number of contaminated samples is
showing promising results with no SAB resulting from contaminated samples during 2015.
6
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A detailed paper describing all the measures taken to investigate and prevent SAB was
submitted to the Healthcare Governance Committee in January 2015.
There is a good understanding of the causes of SAB. Of the cases we have seen, more
than half of them were cases that it would not have been possible to prevent. Our aim
remains that no patient shall suffer a preventable SAB.
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

In 2013 the SGHD extended the HEAT target of 0.39 cases per 1000 total occupied bed
days (TOBD) (excluding psychiatric bed days) in patients over 65 years to 0.32 and yet
increased the inclusion criteria to all those aged over 15. This was an ambitious target.
Whilst it we take non achievement of a HEAT target very seriously, to put this in context,
in the year to March 2010 there were 185 cases of CDI in those aged 15 and over which
equates to a rate of 2.43 per 1000 TOBD. To have reached a rate of 0.4 per 1000 TOBD is
a staggering reduction of 68% in 5 years and early gains have been sustained.
2013-14
2014-15

58 cases in total
59 cases in total

Figure 4

There are strong links with the Health Protection Team who carry out Root Cause Analysis
for all cases occurring in primary care.
The Health Protection Team and Antimicrobial Prescribing Support Team work closely with
the ICT and Antimicrobial Management Team to feedback results and ensure optimal
antimicrobial prescribing in primary care.
A paper detailing all the actions taken to address CDI was submitted to Healthcare
Governance Committee in January 2015.
7
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Figure 5
NHS D&G CDI Monthly performance
Cases per 1000 TOBDS aged over 15
HEAT 2013-16

Actual performance
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Unfortunately there has been an increase in cases across our region with 7 occurring in
April 2015. This has been investigated by the ICT and no links between cases have been
found. The Infection Control Doctor has requested that the samples be submitted to the
regional reference laboratory for ribotyping and these results are awaited.
3. Surgical Site Infection
Surveillance of Surgical Site Infection (SSI) rates is conducted on eight categories of
procedure. This is in excess of the mandatory requirement which specifies only Caesarean
section and Hip arthroplasty.
We currently carry out full surveillance on more procedures than any other hospitals in
Scotland. We are one of three hospitals who carry out surveillance on major vascular
surgery and one of five hospitals who carry out surveillance on breast surgery and
abdominal hysterectomy and are about to start reporting of Colorectal surgery.
SSI rate by calendar year
2012-13
1104 operations, 10 SSI and a rate of 0.9%
2013-14
1131 operations, 14 SSI and a rate of 1.2%
This is the adjusted data. It is adjusted for ASA (anaesthetic risk based on physical health
status) score and NIS (surgical) risk index. This allows us to be compared to other areas.
This is inpatient data with the exception of hip arthroplasty which includes patients
readmitted within 30 days. To put these results in context there has been no more 2
infections per quarter for any procedure and the majority of quarters there are zero
infections for many procedures.
Information on numbers of operations is gathered from the theatre management system
and post discharge surveillance is conducted by postal questionnaire which is sent to all
patients identified by this system 30 days postoperatively. There is a return rate of
approximately 65% and where a patient indicates that they may have had signs of
8
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infection or an antibiotic prescribed then the GP is contacted for further information.
Review of case notes and microbiological results is also undertaken. This post discharge
surveillance includes patients of all risk categories and information gathered is fed back to
clinical teams.
4. 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.
5th May was World hand hygiene day and the ICT and Infection Control Public Involvement
Group joined forces with Occupational Heath to man stands across DGRI and Galloway
Community Hospital.
Social media was utilised via Twitter using #safeHANDs to raise awareness of the
importance of hand hygiene in the provision of safe care and photographs of staff were
taken holding signs pledging #safeHANDs these were placed around the hospital

5. Norovirus
In the past two years to April 2015 there have been five outbreaks of gastrointestinal
infection, four of these have been microbiologically confirmed as Norovirus.
There have been two recent outbreaks of Norovirus infection occurring within DGRI. The
first affected a total of 4 wards over the Easter period and was concluded in 13 days. The
second occurred over the May bank holiday period, affected 2 wards and was concluded
in 11 days.
Whilst it is not always possible to identify the index case in these outbreaks they have all
occurred at times of high community prevalence and due to the sudden onset of symptoms
are notoriously difficult to control. Following each outbreak there is a formal debrief and
action plan created to ensure any learning form the outbreak can be acted upon. The
separate outbreaks are listed overleaf.
9
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Figure 6
*Greyed areas indicate outbreaks occurring at the same time but not necessarily linked.

Date
April 2013
October 2013
January 2014
February 2014
December 2014

April 2015
May 2015

Ward
7&9
14
16
18
16
16
Castle Douglas hospital
Annan hospital
9, 10,12,14
18
12

Length of closure
13 days
6 days
3 days
10 days
10 days
7 days
4 days
4 days
13 days
7 days
10 days

Figure 7.
Number of wards closed 2014 – 2015 (weeks 27 (6/7/2014) – 26) and the Average Number of
Wards Closed from 2008-2014 (Weeks 27 – 26) - HPS May 2015.
NHS D&G Outbreak =

What is remarkable is the short length of ward closure with even a multi ward outbreak
lasting for less than 2 weeks. Outbreak management is an area where we are recognised
nationally as performing well and this is testament to the team working and flexibility of all
teams concerned.

10
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Healthcare Associated Infection Reporting Template (HAIRT)
Section 2 – Healthcare Associated Infection Report Cards
The following section is a series of ‘Report Cards’ that provide information, for each acute hospital and key
community hospitals in the Board, on the number of cases of Staphylococcus aureus blood stream infections
(also broken down into MSSA and MRSA) and Clostridium difficile infections, as well as hand hygiene and
cleaning compliance. In addition, there is a single report card which covers all community hospitals [which
do not have individual cards], and a report which covers infections identified as having been contracted from
outwith hospital. The information in the report cards is provisional local data, and may differ from the
national surveillance reports carried out by Health Protection Scotland and Health Facilities Scotland. The
national reports are official statistics which undergo rigorous validation, which means final national figures
may differ from those reported here. However, these reports aim to provide more detailed and up to date
information on HAI activities at local level than is possible to provide through the national statistics.

Understanding the Report Cards – Infection Case Numbers
Clostridium difficile infections (CDI) and Staphylococcus aureus bacteraemia (SAB) cases are presented for
each hospital, broken down by month. Staphylococcus aureus bacteraemia (SAB) casesare further broken
down into Meticillin Sensitive Staphylococcus aureus (MSSA) and Meticillin Resistant Staphylococcus
aureus (MRSA). More information on these organisms can be found on the NHS24 website:
Clostridium difficile :http://www.nhs24.com/content/default.asp?page=s5_4&articleID=2139&sectionID=1
Staphylococcus aureus :http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346
MRSA:http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252&sectionID=1
For each hospital the total number of cases for each month are those which have been reported as positive
from a laboratory report on samples taken more than 48 hours after admission. For the purposes of these
reports, positive samples taken from patients within 48 hours of admission will be considered to be
confirmation that the infection was contracted prior to hospital admission and will be shown in the “out of
hospital” report card.
Targets
There are national targets associated with reductions in C.diff and SABs. More information on these can be
found on the Scotland Performs website:
http://www.scotland.gov.uk/About/Performance/scotPerforms/partnerstories/NHSScotlandperformance

Understanding the Report Cards – Hand Hygiene Compliance
Hospitals carry out regular audits of how well their staff are complying with hand hygiene. Each hospital
report card presents the combined percentage of hand hygiene compliance with both opportunity taken and
technique used broken down by staff group.
Understanding the Report Cards – Cleaning Compliance
Hospitals strive to keep the care environment as clean as possible. This is monitored through cleaning and
estates compliance audits. More information on how hospitals carry out these audits can be found on the
Health Facilities Scotland website:
http://www.hfs.scot.nhs.uk/online-services/publications/hai/

Understanding the Report Cards – ‘Out of Hospital Infections’
Clostridium difficile infections and Staphylococcus aureus (including MRSA) bacteraemia cases are all
associated with being treated in hospitals. However, this is not the only place a patient may contract an
infection. This total will also include infection from community sources such as GP surgeries and care
homes and. The final Report Card report in this section covers ‘Out of Hospital Infections’ and reports on
SAB and CDI cases reported to a Health Board which are not attributable to a hospital.
11
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NHS BOARD REPORT CARD
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total SABS

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

0
5
5

0
2
2

0
1
1

0
4
4

0
3
3

0
4
4

0
1
1

0
2
2

0
4
4

1
1
2

0
1
1

0
2
2

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages 65 plus
Ages 15 plus

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

2
4
4

4
5
9

1
4
5

1
4
5

4
2
6

1
4
5

1
4
5

2
3
5

0
4
4

2
2
4

1
4
5

2
5
7

Cleaning Compliance (%)

Board Total

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

96.3

96.6

96.6

96.0

96.6

96.2

97.9

97.9

97.5

97.0

95.77 96.25

Estates Monitoring Compliance (%)

Board Total

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

97.1

97.7

97.8

98.0

98.3

98.8

99.3

99.0

98.9

98.9

98.86 97.55

12
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NHS HOSPITAL REPORT CARD - DGRI
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total SABS

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

0
5
5

0
1
1

0
0
0

0
4
4

0
3
3

0
4
4

0
1
1

0
2
2

0
4
4

1
1
2

0
1
1

0
2
2

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages 65 plus
Ages 15 plus

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

0
1
1

2
2
4

0
2
2

0
2
2

2
0
2

0
1
1

0
1
1

1
1
2

0
2
2

1
2
3

0
3
3

2
3
5

Cleaning Compliance (%)

Board Total

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

95.72

95.5

96.0

95.4

95.8

95.7

94.0

95.6

95.4

95.6

96.5

95.1

Estates Monitoring Compliance (%)

Board Total

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

96.50

96.6

97.1

97.7

97.1

97.6

96.4

97.1

96.1

97.1

97

96.76
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NHS HOSPITAL REPORT CARD – Galloway Community Hospital
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total SABS

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

0
0
0

0
1
1

0
1
1

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages 65 plus
Ages 15 plus

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

0
0
0

0
0
0

0
0
0

0
0
0

0
1
1

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
1
1

0
1
1

Cleaning Compliance (%)

Board Total

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

98.2

98.6

97.9

97.7

98.0

98.4

98.2

98.4

97.9

99.3

98.2

99.44

Estates Monitoring Compliance (%)
May
2014
Board Total

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

98.57 99.5

99.6

99.7

99.8

99.7

99.7

99.9

99.5

99.8

99.5

99.59
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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
• Allanbank

Staphylococcus aureus bacteraemia monthly case numbers
MRSA
MSSA
Total SABS

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

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

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

0
1
1

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
1
1

NHS OUT OF HOSPITAL REPORT CARD
Staphylococcus aureus bacteraemia monthly case numbers
MRSA
MSSA
Total SABS

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

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

May
2014

Jun
2014

Jul
2014

Aug
2014

Sep
2014

Oct
2014

Nov
2014

Dec
2014

Jan
2015

Feb
2015

Mar
2015

Apr
2015

2
0
2

2
3
5

1
2
3

1
2
3

2
1
3

1
3
4

1
3
4

1
2
3

0
2
2

0
1
1

1
0
1

0
0
0
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Scottish Patient Safety Programme - Hand Hygiene Compliance April 2015
DGRI
Ward/Dept
A&E
Alex Unit
Kennedy Suite
ICU
Day Surgery
OOPD
OPD
Renal Unit
Pre-assessment
SHDU
Reception/Recovery
Xray
Ward 3
Ward 4
Ward 6
Ward 7
Ward 8
Ward 9
Ward 10
Ward 12
Ward 14
Ward 15
Ward 16
Ward 17
Ward 18

Total number of opportunities entered

opportunity taken

correct technique

Overall Compliance

22
20
20
20
20
21
22
24
20
20
21
20
20
20
20
21
25
20
20
20
20
23
20
20
20

22
20
20
20
20
21
22
24
20
20
19
11
20
20
20
21
25
20
20
20
20
23
20
20
19

22
20
20
20
20
21
22
24
20
20
19
11
20
20
20
21
25
19
20
20
20
23
20
20
18

100%
100%
100%
100%
100%
100%
100%
100%
100%
100%
90%
55%
100%
100%
100%
100%
100%
95%
100%
100%
100%
100%
100%
100%
90%

20
20
20
20

18
19
20
20

18
18
20
20

90%
90%
100%
100%

20
20
20
20
20
20

20
20
20
20
20
20

18
18
20
20
20
19

90%
90%
100%
100%
100%
95%

20
21
24
28
25
25
21

20
21
24
28
25
25
21

20
21
24
28
25
25
21

100%
100%
100%
100%
100%
100%
100%

21
20
20
20
20

21
20
20
20
20

21
20
20
20
20

100%
100%
100%
100%
100%

Cresswell Wing
Birthing Suite
Maternity Suite
Antenatal
Neonatal

Midpark Hospital
Balcary
Cree
Dalveen
Ettrick
Glencairn
Nithsdale

Galloway Community Hospital
Garrick
Dalrymple
OPD
Day Surgery
Renal Unit
A&E
Clenoch

Cottage Hospitals
Annan
Lochmaben
Thomas Hope
Moffat
Thornhill
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Agenda Item 45

DUMFRIES and GALLOWAY NHS BOARD
1 June 2015

Scottish Public Services Ombudsman:
NHS Dumfries and Galloway Investigation Report
Author:
Professor Hazel Borland
Executive Nurse Director

Sponsoring Director:
Professor Hazel Borland
Executive Nurse Director

Date: 8 May 2015
RECOMMENDATION
The Board is asked to:
• receive and discuss this report at Appendix 1
• note that the report was taken to Healthcare Governance Committee on 18
May and discussed at length.
• agree the recommendation from Healthcare Governance Committee that the
action plan will go back there in September for assurance purposes with
regard to completion.

CONTEXT
Strategy / Policy:
The Scottish Public Services Ombudsman (SPSO) publishes all investigation reports
and this can be in the region of 4-6 each month covering all Public Services across
Scotland. Often 2-3 of these monthly reports relate to NHS Boards. NHS Dumfries
and Galloway last had an investigation report published in 2011.
The attached investigation report for NHS Dumfries and Galloway was published in
April 2015. A letter of apology from the Chief Executive had already been sent to the
complainant when the report was received and a copy of the completed action plan
will also be shared with them.
The SPSO makes a number of recommendations with timescales from May – August
2015 for completion. These are currently being acted upon.

GLOSSARY OF TERMS
In the report

NOT PROTECTIVELY MARKED

Page 1

75

MONITORING FORM
Policy / Strategy

Healthcare Quality Strategy: person centred

Staffing Implications

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

Financial Implications
Consultation / Consideration
Risk Assessment

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

Sustainability
Compliance with
Objectives

Single
(SOA)

Outcome

Best Value

Not required
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 external report
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Scottish
Public
Services
Ombudsman

The Scottish Public Services Ombudsman Act 2002

Investigation
Report
UNDER SECTION 15(1)(a)

SPSO
4 Melville Street
Edinburgh
EH3 7NS
Tel 0800 377 7330
SPSO Information www.spso.org.uk
SPSO Complaints Standards www.valuingcomplaints.org.uk

77

Scottish Parliament Region: South of Scotland
Case ref: 201305972, Dumfries and Galloway NHS Board
Sector: Health
Subject: Hospitals; clinical treatment/diagnosis
Summary
Mrs C complained that her late husband (Mr A) was not provided with
appropriate care and treatment after he was admitted to Dumfries and Galloway
Royal Infirmary. Mr A was admitted with a suspected stroke but developed
severe diarrhoea. His condition deteriorated significantly over the next few days
and he developed a number of other symptoms, including problems with his
oxygen levels, his heart and his breathing. He was transferred to intensive
care, but died some four weeks after he was admitted. Mrs C said that although
she was very concerned about her husband's condition, he was not seen by a
consultant until about a week after he was admitted. She repeatedly raised her
concerns with staff, but felt these were dismissed. Mrs C felt it took too long to
recognise that Mr A had had a heart attack, and said he lost all his dignity while
in hospital and suffered unnecessarily.
The board met with Mrs C some months after she first complained, and wrote
two months after that to further clarify what had been said, acknowledging her
concerns that the heart attack was not diagnosed sooner. They said, however,
that they hoped she was reassured that they had carried out a series of
appropriate tests to diagnose Mr A's condition, although with hindsight this
could have been done more quickly. They apologised for Mrs C's experience.
The records did not show what was said at the meeting, but there were
statements from two doctors within the complaints papers. Both acknowledged
that it was unfortunate that Mr A was not reviewed earlier, and that there were
issues with availability of consultants. I also took independent advice on the
complaint from a consultant cardiologist, who said that Mr A died following a
critical illness, which culminated in multi-organ failure. Although he already had
underlying health conditions, there was evidence of a recent heart attack and a
related life-threatening condition. My adviser identified a number of failings in
Mr A's clinical care, including that the heart attack could have been diagnosed
sooner, fluid therapy was not appropriately managed, and medical records were
inadequate, with electrocardiogram (heart function monitor) results that were
not properly labelled and that did not appear to have been compared in
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sequence. This meant that Mr A was not adequately reviewed and his heart
problems not considered early enough - critical omissions when planning his
treatment.
I accepted this advice and upheld Mrs C's complaint. I found that Mr A was not
reviewed by a cardiac consultant early enough, and was placed on
inappropriate fluid therapy, which compromised his treatment and meant that
his care fell below a reasonable standard. I also found the board's complaints
handling and apology inadequate, given that two senior members of board staff
identified failures in Mr A's care, and that I saw no evidence of the board taking
action to improve procedures as a result of Mrs C's complaint.
Redress and recommendations
I recommended that the Board:
(i) carry out a critical incident review into Mr A's death;
(ii) remind all staff of the importance of
contemporaneous, accurate and full medical notes;
(iii) provide evidence that the complaint investigation
has been reviewed, to establish why failings by the
Board identified by staff members were not acted
upon;
(iv) remind all staff of the importance of discussing
completion of the decision to designate a patient as
'not for resuscitation' with either the patient or
appropriate family members;
(v) provide evidence that the full report has been
discussed by the Board at the first meeting
following its publication; and
(vi) apologise unreservedly to Mrs C for the failings
identified in this report.

Completion date
17 June 2015
20 May 2015

20 May 2015

20 May 2015

26 August 2015

20 May 2015

Who we are
The Scottish Public Services Ombudsman (SPSO) investigates complaints
about organisations providing public services in Scotland. We are the final
stage for handling complaints about the National Health Service, councils,
housing associations, prisons, the Scottish Government and its agencies and
departments, the Scottish Parliamentary Corporate Body, water and sewerage
providers, colleges and universities and most Scottish public authorities. We
normally consider complaints only after they have been through the complaints

2
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procedure of the organisation concerned. Our service is independent, impartial
and free. We aim not only to provide justice for the individual, but also to share
the learning from our work in order to improve the delivery of public services in
Scotland.
The role of the SPSO is set out in the Scottish Public Services Ombudsman Act
2002. Under the Act, the Ombudsman can publish a public report and lay this
before the Parliament where he considers that there is a public interest in the
matter and it is appropriate to do so. The Act says that, generally, reports of
investigations should not name or identify individuals, so in the draft report the
complainant is referred to as Mrs C. The terms used to describe other people in
the report are explained as they arise and in Annex 1.
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Main Investigation Report
Introduction
1.
Mr A was admitted to Ward 12 in Dumfries Royal Infirmary (the Hospital)
on 2 April 2012. He had previously been treated on Ward 12 for stroke
symptoms. During his admission to Ward 12, Mr A underwent a computerised
tomography (CT) scan. This showed no change from previous admissions and
he continued to receive his prescribed stroke medication. An electrocardiogram
(ECG) was also performed and Mr A was provided with treatment for low levels
of vitamin B12, as he was found to have a deficiency. Mr A also developed
diarrhoea and samples were sent for testing.
2.
Mr A became more seriously unwell on the morning of 4 April 2012,
developing a high temperature and tachycardia (a heartbeat exceeding the
normal range). Due to his continued diarrhoea, he was moved to a single room
and placed in isolation, as a precautionary measure against infection. Mr A's
blood pressure had begun to fall, due to dehydration, and he was provided with
intravenous (IV) fluids.
3.
Mr A's IV required replacement on 5 April 2012, however, due to the
condition of his veins, ward medical staff were unable to reinsert it and
requested assistance from a specialist. IV fluids were eventually recommenced
at 10:00 on 5 April 2012.
4.
Mr A's condition did not improve and he was monitored and provided with
further IV fluids. On 7 April 2012 blood samples were taken. These were
haemolysed (the structures of the red blood cells were damaged), meaning that
accurate measurements were not possible. The blood tests were repeated but
showed Mr A's condition had deteriorated and his IV fluids were increased.
5.
By the afternoon of 7 April 2012 Mr A was found to be difficult to rouse and
his oxygen saturation (the levels of oxygen in his blood) had dropped to
88 percent. He was provided with oxygen therapy, which increased his blood
saturation levels to 95 percent. Nursing staff requested a medical review at this
point and suggested that Mr A's IV fluid input might be causing a degree of
cardiac failure. Medical staff felt on review that Mr A had a lower respiratory
tract infection, combined with a degree of cardiac failure. He was commenced
on antibiotic and nebuliser therapy and no further IV fluids were provided to him.

4
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6.
At 22:00 on 7 April 2012 Mr A was reviewed by nursing staff, as his heart
rate was very high, without a discernible rhythm. An ECG was performed and
Mr A's general observations were taken and medical review was requested.
Mr A's condition continued to deteriorate and IV fluids were recommenced. By
the morning of 8 April 2012 Mr A was considered to be reasonably stable,
although he reported an incident of chest pain at 18:30. As there was no
corresponding data from his heart monitoring equipment, Mr A was thought to
have suffered pain from a muscular source, due to his chest infection.
7.
Mr A's blood test results remained poor, as did his liver function. An
ultrasound scan of his abdomen was requested and he was catheterised. On
the morning of 9 April 2012, Mr A was reviewed by a consultant physician
(Doctor 1). He had crackling in his right lung, but his left was clear. As he had
experienced no diarrhoea for a forty eight hour period, he was removed from
isolation; his antibiotics were also stopped as a precautionary measure, as
there were concerns that they may have affected his liver function. Mr A was
transferred to Ward 8 in the Intensive Care Unit (ITU) on 9 April 2012, as he
was considered to have multi-organ failure.
8.
Mr A was very confused on 12 April 2012 and on 13 April 2012, his wife
Mrs C, noted that she was informed by medical staff that Mr A's heart was
functioning very poorly, although he was responding to medication. Mr A's
blood pressure remained low and his medication was altered again, as it was
felt it might still be affecting his liver function. On 16 April 2012, Mr A was
considered stable enough to be transferred from ITU to Ward 9.
9.
Mr A was suffering from stomach pain and, on 17 April 2012, he was
prescribed Gaviscon. Between 17 April 2012 and 24 April 2012, the record
showed Mr A's heart and kidneys functioning a little better, although he was
continuing to experience breathlessness. Mr A was very unwell on 25 April and
he received a chest x-ray, which established he had an enlarged heart with a
mild chest infection.
10. On 27 April 2012, Mrs C was advised that although Mr A was receiving the
best possible treatment, his prognosis was very poor. It was also established
that Mr A had been experiencing difficulty swallowing and had not been eating.
An appointment with a dietician was arranged.
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11. On 29 April 2012, Mr A was found to be having difficulty breathing and
unresponsive to staff. Mrs C was contacted, but Mr A deteriorated rapidly and
died before she arrived at the Hospital.
12. The complaint from Mrs C which I have investigated is that following an
admission to the Hospital on 2 April 2012, staff failed to provide Mr A with
appropriate clinical treatment in view of his reported symptoms (upheld).
Investigation
13. In investigating this complaint I have had access to all the documentation
Mrs C submitted, as well as Dumfries and Galloway NHS Board (the Board)'s
complaint file. I have also had access to Mr A's medical records and I have
taken advice from a consultant cardiologist (the Adviser).
14. I have not included in this report every detail investigated but I am satisfied
that no matter of significance has been overlooked. Mrs C and the Board were
given an opportunity to comment on a draft of this report.
Complaint: Following an admission to the Hospital on 2 April 2012, staff
failed to provide Mr A with appropriate clinical treatment in view of his
reported symptoms
15. Mrs C said that she felt her husband, Mr A, was not treated competently
following his admission on 2 April 2012. Mrs C said that following his admission
on 5 April 2012 she became very concerned, as Mr A was very cold and his
eyes were yellow. She believed he was jaundiced, but recalls being told by
medical staff that his colour was due to the effect of the ward lighting. On
9 April Mr A was transferred to the ITU. Mrs C recalled being informed that
Mr A had suffered a heart attack on 10 April 2012, (although the heart attack
had in fact happened at some point between his admission on 2 April 2012 and
that point) and he was then transferred to the Cardiac Care Unit. Mrs C said
that she had repeatedly approached staff about Mr A's condition, but he had not
been examined by a doctor until 7 April 2012, when two junior doctors had
examined him. Mrs C said Mr A was not seen by a consultant until 9 April 2012,
despite her concerns about his well-being.
16. Mrs C said she was a retired ECG technician and had both some medical
knowledge and an understanding of Mr A's condition. She said she had made it
clear to medical staff that she believed Mr A's condition was not improving and
that he was extremely unwell, however, she felt these concerns were
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dismissed. Mrs C said she felt it had taken medical staff too long to recognise
that Mr A had suffered a heart attack and that, although she accepted that he
had suffered a major stroke, he had then suffered unnecessarily during his
admission to the Hospital.
17. Mrs C said that, on a personal level, Mr A's death had exacerbated her
existing medical conditions. She felt that Mr A had lost all his dignity whilst in
hospital and had suffered due to the way he had been treated.
18. Mrs C said following her formal complaint to the Board on 29 May 2012,
she had met with medical and nursing staff from the Hospital on
12 October 2012, but that although they had apologised for any failures in
communication, she did not believe they had accepted Mr A's treatment had
been inadequate.
The Board's position
19. The Board wrote to Mrs C on 12 December 2012. They apologised for the
delay in writing to her following the meeting on 12 October 2012, which had
been due to a change in staff responsibilities.
20. The Board said they wished to further clarify the discussions from that
meeting. Input had been received from Doctor 1 and a consultant cardiologist
(Doctor 2), who had been responsible for Mr A's care. The Board said that
following Mr A's admission, when Mr A was reviewed by Doctor 1 on
9 April 2012, he had sought an opinion from Doctor 2 and the consensus was
that Mr A had probably suffered a silent myocardial infarction (heart attack)
several days previously, although there was also the background problem of his
longstanding cardiomegaly (enlarged heart).
The Board said they
acknowledged Mrs C's concern that this was not diagnosed sooner, however,
they hoped to reassure her that during Mr A's admission a variety of tests had
been carried out on Mr A to establish a diagnosis and provide an appropriate
standard of management. The Board said they noted Mr A had been quickly
transferred to ITU following this review, however they accepted that, with
hindsight, it might have been prudent for this review to have been carried out
earlier.
21. The Board said, however, that even if myocardial infarction had been
identified earlier, the treatments available would have risked causing a
potentially catastrophic intracranial haemorrhage (bleeding on the brain) due to

22 April 2015

7

84

Mr A's recent stroke. It was not possible to identify the cause of the myocardial
infarction, however, it was likely that the stroke was a contributing factor.
22. The Board said they were sorry Mrs C felt her experience as a relative
during Mr A's stay in the Hospital had been so poor. They said they hoped the
meeting assured her that these matters were being addressed.
They
expressed the hope that their letter would 'bring Mrs C some closure in time for
the festive season'.
The evidence available
23. There was no note of the meeting of 12 October 2012 in the Board's file on
the complaint and no record of any actions taken following it. As part of the
complaint investigation, however, statements were made by Doctor 1 on
12 June 2012 and Doctor 2 on 22 June 2012. Doctor 1 said that assessment of
Mr A by a consultant cardiologist should have been carried out sooner.
Although Doctor 1 said he did not believe they would have altered Mr A's
outcome, he felt there were learning points to be taken from the care and
treatment provided to Mr A.
24. Doctor 1 said that there was currently a lack of specialist registrar (or
equivalent) doctors to provide the recommended level of cover set out in the
Royal College of Physician recommendations. Doctor 1 said he had been
advised by National Health Service Education Scotland that this level was
unlikely to be reached due to financial constraints and recruitment difficulties.
He also noted that consultant time was currently focussed on Medical
Assessment Units, assessing and attempting to discharge less seriously unwell
patients.
25. Doctor 1 said, in his view, that consultant time should be focussed outside
of normal working hours on seriously unwell patients. Doctor 1 said that
reverting to previous rota patterns for medicine for the elderly would have
almost certainly resulted in Mr A being reviewed by a consultant over the
weekend and possibly, given how unwell he was, on both the Saturday and
Sunday.
26. Doctor 2 said that Mr A had first been reviewed by a specialist cardiologist
on 10 April 2012 and that he had reviewed Mr A on 13 April 2012. He had
noted on review that Mr A's ECG had shown abnormalities on admission, with
subsequent sequential changes, but that this had not been recorded in his
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notes. Doctor 2 said this would have influenced the approach to the provision
of IV fluids to Mr A. Doctor 2 said he had also noted, upon reviewing the case,
that Mr A had experienced tachycardia on 7 April 2012, but this had not been
discussed with the on-call consultant.
27. Doctor 2 said that Mr A's observations had been stable on the morning of
his death and there had been no indication that he was likely to deteriorate,
although this had to be placed in context of Mr A's overall prognosis, which was
very poor. Doctor 2 noted that Mr A had been designated as not suitable for
resuscitation. Doctor 2 felt the decision was medically appropriate, but noted
there was no documentation of any discussion with the family to obtain their
views.
28. Doctor 2 said Mr A had clearly been very unwell at the point of his
admission, however, his management might have been different had the
myocardial infarction been identified. Mr A would have received an earlier
cardiac review and Doctor 2 said it was unfortunate that Mr A was not reviewed
on 6 April 2012, despite his worsening condition, and that he was not reviewed
on 8 April 2012 and consequently not referred to ITU until 9 April 2012.
Doctor 2 said he felt 'there was some justification for a feeling that our
observation and assessment of this unwell patient was suboptimal'.
Advice obtained
29. The Adviser said that Mr A died following a critical illness, which
culminated in multi-organ failure. The stroke on 2 April 2012 could well have
been a response to the onset of sepsis, given how soon after admission Mr A's
diarrhoea began. Mr A was suffering from widespread arterial disease which
probably underlay his overall deterioration, although there was evidence of
recurrent myocardial infarction and cardiogenic shock (a life threatening
condition, caused by inadequate circulation of blood due to heart failure).
30. The Adviser said that Mr A's myocardial infarction could have been
diagnosed sooner. An ECG taken on Ward 12 on 4 April 2012 differed from
one taken on 2 April 2012. The Adviser noted that, without comparison
between these two ECG results, this difference might not have been
appreciated. The Adviser also said there was no evidence to show that Mr A's
ECGs on either 2 April 2012 or 4 April 2012 were examined, or taken into
account in Mr A's diagnosis and management.
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31. The Adviser said that due to the inadequacy of the labelling of the ECG
results for 2 April 2012, he had requested Mr A's previous records and ECG
results to provide context for his assessment. The Adviser said the ECG
carried out on 29 February, following admission for a stroke, suggested a
myocardial infarction had occurred since 2008. The ECG taken on admission
on 2 April 2012, was consistent with Mr A having remained stable since
29 February 2012. The Adviser said that aside from the existing ECG evidence,
Mr A's deteriorating clinical picture should have prompted consideration of the
possibility that he had suffered a myocardial infarction.
32. The Adviser said the failure to document the comparison of sequential
ECG findings was serious, as this was something which should be done for any
acute patient and it had impacted on the quality of the care Mr A had received.
The Adviser also said that the medical records covering Mr A's first few days in
the Hospital were inadequate. There was a failure to provide a review from an
experienced cardiologist, which meant that Mr A's clinical information and data
were not appropriately examined in order to guide his management.
33. The Adviser said he agreed with the points made by Doctor 1 in his
response to the Board's management as part of their complaint investigation.
The Adviser said that consultant time should be allocated to ensure that
seriously unwell patients were reviewed, as well as ensuring that there was
sufficient bed turnover.
34. The Adviser said that Mr A's IV fluid therapy had been inappropriately
managed. His diarrhoea had clearly required fluid replacement, but this should
have been guided by an accurate knowledge of Mr A's cardiac capacity. The
Adviser said the evidence showed Mr A's cardiac capacity was not really
appreciated until 9 April 2012, when he was in cardiogenic shock. The Adviser
said the notes showed only a cursory review at the start of Mr A's admission,
with no medical review at all on 6 April 2012, although the nursing notes
referred to a difficult night for the patient between 5 April 2012 and 6 April 2012.
The Adviser noted that Mr A's condition had continued to deteriorate on
7 April 2012, when he had been reviewed by a junior doctor. A more senior
doctor (although still below consultant grade) had reviewed Mr A that evening,
but there was no medical review documented on 8 April 2012. When Mr A was
seen by Doctor 1 on 9 April 2012, he was appropriately escalated to specialist
cardiology care.
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35. The Adviser said that the failure to consider Mr A's highly likely coronary
heart disease, together with his poor heart function, when planning and
providing his clinical treatment was a critical omission. This meant Mr A was
not provided with an appropriate standard of care, particularly in relation to the
provision of IV fluids.
Decison
36. The advice I have received has clearly identified a number of failings in the
clinical care provided to Mr A. The medical records for the initial part of his
admission to the Hospital have been described as inadequate. The Adviser
noted that Mr A's ECG results were not properly documented and that there
was no evidence that they were compared sequentially. As a result Mr A was
placed on inappropriate IV therapy, which appears to have compromised the
treatment he received. The Adviser has not concluded that Mr A would have
survived if these errors had not been made, rather that they indicate that the
care and treatment he received fell below an acceptable standard.
37. I am also critical of the Board's response to Mrs C. It is made explicit in
the statements given by medical staff that they recognise the medical care
provided to Mr A was initially inadequate. Both Doctor 1 and Doctor 2
highlighted the lack or timeous review by a consultant and the consequent
failure to correctly diagnose and refer Mr A within the Hospital. This has not
been acknowledged by the Board in their correspondence with Mrs A, which
contains an apology for the fact that Mrs A 'felt her experience as a relative
during Mr A's stay in hospital prior to his passing was so poor'. I consider this
inadequate, given that two senior members of the medical staff had both
identified failures in Mr A's care.
38. The Board's response goes on to express the hope that Mrs C will have
been reassured that the matters she raised were being addressed by the Board.
No evidence has, however, been provided by the Board to demonstrate what
actions were identified and put into place following this meeting.
39. I uphold this complaint and make the following recommendations.
Recommendations
40. I recommend that the Board:
carry out a critical incident review into Mr A's
(i)
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(ii)
(iii)

(iv)

(v)

(vi)

death;
remind all staff of the importance of
contemporaneous, accurate and full medical notes;
provide evidence that the complaint investigation
has been reviewed, to establish why failings by the
Board identified by staff members were not acted
upon;
remind all staff of the importance of discussing
completion of the decision to designate a patient as
'not for resuscitation' with either the patient or
appropriate family members;
provide evidence that the full report has been
discussed by the Board at the first meeting
following its publication; and
apologise unreservedly to Mrs C for the failings
identified in this report.

20 May 2015

20 May 2015

20 May 2015

26 August 2015

20 May 2015

41. The Board have accepted the recommendations and will act on them
accordingly. We will follow up on these recommendations. The Board are
asked to inform us of the steps that have been taken to implement these
recommendations by the date specified. We will expect evidence (including
supporting documentation) that appropriate action has been taken before we
can confirm that the recommendations have been implemented.
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Annex 1
Explanation of abbreviations used
Mr A

the complainant's husband

the Hospital

Dumfries Royal Infirmary

CT scan

computerised tomography scan

ECG

electrocardiogram

IV

intravenous

Doctor 1

a consultant physician

ITU

Intensive Care Unit

Mrs C

the complainant

the Board

Dumfries and Galloway NHS Board

the Adviser

a consultant cardiologist who provided
independent advice on the clinical care
and treatment provided to Mr A

Doctor 2

a consultant cardiologist

22 April 2015
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Annex 2
Glossary of terms
cardiac

heart related

cardiac failure

heart failure

cardiogenic shock

life threatening condition due to inadequate
circulation caused by heart failure

cardiomegaly

enlargement of the heart

computerised tomography (CT)
scan

scan that creates computer generated
images of the inside of the human body

diarrhoea

condition involving at least three loose bowel
movements a day

electrocardiogram (ECG)

monitor that records the electrical activity of
the heart, allowing its function to be assessed

haemolysed blood

blood with damaged red blood cells

intracranial haemorrhage

bleeding between the skull and the brain

intravenous (IV)

introduction of fluids directly into a patient's
blood stream using a needle

myocardial infarction

heart attack

nebuliser

a device that administers drugs to the lungs
in the form of a mist

tachycardia

heart rate above the upper limit of the normal
range
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‘Carer Positive’ Employer Kite Mark
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Philip Myers
Health and Wellbeing Specialist

Sponsoring Director:
Vicky Freeman
Acting Head of Strategic Planning

Date: 28 April 2015
RECOMMENDATION
The Board is asked to:
• Note the contents of this report in relation to the Carer Positive Employer Kite
Mark
• Agree to support the ambition that NHS Dumfries and Galloway works
towards achieving Carer Positive Employer Kite Mark status
• As identified in section 3.5 give consideration to designating a Board Member
to ‘champion’ this initiative
• Note and agree the broader requirement for a ‘Carer Aware’ workforce in NHS
Dumfries and Galloway (NHS D&G)
• Note National Carers Week takes place between 8th and 14th June 2015

CONTEXT
Strategy / Policy:
There are a number of key strategic and policy drivers supporting this paper:
• National Health and Wellbeing Outcome 6 (providing support to unpaid carers
to look after their own health and wellbeing)
• Caring Together: The Carers Strategy for Scotland 2010-2015
• CEL (6) 2011 - Strengthening Carer Involvement in Community Health
Partnerships
• NHS Staff Governance
o Working Well in NHS Scotland
o Everyone Matters 2020 Workforce Vision
o Supporting the Work-life Balance PIN
• Dumfries and Galloway’s Carers Strategy 2012-2017
• Dumfries and Galloway Single Outcome Agreement 2013-2016
Organisational Context / Why is this paper important / Key messages:
The Scottish Government estimates that one in seven of the population is a carer at
some point in their life. In Dumfries and Galloway there are 13,955 unpaid carers
(2011 Census) but this number is likely to be significantly higher. Over 50% of these
carers are in employment and many may be NHS D&G employees. There is a clear
business case for supporting staff who may have a caring responsibility.
1
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GLOSSARY OF TERMS
CEL – Chief Executive Letter
NHS D&G – NHS Dumfries and Galloway

2
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MONITORING FORM
Policy / Strategy

This initiative addresses a number of national and
local policies including:
• National Health and Wellbeing Outcome 6
• Caring Together: The Carers Strategy for
Scotland 2010-2015
• CEL (6) 2011 - Strengthening Carer
Involvement
in
Community
Health
Partnerships
• NHS Staff Governance
o Working Well in NHS Scotland
o Everyone Matters 2020 Workforce
Vision
o Supporting the Work-life Balance PIN
• Dumfries and Galloway’s Carers Strategy
2012-2017
• Dumfries and Galloway Single Outcome
Agreement 2013-2016
Staffing Implications
The following staffing implications have been
identified and further analysis of the impacts will be
explored as this initiative develops:
• Carer awareness workforce training
• Support to workforce who may have an
unpaid caring role
Financial Implications
Financial implications may arise on the basis of the
staffing implications identified above. Once these
implications become clear they will be fully
discussed with Finance and HR colleagues.
Consultation / Consideration
As this initiative develops consultation will be
extended to various internal groups and
committees including; Management Team, Area
Partnership Forum, Health and Social Care
Integration
Board,
Healthcare
Governance
Committee
Risk Assessment
A risk assessment has not currently been
undertaken. As the programme of activity to
support this initiative is developed risk assessments
will be completed where appropriate.
Sustainability
The impact of this initiative will create sustainability
for unpaid carers.
Compliance with Corporate This initiative supports all of NHS Dumfries and
Objectives
Galloway’s corporate objectives.
Specifically,
Objective 1 (reducing health inequalities) and
Objective 4 (engaged and motivated workforce).
Single Outcome Agreement This initiative supports Single Outcome Agreement
(SOA)
Priority 3. Specifically in relation to supporting
carers in the workplace.
Best Value
This initiative supports the following Best Value
3
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themes:
• Effective Partnership working
• Equality
• Sustainability
Impact Assessment
As this initiative develops an Equality and Diversity Impact Assessment will be
carried out

4
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1.

Situation

‘A Carer is defined as someone who provides unpaid support to family or friends who
could not manage without this help. The Dumfries and Galloway Carers Strategy
2012- 2017 focuses on the importance of providing preventative support to carers in
order for them to maintain their caring role.’
Dumfries and Galloway Carers Strategy 2012-2017
1.1
Having the opportunity to work is an important part of life. In addition to
providing financial stability, it is widely acknowledged that employment brings wider
benefits in terms of fulfilling a career, positive mental health and social interaction.
1.2
For carers work can often represent a lifeline, not only financially, but in
providing a life outside of caring. Being able to access and sustain employment
enables carers to subsequently be in a better position to provide care for their loved
ones.
1.3
Without support and understanding at work, carers can suffer from high levels
of stress and exhaustion. The effects of this can be damaging for both the individual
and the workplace.
1.4
There is a clear business case for supporting employees who may have an
unpaid caring role and these are highlighted in Appendix 1.
1.5
Appendix 2 details a number of interesting statistics relating the carers and
employment. These statistics serve to highlight the requirement for workplaces to
provide appropriate support to employees who may have an unpaid caring role.
2.

Background

2.1
The Scottish Government have stated that they are determined to ensure that
carers are supported to manage their caring responsibilities with confidence and
good health and that they have a life outside of caring.
2.2
It is anticipated that there are 13,995 unpaid carers in Dumfries and Galloway
(self-reported via 2011 Census). The figure is likely to be significantly higher than
this and will grow considerably over the next ten years due to both the expected
demographic change in the number of older people living in the community and the
shift in the balance of care towards more community based support.
2.3
The Carers (Scotland) Bill builds upon the Christie Report and includes
provision for shifting focus and resources to prevention and early intervention,
supporting carers to sustain their caring role with the long term outcome being
financial savings to health and social care budgets.
2.4
Furthermore, the legislation builds upon the National Carers Strategy which
specifically highlights the right for carers to have a life outside of caring and the duty
for employers to provide support for unpaid carers.

5

NOT PROTECTIVELY MARKED

96

2.5
A number of pieces of legislation currently give carers some basic rights at
work. Whilst many employers go beyond this provision, there is often limited
awareness amongst managers and employees of the minimum legal rights applying
to carers in employment.
The Work and Families Act 2006 gives carers the right to request flexible working.
The Equality Act 2010 protects people against discrimination or harassment due to
their caring responsibilities. Because carers are ‘associated’ with someone who is
protected by the law because of their age or disability, they are also thereby
protected by the Equality Act.
The specifics of the legislation are beyond the scope of this paper.
2.6
There are currently a number of policy directives (both National and local)
which focus action of supporting unpaid carers in the workplace including:
• National Health and Wellbeing Outcome 6 (providing support to unpaid carers
to look after their own health and wellbeing)
• Caring Together: The Carers Strategy for Scotland 2010-2015
• CEL (6) 2011 - Strengthening Carer Involvement in Community Health
Partnerships
• NHS Staff Governance
o Working Well in NHS Scotland
o Everyone Matters 2020 Workforce Vision
o Supporting the Work-life Balance PIN
• Dumfries and Galloway’s Carers Strategy 2012-2017
• Dumfries and Galloway Single Outcome Agreement 2013-2016
2.7
Carer Positive is a Scottish Government funded initiative which has been
developed with the support of public, private and voluntary sector organisations in
Scotland.
2.8
The development of a ‘caring for carers’ Kite Mark was listed as one of ten
manifesto commitments for carers in 2011 to recognise those employers who offer
best support to carers allowing them the flexibility they often need to deliver care at
home.
2.9
The Carer Positive Kite Mark is based around 3 levels; Engaged, Established
and Exemplary. In order to qualify for Kite Mark status participating organisations
must demonstrate policy and practice against a number of criteria. As an example
action against the following 5 broad criteria are required to be met:
• Identification of carers – clarity of definition, systems to identify carers (if they
choose to)
• Policy – carers recognised in organisational/HR policies
• Workplace support – signposting to support, involving carers in decision
making
• Communication and awareness raising – communication plan in place,
awareness sessions, campaigns, induction training, manager awareness
raising
6
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•

3.

Peer Support – workplace carers support network, dedicated champion, links
with carer support agencies
Assessment

3.1
In taking forward a programme of work which supports carers in the
workplace, NHS D&G should adopt an approach which sets out to attain the highest
Exemplary (Level 3) Carer Positive Kite Mark status. The work undertaken should
have high impact, measurable outputs and link with/build upon other existing activity
which supports carers.
3.2
Initial discussion with Workforce Directorate colleagues and a number of NHS
D&G Board Members has indicated a strong willingness to progress this work.
3.3
In order to commence work on developing a NHS D&G Action Plan to support
progression towards Carer Positive Kite Mark status and map current activity against
the Kite Mark criteria an initial meeting has been scheduled to take place on
Thursday 11th June 2015. Representation at this meeting from key NHS D&G
stakeholders has been sought. In addition, Lesley Bryce NHS D&G Non-Executive
Board Member and Sue McLintock, Carer Scotland, Senior Policy Officer have both
agreed to attend this meeting.
3.4
The requirement to work with national and local partners and include a work
programme as part of Health and Social Care Integration work plans should be an
important aspect of the progression towards Carer Positive status.
3.5
Whilst this work will be lead by Public Health, with the support of the wider
organisation, it is important to identify a NHS D&G Board Member ‘Champion’ to
support this initiative. It is therefore requested that the NHS D&G Board give
consideration to designating a ‘champion’ member who will support this initiative.
3.6
National Carers Week takes place between 8th and 14th June 2015 and it is
felt that this presents an ideal opportunity to launch the Carer Positive initiative within
NHS D&G.
3.7
There a number of confirmed events taking place during Carers Week and
these are detailed in Appendix 3. NHS D&G are actively promoting these events.
4.

Recommendation

The Board is asked to:
• Note the contents of this report in relation to the Carer Positive Employer Kite
Mark
• Agree to support the ambition that NHS D&G works towards achieving Carer
Positive Employer Kite Mark status
• As identified in section 3.5 give consideration to designating a Board Member
to ‘champion’ this initiative
• Note and agree the broader requirement for a ‘Carer Aware’ workforce in NHS
D&G
• Note National Carers Week takes place between 8th and 14th June 2015
7
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APPENDIX 1
Carers and Employment – The Business Case
Caring can impact on people across the whole age spectrum, although caring
responsibilities tend to hit a peak at an age when many employees have gained
valuable skills and experience.

Losing carers from the workplace is damaging to the individual, the workplace and
the wider economy.

The population is ageing. As we care for our older relatives and friends, caring will
increasingly become a part of more and more people’s everyday lives, impacting on
those in and out of work.

Combined with this, we are working longer. More of us will become carers, and more
of us will be working carers.

As an employer, the need to recognise this will continue to represent an important
factor in workforce management, and in the ability to retain a healthy and productive
workforce.

It makes good business sense to have a working environment where staff members
who are carers feel supported to work productively and remain in work.

Evidence shows that supportive policies and practices:
•

Attract and retain staff

•

Reduce stress and sickness absence

•

Reduces recruitment and training costs

•

Increases resilience and productivity

•

Improves service delivery

•

Produces cost savings

•

Improves people management and staff relations

8
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APPENDIX 2
Carers and Employment - Statistics
•

Dumfries and Galloway has 13,995 carers (2011 Census)

•

4,336 (31%) provide more than 50 hours care a week

•

In Scotland it is estimated that Carers represent a £7.6 billion saving to
statutory agencies

•

170,112 people in Scotland report giving up work to care for someone at
some point

•

Peak age for caring usually coincides with the peak of an individual’s career
(50 – 60 years)

•

30% of in work carers reported a drop of £20,000 a year in their household
income as a result of caring responsibilities

•

10% of adult population say caring responsibilities have had a negative
impact on their work through tiredness and stress

•

63% of carers say they were unprepared for the impact that caring had on
their career

•

34% of in work carers report a negative impact on their chances of promotion

•

71% of in work carers report feeling lonely or isolated in the workplace as a
result of their caring responsibilities

•

43% of in work carers felt managers and colleagues did not understand the
impact of caring and 38% report feeling uncomfortable talking about their
caring role at work

Sources:
General Register Office for Scotland - 2011 Census
State of Caring and Family Finances Inquiry 2014 – undertaken by Carers UK
Prepared to Care: Exploring the Impact of Caring on People’s Live (Carers UK 2013)
Caring and Isolation in the Workplace (Employers for Carers and Carers UK 2015)

9

NOT PROTECTIVELY MARKED

100

APPENDIX 3

Carers Week in Dumfries and Galloway
Confirmed Events as of 15th May 2015
Monday 8th June:
Caring Roles, Working Lives Symposium Glasgow
Tuesday 9th June:
Belfast Day Trip, D&GCC
Wednesday 10th June:
Spring into Summer, D&GCC
Thursday 11th June:
Positive Carer Employer Kite Mark, NHS D&G
Employers Carers Information Session, NHS D&G/D&G Council/D&GCC/
CTC – Station Hotel, Dumfries
Portrack Gardens, D&GCC
Friday 12th June:
Carer Aware Display at DGRI Dining Room, CTC
Saturday 13th June:
Carer Friendly Communities, Kaleidoscope, Support In Mind
Other Events:
Monday 1st June:
Showcase Event, NHS D&G Board Meeting, Crichton Hall
Employers Session- Hair and Beauty Salon Lochthorn Library, CTC
Thursday 4th June:
Employers Session- Hair and Beauty Salon Lochthorn Library, CTC

10
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DUMFRIES and GALLOWAY NHS BOARD
1 June 2015

Adult Health and Social Care: Integration Joint Board
– Proposed Board Membership
Author:

Sponsoring Director:

Jennifer Wilson,
Manager

Corporate

Business Jeff Ace, Chief Executive

Date: 14 May 2015

RECOMMENDATION
The Board is asked to agree the proposed nominations for membership of the
Integration Joint Board.

CONTEXT
Strategy / Policy:
The Public Bodies (Joint Working) (Scotland) Act 2014.
Organisational Context / Why is this paper important / Key messages:
This paper proposes five nominees for membership of the Integration Joint Board as
approved within the Integration Scheme.

GLOSSARY OF TERMS
IJB

Integration Joint Board
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MONITORING FORM
Policy / Strategy

The Public Bodies (Joint Working) (Scotland) Act
2014

Staffing Implications

Included within the Integration Scheme previously
approved by Board.

Financial Implications

Included within the Integration Scheme previously
approved by Board.

Consultation / Consideration

Consultation with Board Members.

Risk Assessment

Not applicable

Sustainability

Included in Scheme

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

Corporate Integration covers all of the Board’s Corporate Aims
and Objectives.

Agreement Older Adults and Children

Integration covers all of the Board’s Best Value
Themes.

Impact Assessment
Not required
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Introduction
The Public Bodies (Joint Working) (Scotland) Act 2014 requires Health Boards and
Local Authorities to integrate planning for, and delivery of, certain Adult Health and
Social Care services. The Act also required joint preparation of an Integration
Scheme which set out how this joint working will be achieved; this was submitted to
Scottish Government on 31 March 2015.
This scheme when approved and laid
before Parliament will form the basis for the establishment and operation of the
Integration Joint Board (IJB) in this region.

Proposed Membership
The Scheme of Delegation identifies five individuals from the Health Board to sit as
full members of the IJB.
This satisfies the Local Authority’s ability to specify 10% of Elected Members and is
appropriate in terms of the Health Board’s capacity to allocate its Non-Executive
Members.
Following discussions with Non-Executive Members led by the Chairman, it is
proposed that the membership from the Health Board should be:•
•
•
•
•

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

Dispensation under the Model Code of Conduct for NHS Membership of
Integration Joint Boards
The Standards Commission for Scotland has decided to grant a dispensation under
the Model Code of Conduct for NHS Board Members who have been appointed to
be a member of an IJB. This is so members do not have to declare their interest
when discussions on general health and social care issues arise and can participate
in discussion and voting on these issues. Members will still be required to declare
other interests, in terms of Section 5 of the Model Code.
Following consideration of a request, the Standards Commission has also granted a
similar dispensation under the Councillors’ Code of Conduct for voting members of
IJBs who are councillors.
If the proposed membership is accepted, those members will be written to formally to
confirm this dispensation.

NOT PROTECTIVELY MARKED

104

Recommendation
The Board is asked to agree the proposed nominations for membership of the
Integration Joint Board as listed above.
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Agenda Item 48

DUMFRIES and GALLOWAY NHS BOARD
1 June 2015

Code of Corporate Governance
Author:
Jennifer Wilson, Corporate Business Manager

Sponsoring Director:
Jeff Ace, Chief Executive

Date: 5 May 2015

RECOMMENDATION
The Board is asked to endorse the revised Code of Corporate Governance.

CONTEXT
Strategy / Policy:
The Code of Corporate Governance has been reviewed to meet the requirements of
good governance and to ensure it remains relevant and current.
Organisational Context / Why is this paper important / Key messages:
The review of the Code of Corporate Governance demonstrates and supports good
governance.

GLOSSARY OF TERMS
The Code – Code of Corporate Governance
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MONITORING FORM
Policy / Strategy

Ensures compliance with regulations / best practice.

Staffing Implications

No staffing implications.

Financial Implications

No financial implications.

Consultation / Consideration

Not required.

Risk Assessment

Ensures compliance with regulations / best practice.

Sustainability

Not required.

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate Corporate Objective 7

Agreement Not required.

Commitment and leadership.
Sound governance at a strategic and operational
level.
Accountability.

Impact Assessment
Not required.

NOT PROTECTIVELY MARKED
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Introduction
The Code of Corporate Governance (referred to as the Code) was the subject of a
major review in May 2010 to bring together a number of governance documents into
a single reference document. Since that time the Code has been reviewed on an
annual basis and amendments made to ensure it remains current.
Review
The current review includes revision of the Standing Financial Instructions and the
revised Code of Conduct for Members.
The document will be made available on
both the intranet and the Board’s website;
this complies with the Freedom of
Information (Scotland) Act 2002 and the Guide to Information available through the
Model Publication Scheme 2014.
The amendments to the Code are listed below.
Index
Front Page

Document Control updated

Section B

Revised Members’ Code of Conduct

Section E

Revised Standing Financial Instructions

Introduction
Page 5 para 1

Removal of Director of Public Health

Page 7 (9)

Amended to read “Audit and Risk Committee”.

Page 8

Fax number removed

Section A: 2 How Board meetings must be organised
Page 16 para 3.1

Appointment of Vice Chair of Dumfries and Galloway NHS
Board.
Addition to paragraph “The Chairman will seek Cabinet
Secretary’s approval of the nominated deputy”.

Section A: 3 How Committees and Committee meetings must be organised
Page 25 para 2.3

Amended to read “Audit and Risk Committee”.

Page 26 para 4.2

Amended to read “Audit and Risk Committee”.

Page 26 para 5

Amended to read “Audit and Risk Committee”.

Page 29 para 1

Addition of Person Centred Health and Care Committee

Page 29 para 12.1

Addition of Person Centred Health and Care Committee

Page 29 para 12.1

Performance Committee minimum number of Non Executive
Members amended to 6

Para 12.1

Amendment to Non Executive Membership of committees to
reflect reduced number of Board Members following termination
of Pilot Elected Board.
NOT PROTECTIVELY MARKED
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Para 13.2

Amendment to quorum of committees to reflect reduced number
of Board Members.

Section B: Members Code of Conduct
Pages 41 - 59

The Model Code of Conduct for Members of Devolved Public
Bodies was amended and re-launched by Scottish Government in
February 2014. The revised amended code has been included in
the Code.

Section C: Standards of Business Conduct for NHS Staff
Page 65 para 3.3

Board Administrator amended to read “Corporate Business
Manager”.

Page 65 para 6.2

Medical Director – Acute Services amended to read “Associate
Medical Director – Acute Services”

Page 65 para 6.3

Paragraph removed as duplicate of para 6.2

Page 65
Paras 6.4 – 6.6

Paragraphs renumbered to reflect removal of duplicate paragraph
at 6.3

Section E: Standing Financial Instructions
Pages 103 - 158

Revised Standing Financial Instructions approved at the Audit and
Risk Committee on 13 March 2015
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Index
Page
1-8

Introduction
Section A

How business is organised (Standing Orders)

9 - 38

This section explains how the business of Dumfries and
Galloway NHS Board and its Committees is organised.
Section B

Members’ Code of Conduct

39 - 60

This section is for Members of Dumfries and Galloway NHS
Board and its Committees and details how they should
conduct themselves in undertaking their duties.
Section C

Standards of Business Conduct for NHS staff

61 - 70

This section is for all staff to ensure they are aware of their
duties in situations where there may be conflict between their
private interests and their NHS duties.
Section D

Fraud Policy and Action Plan

71 - 100

This section explains how staff must deal with suspected
fraud.
Section E

Standing Financial Instructions

101 - 158

This section explains how staff will control the financial affairs
of NHS Dumfries and Galloway and ensure proper standards
of financial conduct.
Section F

Scheme of Delegation
This section provides detail on areas of delegated
responsibility and supports the Standing Financial
Instructions in ensuring proper standards of financial
conduct.
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Introduction
1

Code of Corporate Governance
The Code of Corporate Governance includes the following sections:
Section A: How business is organised
Section B: Members Code of Conduct
Section C: Standards of Business Conduct for NHS Staff
Section D: Fraud Policy and Action Plan
Section E: Standing Financial Instructions and Scheme of Delegation
The Board keeps the Code of Corporate Governance under review and will
undertake a comprehensive review at least every two years.

2

Dumfries and Galloway NHS Board
Dumfries and Galloway NHS Board (the Board) is a strategic body, accountable
to the Scottish Government Health and Social Care Directorate and to Scottish
Ministers for the functions and performance of NHS Dumfries and Galloway. The
Board consists of the Chair, Non Executive and Executive Members appointed by
the Scottish Ministers to constitute Dumfries and Galloway NHS Board.
The Board will not concern itself with day-to-day operational matters, except
where they have an impact on the overall performance of the system.
The overall purpose of Dumfries and Galloway Board is
• to deliver excellent care that is person-centred, safe, effective, efficient and
reliable.
• to reduce health inequalities across Dumfries and Galloway.
Our Outcomes:
• Improved outcomes for patients that reflect learning from patient
experience in order to ensure a person-centred focus is maintained.
• Improved staff experience; and health and wellbeing of staff.
• The delivery of continuous quality improvement and sustainability through
services that are effective and efficient.
• All children have the best possible start in life through a variety of
interventions, sometimes targeted at vulnerable groups.
• A population in Dumfries and Galloway who are enabled and assisted to
have more control over all aspects of their life, health and wellbeing.

3
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The Role of the Board is
• to improve and protect the health of local people;
• to improve health services for local people;
• to focus clearly on health outcomes and people’s experience of NHS
Dumfries and Galloway;
• to promote joint health and community planning by working closely with
our partners and other local organisations;
• to be accountable for the performance of NHS Dumfries and Galloway as
a whole; and
• to involve the public in the design and delivery of healthcare services.
The functions of the Board are
• strategy development;
• resource allocation to address local priorities;
• to oversee implementation of the Local Delivery Plan; and
• to manage the performance of NHS Dumfries and Galloway, including risk
management.
Responsibilities of Members of Dumfries and Galloway NHS Board include
• shared responsibility for the discharge of the functions of the Board;
• independent judgement on issues of strategy, performance management,
key appointments and accountability to Scottish Ministers and to the local
community; and
• responsibility for the overall performance of NHS Dumfries and Galloway.
3

Definitions
Any expressions to which a meaning is given in the Health Service Acts or in the
Regulations or Orders made under the Acts shall have the same meaning in this
interpretation and in addition:
The Accountable Officer is the Chief Executive of NHS Dumfries and Galloway,
who is responsible to the Scottish Parliament for the economical efficient and
effective use of resources. The Chief Executive of NHS Dumfries and Galloway
is also accountable to the Board for clinical and staff governance. This is a legal
appointment made by the Principal Accountable Officer of the Scottish
Government.
The Act means the National Health Service (Scotland) Act 1978 as amended.
The 2001 Regulations means the Health Board’s (Membership and Procedure)
(Scotland) Regulations 2001.
The 1960 Act means the Public Bodies (Admission to Meetings) Act 1960 as
amended.
4
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Board Executive Member or ‘Executive’ means the Chief Executive, the Director
of Finance, the Nurse Director and the Medical Director. There are also two
stakeholder Members – the Chair of the Area Clinical Forum and the Chair of the
Area Partnership Forum. All other Members are Non Executive Members. (This
distinction is made for the purposes of defining the numbers of Non Executive
Members who are members of Committees or other working groups.)
Budget means money proposed by the Board for the purpose of carrying out, for
a specific period, any or all of the functions of the Board.
Chair means the person appointed by the Scottish Ministers to lead the Board
and to ensure that it successfully discharges its responsibility for the Board as a
whole. The Chair of a Committee is responsible for fulfilling the duties of a Chair
in relation to that Committee only.
Chief Executive means the Accountable Officer of NHS Dumfries and Galloway.
Committee means a Committee established by the Board and includes ‘Sub
Committee’.
Committee Members are people formally appointed by the Board to sit on or to
chair specific committees. All references to members of a committee are as
‘committee member’ and when the reference is to a member of the Board it is
‘Board Member’.
Contract includes any arrangement including an NHS Contract.
Co-opted Member is an individual, not being a Member of the Board, who is
appointed to serve on a Committee of the Board.
Lay Member is an individual, not being an employee of the Board, who is
appointed to serve on a Committee of the Board.
Director of Finance means the Chief Finance Officer of the Board.
Member means a person appointed as a Member of the Board by Scottish
Ministers and who is not disqualified from membership. This definition includes
the Chair, Executive and Non Executive Members. (Health Boards Membership
and Procedure (Scotland) Regulations 2001)
Meeting means a meeting of the Board or of any Committee.
Nominated Officer means an officer charged with the responsibility for
discharging specific tasks within the Code of Corporate Governance.
Scottish Executive means the Scottish Government and is its legal name.
5
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SFIs mean Standing Financial Instructions.
Vice Chair means the Non Executive Member invited by the Chair to fulfil this
role, and agreed by Cabinet Secretary, to take on the Chair’s duties if the Chair is
absent for any reason.
4

Corporate Governance
Corporate Governance is the term used to describe our overall control system. It
details how we direct and control our functions and how we relate to our
communities and covers the following dimensions:
• service delivery arrangements;
• structures and processes;
• risk management and internal control; and
• standards of conduct.
Dumfries and Galloway NHS Board is responsible for
• giving leadership and strategic direction;
• putting in place controls to safeguard public resources;
• supervising the overall management of its activities; and
• reporting on management and performance.

5

Conduct, accountability and openness
Members of Dumfries and Galloway NHS Board are required to comply with the
Members’ Code of Conduct and the Standards of Business Conduct for NHS
staff.
Board Members and staff are expected to promote and support the principles in
the Members’ Code of Conduct and to promote by their own personal conduct the
values of
• duty;
• selflessness;
• integrity;
• objectivity;
• accountability and stewardship;
• openness;
• honesty;
• leadership; and
• respect.
Give Respect Get Respect is a national dignity at work programme which has
been adopted by the Board and is a key tool for the delivery of continuous
improvement in our Staff Governance Standards and Dignity at Work. The five
building blocks to promote respect in the workplace are
6
Working together to deliver better health, better healthcare

119

•
•
•
•
•
6

partnership;
understanding;
relations;
environment; and
leadership.

Understanding our responsibilities arising from the Code of Corporate
Governance
It is the duty of the Chair and the Chief Executive to ensure that Board Members
and staff understand their responsibilities. Board Members and Managers shall
receive copies of the Code of Corporate Governance and the Corporate Business
Manager will maintain a list of managers to whom the Code of Corporate
Governance has been issued. Managers are responsible for ensuring their staff
understand their responsibilities.

7

Endowment Funds
The principles of this Code of Corporate Governance apply equally to Members of
Dumfries and Galloway NHS Board who have distinct legal responsibilities as
Trustees of the Endowment Funds. Any Member may opt not to be a Trustee of
the Endowment Funds.

8

Advisory and other Committees
The principles of this Code of Corporate Governance apply equally to all NHS
Dumfries and Galloway’s Advisory Committees and all committees and groups
which report directly to a Dumfries and Galloway NHS Board Committee.

9

Review
The Board will keep the Code of Corporate Governance under review and
undertake a comprehensive review at least every two years. The Board may, on
its own or if directed by the Scottish Ministers, vary and revoke Standing Orders
for the regulation of the procedure and business of the Board and of any
Committee. The Audit and Risk Committee is responsible for advising the Board
on these matters.

10

Feedback
NHS Dumfries and Galloway wishes to improve continuously and reviews the
Code of Corporate Governance regularly. To ensure that this Code remains
relevant, we would be happy to hear from you with regard to new operational
procedures, changes to legislation, confusion regarding the interpretation of
statements or any other matter connected with the Code.
7
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Comments and suggestions for improvement are most welcome and should be
sent to:
Corporate Business Manager
NHS Dumfries and Galloway
Crichton Hall
Bankend Road
Dumfries
DG1 4TG
Telephone: 01387 272702
e-mail:
jennifer.wilson3@nhs.net
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Section A:
1: How business is organised
This section explains how the business of Dumfries and Galloway NHS Board and its
Committees is organised.

1

The Board and its Committees (diagram)

2

How Board meetings must be organised

3

15

Calling and Notice of Meetings of the
Board

15

Appointment of Chair of Dumfries and
Galloway NHS Board

16

Appointment of Vice Chair of Dumfries
and Galloway NHS Board

16
17
17
17
18
18

Duties of Chair and Vice Chair
Quorum
Human Rights
Order of Business
Order of Debate
Time allowed for speaking during formal
debate

18

Amendments

18
18
19
20

Voting
Conflict of Interest
Submission of Papers
Alteration of revocation
decision

20
20
21
21
21
22

Suspension of Standing Orders
Admission of Public and Press
Code of Conduct for Members
Suspension of Members from meeting
Minutes, Agendas and Papers
Guide to Exemptions Under the Freedom
of Information (Scotland) Act 2002

23

Records Management

of

previous

How Committee meetings must be organised
25
25

Establishing Committees
Process for the Appointment of Non
Executive Members and Chairs to Board
Committees

25
26
26

Duties of Chair of a Committee
Membership
Membership of Committees due to office
held

27

Calling and Notice of Meetings of
Committees

27
28
28
28
29

Functioning of Committee
Minutes
Frequency of Meetings
Delegation
Committees

29
29
30
30
31
32
32
33
33

Non Executive Membership
Quorum
Role and Function
Audit and Risk Committee
Healthcare Governance Committee
Performance Committee
Staff Governance Committee
Remuneration Sub Committee
Community Health and Social Care
Board

34
34
34

Area Drug and Therapeutics Committee
Pharmacy Practices Committee
Public Health Committee

Working together to deliver better health, better healthcare
11

124

Working together to deliver better health, better healthcare
11

125

DUMFRIES AND GALLOWAY NHS BOARD
Purpose:
• to deliver excellent care
that is person-centred,
safe, effective, efficient
and reliable;
• to reduce health
inequalities across
Dumfries and Galloway

Role:
• to improve and protect the health of local people;
• to improve health services for local people;
• to focus clearly on health outcomes and people’s experience of NHS Dumfries and
Galloway;
• to promote joint health and community planning by working closely with our partners and
other local organisations;
• to be accountable for the performance of NHS Dumfries and Galloway; and
• to involve the public in the design and delivery of health services.

STANDING

Audit and Risk
Assures the
Board that risk
and change in
risk is
monitored,
oversees the
Board’s Internal
Control
Systems,
reviews the role,
function and
performance of
the Internal
Audit Service,
review external
audit
arrangements
and reviews and
monitors
adherence to
the Board’s
Standing
Financial
Instructions and
Standing
Orders.

Performance
Will look in detail
at plans to
achieve financial
balance,
revenue and
capital plans,
endowment
plans,
performance
against the
Local Delivery
Plan / HEAT
targets and
review
outcomes from
Board
investment
decisions.

Area Drug
and
Therapeutic
Committee

Healthcare
Governance
Assures the
Board that
appropriate
systems and
structures are in
place to manage
a range of
governance and
quality matters.

Function:
• strategy development;
• resource allocation to address
local priorities;
• oversee implementation of the
Local Delivery Plan; and
• performance management of NHS
Dumfries and Galloway including
risk management.

COMMITTEES

Staff Governance
Advises the Board
on its
responsibility,
accountability and
performance
against the NHS
Scotland Staff
Governance
Standard,
addressing the
issues of policy,
targets and
organisational
effectiveness.

Public Health
Committee
Provides
assurance to
Board that
colleagues work
to ensure public
health policies
address health
inequalities at a
local level,
support early
intervention and
build individual
and community
resilience.

Management
Team
Has responsibility
for ensuring the
Board meets its
obligations across
a range of activities
including civil
contingency
planning, health
and safety, patient
safety and risk,
HAI and healthcare
governance.

Remuneration
Sub
Committee
Mental Health
Management
Board

Hospital
Management
Board
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Primary and
Community
Care
Management
Board

Pharmacy
Practices
Committee
Considers, on
behalf of the
board, a
competent
application from
person(s)
seeking to
establish a new
pharmacy within
the Board area.
Family Health
Services
Disciplinary
Committee
As part of a
national
consortium will
consider a
referral from the
Central
Disciplinary Unit
that alleges a
practitioner from
another health
board area has
failed to comply
with his or her
terms of service.

Community
Health and
Social Care
Partnership
Board
Shall ensure
that the
provision of
Community
Health and
Social Care
Services
contributes to
the delivery of
the priorities of
both
organisations
and as agreed
and set out in
the Community
Plan, Corporate
Plan and Single
Outcome
Agreement.
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Section A:
2: How Board meetings must be organised
How Board meetings must be organised
This section regulates how the meetings and proceedings of the Board will be conducted
and is referred to as ‘Standing Orders’. The Health Boards (Membership and Procedure)
(Scotland) Regulations 2001 confirms the matters to be included in the Standing Orders;
this is attached for reference at annex 1 of this section. The following is NHS Dumfries and
Galloway’s practical application of these Regulations.
1

2

Calling and Notice of Meetings of the Board
1.1

Meetings of the Board shall be held on the first Monday of the month unless
otherwise specified by the Chair and that person shall be responsible for
convening the meeting.

1.2

The Chair may call an extra-ordinary meeting of the Board at any time.

1.3

Ordinary meetings of the Board will be held in accordance with the timetable
approved by the Board. Meetings of the Board will normally be held every
second month. In any event, there will be at least six Board meetings every
year.

1.4

A meeting of the Board may be called if one third of the Members make the
request in writing. If the Chair does not call a meeting within seven days of
the request, the Members who signed the request may call the meeting
provided that only the requested business is transacted.

1.5

The notice (agenda and papers) must be distributed to each Member seven
days before the date of the meeting, other than in exceptional circumstances
when notice must be given of when the papers will be delivered. The notice
(agenda and papers) will specify the time, place and business to be
transacted.

1.6

The schedule of ordinary Board meetings for the forthcoming fiscal year (April
to March), including the time and place, will be published on the Board’s
website, within Board premises and through a range of public venues.

1.7

Lack of service of the notice on any Member shall not affect the validity of a
Board meeting.

Appointment of Chair of Dumfries and Galloway NHS Board
2.1

The Chair is appointed by the Cabinet Secretary for Health and Wellbeing.
15
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The regulations governing the period of terms of office and the termination or
suspension of office of the Chair are contained in the National Health
Services (Scotland) Act 1978.
3

4

Appointment of Vice Chair of Dumfries and Galloway NHS Board
3.1

To enable the business of the Board to be conducted in the absence of the
Chair, a Non Executive Member who is not an NHS employee or an
independent Primary Care Contractor (for example Employee Director or
Chair of the Area Clinical Forum) shall be invited to take on the role as Vice
Chair by the Chairman.
The Chairman will seek Cabinet Secretary’s
approval of the nominated deputy. The Vice Chair will normally hold office for
two years, provided that the individual’s membership of the Board continues
throughout that period.

3.2

The Vice Chair may resign from the office at any time by giving notice in
writing to the Chair. The Chairman may appoint another Non Executive
Member as Vice Chair as set out in 3.1.

3.3

Where the Chair of the Board has ceased to hold office or has been unable to
perform their duties as Chair, owing to illness, absence or any other cause,
the Vice Chair shall take the place of the Chair in the conduct of the business
of the Board and references to the Chair shall be taken to include references
to the Vice Chair.

Duties of Chair and Vice Chair
4.1

At every meeting of the Board the Chair shall preside. If the Chair is absent
the Vice Chair shall preside. If the Chair and Vice Chair are both absent, the
Members present shall select a Non Executive Member to act as Chair for
that meeting.

4.2

It shall by the duty of the Chair
• to ensure that Standing Orders are observed and to facilitate a culture
of transparency, consensus and compromise;
• to preserve order and ensure that any member wishing to speak is
given due opportunity to do so;
• to call members to speak according to the order in which they caught
their attention; and
• to decide all matters of order, competence and relevance.

4.3

The Chief Executive or Corporate Business Manager shall draw the attention
of the Chair to any apparent breach of the terms of these Standing Orders.

4.4

The decision of the Chair on all matters referred to in this Standing Order shall
16
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be final and shall not be open to question or discussion in any meeting of the
Board.
4.5

5

6

Quorum
5.1

No business shall be transacted at a meeting of the Board unless there are
present, and entitled to vote, at least eight members who shall be the
Chairman, two Executive Members and five others.

5.2

If a quorum is not present ten minutes after the time specified for the start of a
meeting of the Board the Chair, subject to the business to be conducted, will
determine if the meeting should continue and any decision ratified thereafter.

Human Rights
6.1

7

Deference shall at all times be paid to the authority of the Chair. When the
Chair commences speaking they shall be heard without interruption.

If the business before the Board involved the determination of a person’s
individual civil rights and obligations, no member shall participate in the taking
of a decision on an item of business unless they have been present during
consideration of the whole item, including where the item of business was
discussed at a previous meeting. (Article 6 of the European Convention of
Human Rights.)

Order of Business
7.1

For ordinary meetings of the Board, the business shown on the agenda shall
normally proceed in the following order:• Business determined by the Chair to be a matter of urgency by reason
of special circumstances;
• Apologies for Absence;
• Declarations of Interest;
• Minute of Board Meeting;
• Matters Arising;
• General Business;
• Items for Noting
• Any Other Competent Business (items of which due notice has been
given);

7.2

No item of business shall be transacted at a meeting of the Board, unless
either:• It is included on the agenda which has been published in advance;
• It has been determined by the Chair to be a matter of urgency by
reason of special circumstances.
17
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8

Order of Debate
8.1

9

Time allowed for speaking during formal debate
9.1

10

12

The Chair is entitled to decide the time that members may be allowed to
speak on any one issue.

Amendments
10.1

11

Any Board Member wishing to speak shall indicate this by raised hand and,
when called upon, shall address the Chair and restrict their remarks to the
matter being discussed.

Following discussion of an item of business on the agenda a Member may
seek an amendment to the recommendation(s). The Chairman and Chief
Executive shall decide if that amendment is relevant and has merit. If the
amendment is deemed to have merit, the recommendation(s) as set out in the
paper and the amendment shall be read out and Board Members shall then
consider both the recommendation and the amendment.

Voting
11.1

If a vote is required every question coming or arising before the Board shall
be determined by a majority of the Members present and voting. Majority
agreement may be reached by a consensus without a formal vote but at the
request of a member a formal vote will be taken.

11.2

In the case of an equality of votes, the Chair shall have a second or a casting
vote.

11.3

Where a formal vote is taken, this shall be done by a show of hands except:
• where the members present agree unanimously that it be taken by a
roll call.
• where the members present resolve by simple majority that it be taken
by secret ballot.

11.4

Immediately before any vote is taken, the question on which the vote is to be
held shall be read out. Thereafter, no-one shall interrupt the proceedings
until the result of the vote has been announced.

Conflict of Interest
12.1

If a Board Member, or associate of theirs, has any interest, direct or indirect,
in any contract or proposed contract or other matter, they shall disclose the
fact, and shall not take part in the consideration and discussion of the
contract, proposed contract, or other matter or vote on any question with
18
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respect to it.

13

12.2

The Scottish Ministers may, subject to such conditions as they may think fit to
impose, remove any disability imposed by this regulation in any case in which
it appears to them in the interests of the health service that the disability
should be removed.

12.3

A member or associate of theirs shall not be treated as having an interest in
any contract, proposed contract or other matter if the interest is so remote or
insignificant that they cannot reasonably be regarded as likely to effect any
influence in the consideration or discussion of or in voting on, any question
with respect to that contract or matter.

12.4

A member must consider whether they have an interest to declare in relation
to any matter which is to be considered as soon as possible. A member
should consider whether agendas for meetings raise any issue of declaration
of interest.
The declaration must be made as soon as practicable at a
meeting where that interest arises. If the need for a declaration of interest is
identified only when a particular matter is being discussed a member must
declare the interest as soon as they realise it is necessary.

12.5

The oral declaration of interest should identify the item or items of business to
which it relates. The statement should begin with the words ‘I declare an
interest’. The statement must be sufficiently informative to enable those at
the meeting to understand the nature of the interest but need not give a
detailed description of the interest.

Submission of Papers
13.1

Papers shall be submitted by the Directors or other Senior Managers when
requested, or when, in the professional opinion of such an individual, a paper
is required to enable compliance with any statute, regulation or Ministerial
Direction, or other rule of law, or where the demands of the service under their
control require. All papers must have a completed monitoring form.

13.2

Any paper to be submitted shall be provided not later than sixteen days prior
to the meeting of the Board to the Corporate Business Manager.
The
Director of Finance should be consulted on all proposals with significant
financial implications. No paper with significant financial implications should
be presented at a meeting when this has not been done. Any observations
by those Directors or other Senior Managers on matters within their
professional remit shall be incorporated into the paper.

13.3

Only those papers which require a decision to be taken by the Board, or are
necessary to enable the Board to discharge its business or exercise its
monitoring role, will normally be included on the agenda.
It shall be
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delegated to the Corporate Business Manager in conjunction with the Chair to
make the final determination on whether or not an item of business should be
included on an Agenda.
13.4

14

15

Alteration or revocation of previous decision
14.1

A decision shall not be altered or revoked within a period of six months from
the date of such decision being taken.

14.2

Where the Chair rules that a material change of circumstances has occurred
to such extent that it is appropriate for the issues to be reconsidered, a
decision may be altered or revoked within six months by a subsequent
decision arising from a recommendation to that effect by an Executive
Member or other senior manager in a formal paper.

14.3

This does not apply to the progression of an issue on which a decision is
required.

Suspension of Standing Orders
15.1

16

All papers requiring decisions will be submitted in writing. Verbal reports will
only be accepted in exceptional circumstances.

So far as it is consistent with any statutory provisions, any one or more of the
Standing Orders may be suspended at any meeting, but only as regards the
business at such meeting, provided that two-thirds of the members present so
decide.

Admission of Public and Press
16.1

Members of staff, the public and representatives of the press will be admitted
to ordinary meetings of the NHS Board but will not be permitted to take part in
discussion.

16.2

The Board may exclude staff, the public and press while considering any
matter that is confidential.

16.3

Members of staff, the public and representatives of the press admitted to the
Board meeting shall not be permitted to make use of photographic or
recording apparatus of any kind unless agreed by the Board.

16.4

Members of staff, the public and press should leave when the Board meeting
moves into reserved business.
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17

18

19

Code of Conduct for Members
17.1

All those who are appointed as Members of the Board must comply with the
Code of Conduct for Members as incorporated into the Code of Corporate
Governance and approved by the Scottish Executive.

17.2

For the purposes of monitoring compliance with the Code of Conduct for
Members, the Corporate Business Manager has been designated Standards
Officer.

17.3

Board Members having any doubts about the relevance of a particular interest
should discuss the matter with the Corporate Business Manager.

17.4

Board Members should declare on appointment any material or relevant
interest and such interests should be recorded in the Board Minute. Any
changes should be declared and recorded when they occur. Interests shall
also be entered into a register that is available to the public, details of which
will be disclosed on the Board’s website.
Arrangements for viewing the
register shall also be publicised.

Suspension of Members from Meeting.
18.1

If any Board Member disregards the authority of the Chair, obstructs the
meeting or, in the opinion of the Chair, acts in an offensive manner at a
meeting, the Chair may suspended the Member for the remainder of the
meeting.

18.2

A Member, who has been suspended in terms of this Standing Order, shall
not re-enter the meeting room except with the consent of the Chair.

Minutes, Agendas and Papers
19.1

The Corporate Business Manager is responsible for ensuring that a Minute of
the proceedings of a meeting of the Board, including any decision or
resolution made at that meeting, shall be drawn up. The Minute shall be
submitted to the next meeting of the Board for approval by Members as a
record of the meeting subject to any amendments proposed by Members and
shall be signed by the person presiding at that meeting. The same shall
apply to the Lead of each Committee

19.2

The names of Members present at a meeting of the Board shall be recorded
in the Minute, together with the apologies for absence from any member.
Apologies should be advised by telephone or e-mail to the Corporate
Business Manager and a record of attendance shall be kept.

19.3

The Freedom of Information (Scotland) Act 2002 gives the public a general
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right of access to all recorded information held. Therefore, when minutes of
meetings are created it should be assumed that what is recorded will be made
available to the public. The Minute of the Board Meeting, once approved,
shall be placed on the Board’s intranet and website.
19.4

The contents of a Minute will depend upon the purpose of the meeting. If the
meeting agrees actions they will be recorded and include
• A description of the task, including any phases and reporting
requirements;
• The person accepting responsibility to undertake the task;
• The time limits associated with the task, its phases and agreed
reporting.

19.5

The Board agenda should normally be divided into two sections:
• Open Business, where there would be no issue about the release of
information; and
• Private Business, where access is restricted and where information
would not be routinely released.

19.6

There will be circumstances where some information is not appropriate for
inclusion in the Minute of a meeting. The basis for exclusion will rely on the
Exemptions specified in the Freedom of Information (Scotland) Act 2002.
In these circumstances, the information should be excluded from the Minute
and placed in a separate document. The separate document, Private Minute,
should be referred to in the Minute.
The Private Minute will be clearly marked and the exemption being relied
upon will be recorded against each item recorded in the Private Minute.

19.7

20

Consideration will have to be given to recording individual items of Private
Business separately where there are timing issues. Some information will be
sensitive for longer than other information or may not be suitable for
publication at all. For example, some policy decisions might be sensitive
while they are being considered, but that sensitivity declines once the
decision is announced. Information relating to security arrangements may
remain sensitive for many years. There will be some Private Business that
will remain confidential indefinitely, such as information on individual
disciplinary matters etc.

Guide to the Exemptions Under the Freedom of Information (Scotland) Act 2002
20.1

All the exceptions operate in different ways, and when applying the individual
exemptions, we may need to consider the following factors:
• The content of the information;
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•
•
•

The effect that disclosure would have;
The source of the information;
The purpose for which the information was recorded.

The Act also recognises that the disclosure of certain categories of
information may, at the time of the request, be harmful to the wider public
interest, for example:
• Where disclosure might be harmful to an important public interest,
such as national security or international relations;
• Where disclosure is prohibited by statute;
• Where responding to the request might involve providing personal
information;
• Where disclosure might breach a duty of confidentiality.
Because the Act strikes a balance between different and important interests,
a decision to withhold or release information will require careful consideration.
Access to information legislation is about providing the framework within
which decisions can be made on where the balance of public interest lies on
the release or withholding of information on the merits of each case. The Act
contains a number of exemptions to the general right of access.
The
exemptions ensure that decisions to release or withhold information are taken
with the interest of the public as a whole firmly to the fore.
There are two types of exemption under the Freedom of Information
(Scotland) Act 2002.
Absolute Exemptions:
if an absolute exemption applied, there is no
obligation under the Act to consider the request for information further.
Qualified Exemptions:
are subject to the public interest test. Qualified
exemptions do not justify withholding information unless following a proper
assessment the balance of the public interest comes down against disclosure.
20.2

21

Further information on Absolute and Qualified Exemptions can be obtained
from the Corporate Business Manager whose remit includes Freedom of
Information.

Records Management
21.1

Under the Freedom of Information (Scotland) Act 2002, NHS Dumfries and
Galloway must have comprehensive records management systems and
process in place.
The management, retention and disposal of administrative records are set out
in the Scottish Government Records Management: NHS Code of Practice
23
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(Scotland) Version 2.1 January 2012.
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Section A:
3: How Committees and Committee meetings must be organised
How Committees and Committee meetings must be organised
This section regulates how the meetings and proceedings of the Committees of the Board
will be organised and continues the ‘Standing Orders’.
1

2

3

Establishing Committees
1.1

The Board shall create such Committees, as are required by statute,
guidance and regulation and Ministerial direction and as are necessary for
the economical, efficient and effective governance of its business.

1.2

The Board shall delegate to such Committees those matters it considers
appropriate.
The matters delegated shall be set out in the Terms of
Reference of those Committees.

Process for the Appointment of Non Executive Members and Chairs to Board
Committees
2.1

Chair of a Board Committee will be by invitation of the Board Chair. The
invitation shall be made in writing and will be for a period of two years. In
the case of Members of the Board this shall be dependent upon their
continuing membership of the Board.

2.2

Membership of Board Committees will be by invitation of the Board Chair.
The invitation shall be made in writing.

2.3

By virtue of their appointment the Chair of the Board is an ex officio member
of all Committees except the Audit and Risk Committee.

Duties of Chair of a Committee
3.1

At every meeting of a Committee the Chair shall preside. If the Chair is
absent the Members present shall select a Non Executive Member to act as
Chair for that meeting.

3.2

It shall by the duty of the Chair
• to ensure that Standing Orders are observed and to facilitate a
culture of transparency, consensus and compromise;
• to preserve order and ensure that any member wishing to speak is
given due opportunity to do so;
• to call members to speak according to the order in which they caught
their attention; and
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•

4

5

to decide all matters of order, competence and relevance.

3.3

The Lead Director or Committee Support Officer shall draw the attention of
the Chair to any apparent breach of the terms of these Standing Orders.

3.4

Deference shall at all times be paid to the authority of the Chair. When the
Chair commences speaking they shall be heard without interruption.

Membership
4.1

Any Committee, shall include at least one Non Executive Member of the
Board, and may include persons, who are co-opted, and may consist wholly
or partly of Members of the Board.

4.2

In determining the membership of Committees, the Board shall have due
regard to its role, remit and accountability requirements. Certain members
may not be appointed to serve on a particular Committee as a consequence
of their positions. Specific exclusions are:
• Audit and Risk Committee – Chair of the Board
• Remuneration Sub Committee – any Executive Member

4.3

The Chair of the Board has the power to vary the membership of Committees
at any time provided that:
• In any case this is not contrary to statute, regulation or Direction by
Scottish Ministers
• Each Member of the Board is afforded proper opportunity to serve on
Committees

4.4

The person appointed as Chair of a Committee shall usually be a Non
Executive Member of the Board and only in exceptional circumstances shall
the Chair of the Board appoint a Chair of a Committee who is not a Non
Executive Member, such circumstances will be recorded appropriately.

4.5

Casual vacancies occurring in any Committee shall be filled as soon as
possible by the Chair of the Board after the vacancy takes place.

Membership of Committees due to office held
Dumfries and Galloway NHS Board Chair
All Committees except Audit and Risk Committee
Employee Director
Staff Governance Committee
Remuneration Sub Committee
Chair of the Area Clinical Forum
Healthcare Governance Committee
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6

7

Calling and Notice of Meetings of Committees
6.1

Committee meetings shall be held in accordance with the timetable approved
annually.

6.2

The Chair of a Committee may call a meeting of that Committee at any time
or when required to do so by the Board.

6.3

Before a Committee meeting a notice (agenda and papers) specifying the
time, place and business to be transacted, shall be delivered to every
member of the Committee or sent by post to the home of every member of
the Committee or sent by e-mail if requested.

6.4

Lack of service of the notice on any Member shall not affect the validity of a
meeting.

6.5

Special meetings of Committees shall be held on the dates and times that
the Chairs of those Committees determine.
A special meeting of a
Committee shall only consider the business requested.

6.6

It is within the discretion of the Chair of any Committee to cancel, advance or
postpone an ordinary meeting if there is a good reason for doing so.

Functioning of Committee
7.1

An Executive Member or another specified Lead Officer and a Committee
Support Officer shall be appointed to support the functioning of each
Committee.

7.2

Committees may seek the approval of the Board to appoint Sub-Committees
for such purposes as may be necessary.

7.3

An Executive Member or another specified Lead Officer and a Committee
Support Officer shall be appointed to support the functioning of each SubCommittee.

7.4

Where the functions of the Board are being carried out by Committees, the
membership, including those co-opted members who are not members of the
Board, is deemed to be acting on behalf of the Board.

7.5

During intervals between meetings of Committees, the Chair of a Committee
shall, in conjunction with the Chief Executive and the Lead Officer
concerned, have powers to deal with matters of urgency which fall within the
terms of reference of the Committee and require a decision which would
normally be taken by the Committee.
All decisions so taken shall be
reported to the next full meeting of the relevant Committee. It shall be for
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the Chair of the Committee, in consultation with the Chief Executive and
Lead Officer concerned, to determine whether a matter is urgent in terms of
this Standing Order.
8

9

Minutes
8.1

The Minute of each Committee of the Board shall be submitted as soon as is
practicable to an ordinary meeting of the Board for information and for the
consideration of any recommendations having been made by the Committee
concerned.

8.2

The Minute of each Committee shall also be submitted to the next meeting
for approval as a correct record and signed by the Chair.

8.3

Minutes of the proceedings at a meeting of a Special Committee shall be
made but these proceedings may be reported to the Board or to any
Committee of the Board either by the Minute or in a report from the Special
Committee as may be considered appropriate.

Frequency of Meetings
9.1

10

The Committees of the Board shall meet no fewer than four times a year.

Delegation
10.1

Each Committee shall have delegated authority to determine any matter
within its role and function.

10.2

Committees shall conduct their business within their role and function, and in
exercising their authority, shall do so in accordance with the following
provisions. However, in relation to any matter either not specifically referred
to in the role and function, or in this Standing Order, it shall be competent for
the Committee, whose remit the matter most closely resembles, to consider
such matter and to make any appropriate recommendations to the Board.

10.3

Committees must conduct all business in accordance with NHS Dumfries
and Galloway policies and the Code of Corporate Governance.

10.4

The Board may deal with any matter falling within the role and function of
any Committee without the requirement of receiving a report or Minute of that
Committee referring to that matter.

10.5

The Board may at any time, vary, add to, restrict or recall any reference or
delegation to any Committee. Specific direction by the Board in relation to
the remit of a Committee shall take precedence over the terms of any
provision in the role and function.
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11

10.6

If a matter is of common or joint interest to a number of Committees, and is a
delegated matter, no action shall be taken until all Committees have
considered the matter.

10.7

In the event of a disagreement between Committees in respect of any such
proposal or recommendation, which falls within the delegated authority of
one Committee, the decision of that Committee shall prevail. If the matter is
referred but not delegated to any Committee, a report summarising the views
of the various Committees shall be prepared by the appropriate Director or
Senior Manager and shall appear as an item of business on the agenda of
the next convenient meeting of the Board.

Committees
a)
b)
c)
d)
e)
f)
g)
h)
i)
j)

12

Audit and Risk Committee
Healthcare Governance Committee
Performance Committee
Staff Governance Committee
Remuneration Sub Committee
Community Health and Social Care Partnership Board
Area Drug and Therapeutics Committee
Person Centred Health and Care Committee
Pharmacy Practices Committee
Public Health Committee

Non Executive Membership
12.1

Each Committee will have a minimum number of Non Executive Members
which includes those Non Executive Members who are members due to the
office they hold.
Audit and Risk Committee
Community Health and Social Care Partnership Board
Consultant Appointments Committee
Healthcare Governance Committee
Pharmacy Practices Committee
Performance Committee
Person Centred Health and Care Committee
Public Health Committee
Remuneration Sub Committee
Staff Governance Committee

13

5
5
1
5
1
6
2
5
5
5

Quorum
13.1

The number of Non Executive Members required for the Committees to be
quorate is advised in the Terms of Reference of each Committee.
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13.2

The quorum for Committees shall be as follows:

a. Audit and Risk Committee
b. Healthcare Governance Committee

c. Performance Committee

d. Staff Governance Committee
e. Remuneration Sub Committee
f. Community Health and Social Care
Partnership Board
g. Area Drug and Therapeutics
Committee
h. Pharmacy Practices Committee

i. Public Health Committee

14

Chair and two members.
Four members including the Chair,
two Non Executive Members and
one Lay Member.
Four members including the Chair,
two Non Executive Members and
one Executive Member.
Four members including the Chair.
Four members including the Chair.
Three Elected Members and three
NHS members including the Chief
Executive.
Six members.
Five members including one noncontractor pharmacist, one contractor
pharmacist and two Lay Members.
Three members, including the chair,
two of whom shall be non executive
members.

Role and Function
a)

Audit and Risk Committee
The Audit Committee shall gain assurance that risk and change in risk is
being monitored and
• Approve the strategic processes for risk, control and governance and
the Statement on Internal Control;
• Monitor financial risk management to the Audit Committee.
• Approve changes to Standing Financial Instructions.
• Approve changes to bank account signatories.
• Consider a risk register at each meeting and the Corporate Risk
Register at least once a year.
• Gain assurance that financial risk and change in risk are being
monitored.
• Oversee the Board’s Internal Control Systems and financial risk by
means of:
o Reviewing the Board’s systems of Internal Control;
o Evaluating the environment, in which, the internal controls work; and
o Evaluating the decision making process of the Board.
• Keep under review the role, function and performance of the Board’s
Internal Audit service, by means of:
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o Regular review of the Internal Audit Strategy and Plan;
o Receiving copies of all Limited Assurance Internal Audit reports;
o Reviewing action taken by the Chief Executive and others on audit
recommendations and;
o Reviewing the annual report of the Chief Internal Auditor.
• Keep under review the External Audit arrangements, by means of:
o Reviewing the external audit strategy and plan;
o Holding discussions at appropriate intervals with external auditors; an
o Reviewing the external audit management letters on annual
accounts.
• Keep under review and monitor adherence to the Board’s Standing
Financial Instructions and Standing Orders, by means of:
o Reviewing all proposed changes to Standing Financial Instructions
and Standing Orders;
o Examining the circumstances associated with each occasion when
Standing Orders are waived or Standing Financial Instructions set
aside, and;
o The accounting policies, the accounts and the annual report of the
organisation, including the process for review of the accounts prior to
submission for audit, levels of error identified and management’s
letter of representation to the external auditors; and
o Anti-fraud policies, whistle blowing processes and arrangements for
special investigations.
b)

Healthcare Governance Committee
The Healthcare Governance Committee shall provide assurance to the
Board that appropriate systems and structures are in place to effectively
manage:
• clinical governance;
• non-financial risk management;
• external audit performance review (clinical);
• healthcare acquired infection;
• patient feedback (including complaints);
• adverse incidents;
• patient safety;
• quality improvement;
• public protection; and
• information governance / assurance.
The Healthcare Governance Committee will have the following groups /
committees reporting to it:
• Infection Control Committee
• Blood Transfusion Committee
• Quality and Patient Safety Leadership Group
• Healthcare Scientist Forum
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•
•
•
•
•

Health Child Protection Committee
Health Adult Support and Protection Committee
Board Donation Committee
Resuscitation Committee
Information Governance / Assurance Committee

The Healthcare Governance Committee will not consider operational matters
relating to these activities but will receive regular reports highlighting areas of
risk and actions being taken to address these.
The Healthcare Governance Committee will also review major reports into
NHS system failings to identify the implications for locally provided services
and to endorse action plans for correcting any perceived deficiencies. The
Committee will then monitor progress.
c)

Performance Committee
The Performance Committee will look in detail at
• Plans to achieve financial balance
• Revenue & Capital Plans
• Performance against Local Delivery Plan / HEAT targets;
• Outcomes from Board investment decisions;
• Achievement of Efficiency targets;
• Board’s Strategic Plans including ‘Putting You First’.
In addition the Committee has a specific role in relation to the Acute Services
Redevelopment Project being procured through the Non Profit Distributing
financing model, in accordance with the updated Scheme of Delegation
March 2012.

d)

Staff Governance Committee
The Staff Governance Committee shall
• agree, monitor and review objectives to improve the standards of Staff
Governance in the light of national and local priorities together with
the results of the Staff Survey and the Staff Governance Action Plan
• ensure appropriate structures and processes are in place in relation
to Staff Governance matters to provide assurance to the Board
• oversee the development, delivery and monitoring of the Staff
Governance elements of the Local Delivery Plan
• exercise delegated authority on behalf of Dumfries & Galloway NHS
Board for matters relevant to the Committee’s role and remit
• ensure there is adequate communications between the Committee
Partnership arrangements and staff to support delivery of the Staff
Governance Standards
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•

hold a bi-annual forum in conjunction with Area Partnership Forum to
support developments and achievements in Staff Governance
Standards and stimulate engagement by Staff in Corporate Goals and
Objectives

The
Staff Governance Committee will have the following groups /
committees reporting to it
• Remuneration Sub Committee
e)

Remuneration Sub Committee
The Remuneration Sub Committee shall:
• agree all the terms and conditions of employment of Executive
Directors, including

job description

job evaluation

terms of employment

basic pay

performance pay and bonuses (individual and team)

benefits (including pension, removal arrangements and cars)
• agreeing objectives and performance ratings annually in accordance
with SGH&SCD direction
• ensuring that effective arrangements are in place for carrying out the
above functions in respect of all other senior officers
• conducting a regular review of the board’s policy for the remuneration
and performance assessment of Executive Directors and other Senior
Managers in the light of guidance issued by the SGHD
• approve the arrangements to award discretionary points and or
bonuses to any staff groups with entitlements

f)

Community Health and Social Care Partnership Board
The Community Health and Social Care Partnership Board shall:
• Ensure that the provision of Community Health and Social Care
Services contributes to the delivery of the priorities of both
organisations and as agreed and set out in the Community Plan,
Corporate Plan and Single Outcome Agreement.
• Meet statutory responsibilities of both the NHS and the Council.
• Meet national policy objectives in a local context.
• Deliver outcomes which support and improve the health, wellbeing
and ability to live independently, according to their aspirations, of
those requiring Community Health and Social Care Services.
• Ensure that the Partnership is planning for the future demands arising
from demographic challenges and changes in the expectations of
service users and their carers.
• Ensure that services are delivered in an equitable manner, address
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•
•

g)

inequalities and meet the needs of Dumfries and Galloway’s rural and
dispersed population.
Ensure sound financial management and Best Value.
Ensure the joint vision and any future developments in services is
supported by effective involvement and consultation with relevant
stakeholders, particularly those people who use services or may use
services in the future and their carers. The current standards for
Community Engagement will underpin joint service planning and
delivery.

Area Drug and Therapeutics Committee
The Area Drug and Therapeutics Committee shall:
• Manage the introduction of new drugs
• Reduce inequalities in access to medicines
• Agree, set and manage prescribing budgets in primary and secondary
care with input from the Primary and Community Care Management
Group and the Hospital Management Group
• Improve access to medicines
• Improve the use of medicines
• Improve outcomes
• Minimise harm from medicines
• Reduce waste
• Review service delivery
The Area Drug and Therapeutics Committee will have the following groups /
committees reporting to it :
• Exceptional Prescribing Panel
• The Prescribing Support Team
• The Antibiotic Management Team

h)

Pharmacy Practices Committee
The Pharmacy Practices Committee shall:
• Consider, on behalf of the Board, a competent application from
person(s) seeking to establish a new pharmacy within the Board’s
area
• Consider a new Pharmacy Contract

i)

Public Health Committee
The Public Health Committee shall provide assurance to the NHS Board,
patients, public, clinical staff and managers that colleagues work to ensure
public health policies:• address health inequalities at a local level;
• support early intervention as set out in Scottish Government policy, for
example ‘Equally Well’, ‘Early Years Framework’, ‘Achieving our
34
Working together to deliver better health, better healthcare

147

•
•
•
•

Potential;
give every child the best start in life and promote the best possible
health and wellbeing;
older and vulnerable adults will be supported to improve their health;
build individual and community resilience; and
protect and sustain our environment and promote Dumfries and
Galloway as a carbon neutral region.
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Section A:
Annex 1:
The Health Boards (Membership and Procedure) (Scotland) Regulations 2001
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Section 1

Introduction to the Code of Conduct

1.1

The Scottish public has a high expectation of those who serve on the
boards of public bodies and the way in which they should conduct
themselves in undertaking their duties for Dumfries and Galloway
Health Board. You must meet those expectations by ensuring that
your conduct is above reproach.

1.2

The Ethical Standards in Public Life etc. (Scotland) Act 2000, “the Act”,
provides for Codes of Conduct for local authority councillors and
members of relevant public bodies, imposes on councils and relevant
public bodies a duty to help their members to comply with the relevant
code and establishes a Standards Commission for Scotland, “The
Standards Commission” to oversee the new framework and deal with
alleged breaches of the codes.

1.3

The Act requires the Scottish Ministers to lay before Parliament a Code
of Conduct for Councillors and a Model Code for Members of Devolved
Public Bodies. The Model Code for members was first introduced in
2002 and has now been revised in December 2013 following
consultation and the approval of the Scottish Parliament.
These
revisions will make it consistent with the relevant parts of the Code of
Conduct for Councillors, which was revised in 2010 following the
approval of the Scottish Parliament.

1.4

As a member of Dumfries and Galloway Health Board “the Board”, it is
your responsibility to make sure that you are familiar with, and that your
actions comply with, the provisions of this Code of Conduct which has
now been made by the Board.
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Appointments to the Boards of Public Bodies
1.5

Public bodies in Scotland are required to deliver effective services to
meet the needs of an increasingly diverse population. In addition, the
Scottish Government’s equality outcome on public appointments is to
ensure that Ministerial appointments are more diverse than at
present. In order to meet both of these aims, a board should ideally
be drawn from varied backgrounds with a wide spectrum of
characteristics, knowledge and experience.
It is crucial to the
success of public bodies that they attract the best people for the job
and therefore it is essential that a board’s appointments process
should encourage as many suitable people to apply for positions and
be free from unnecessary barriers. You should therefore be aware of
the varied roles and functions of the public body on which you serve
and of wider diversity and equality issues. You should also take
steps to familiarise yourself with the appointment process that your
board (if appropriate) will have agreed with the Scottish Government’s
Public Appointment Centre of Expertise.

1.6

You should also familiarise yourself with how the Dumfries and
Galloway Health Board’s policy operates in relation to succession
planning, which should ensure public bodies have a strategy to make
sure they have the staff in place with the skills, knowledge and
experience necessary to fulfil their role economically, efficiently and
effectively.

Guidance on the Code of Conduct
1.7

You must observe the rules of conduct contained in this Code. It is
your personal responsibility to comply with these and review regularly,
and at least annually, your personal circumstances with this in mind,
particularly when your circumstances change. You must not at any
time advocate or encourage any action contrary to the Code of
Conduct.

1.8

The Code has been developed in line with the key principles listed in
Section 2 and provides additional information on how the principles
should be interpreted and applied in practice.
The Standards
Commission may also issue guidance. No Code can provide for all
circumstances and if you are uncertain about how the rules apply, you
should seek advice from the Board. You may also choose to consult
your own legal advisers and, on detailed financial and commercial
matters, seek advice from other relevant professionals.

1.9

You should familiarise yourself with the Scottish Government
publication “On Board – a guide for board members of public bodies
in Scotland”. This publication will provide you with information to help
you in your role as a member of a public body in Scotland and can be
viewed on the Scottish Government website.
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Enforcement
1.10

Section 2
2.1

Part 2 of the Ethical Standards in Public Life etc. (Scotland) Act 2000
sets out the provisions for dealing with alleged breaches of this Code
of Conduct and, where appropriate, the sanctions that will be applied
if the Standards Commission finds that there has been a breach of the
Code. Those sanctions are outlined in Annex A.

Key Principles of the Code of Conduct
The general principles upon which this Code is based should be used
for guidance and interpretation only. These general principles are:
Duty
You have a duty to uphold the law and act in accordance with the law
and the public trust placed in you. You have a duty to act in the
interests of the public body of which you are a member and in
accordance with the core functions and duties of that body.
Selflessness
You have a duty to take decisions solely in terms of public interest.
You must not act in order to gain financial or other material benefit for
yourself, family or friends.
Integrity
You must not place yourself under any financial, or other, obligation to
any individual or organisation that might reasonably be thought to
influence you in the performance of your duties.
Objectivity
You must make decisions solely on merit and in a way that is
consistent with the functions of the public body when carrying out
public business including making appointments, awarding contracts or
recommending individuals for rewards and benefits.
Accountability and Stewardship
You are accountable for your decisions and actions to the public.
You have a duty to consider issues on their merits, taking account of
the views of others and must ensure that the public body uses its
resources prudently and in accordance with the law.
Openness
You have a duty to be as open as possible about your decisions and
actions, giving reasons for your decisions and restricting information
only when the wider public interest clearly demands.
Honesty
You have a duty to act honestly.
You must declare any private
interests relating to your public duties and take steps to resolve any
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conflicts arising in a way that protects the public interest.
Leadership
You have a duty to promote and support these principles by
leadership and example, and to maintain and strengthen the public’s
trust and confidence in the integrity of the public body and its
members in conducting public business.
Respect
You must respect fellow members of Dumfries and Galloway Health
Board and employees of the board and the role they play, treating
them with courtesy at all times. Similarly you must respect members
of the public when performing duties as a member of your public
body.
2.2

Section 3
3.1

You should apply the principles of this Code to your dealings with
fellow members of Dumfries and Galloway Health Board, its
employees and other stakeholders.
Similarly you should also
observe the principles of this Code in dealings with the public when
performing duties as a member of the public body.

General Conduct
The rules of good conduct in this section must be observed in all
situations where you act as a member of the board.

Conduct at Meetings
3.2

You must respect the chair, your colleagues and employees of the
board in meetings. You must comply with rulings from the chair in
the conduct of the business of these meetings.

Relationship with Board Members and Employees of the board (including those
employed by contractors providing services)
3.3

You will treat your fellow board members and any staff employed by
the body with courtesy and respect. It is expected that fellow board
members and employees will show you the same consideration in
return. It is good practice for employers to provide examples of what
is unacceptable behaviour in their organisation. The board should
promote a safe, healthy and fair working environment for all. As a
board member you should be familiar with the policies of the board in
relation to bullying and harassment in the workplace and also lead by
exemplar behaviour.

Remuneration, Allowances and Expenses
3.4

You must comply with any rules of the board regarding remuneration,
allowances and expenses.
Working together to deliver better health, better healthcare
46

171

Gifts and Hospitality
3.5

You must not accept any offer by way of gift or hospitality which could
give rise to real or substantive personal gain or a reasonable
suspicion of influence on your part to show favour, or disadvantage, to
any individual or organisation. You should also consider whether
there may be any reasonable perception that any gift received by your
spouse or cohabitee or by any company in which you have a
controlling interest, or by a partnership of which you are a partner, can
or would influence your judgement. The term ‘gift’ includes benefits
such as relief from indebtedness, loan concessions or provision of
services at a cost below that generally charged to members of the
public.

3.6

You must never ask for gifts or hospitality.

3.7

You are personally responsible for all decisions connected with the
offer or acceptance of gifts or hospitality offered to you and for
avoiding the risk of damage to public confidence in the board. As a
general guide, it is usually appropriate to refuse offers except:
(a) isolated gifts of a trivial character, the value of which must
not exceed £25;
(b) normal hospitality associated with your duties and which
would reasonably be regarded as appropriate; or
(c) gifts received on behalf of Dumfries and Galloway Health
Board.

3.8

You must not accept any offer of a gift or hospitality from any
individual or organisation which stands to gain or benefit from a
decision Dumfries and Galloway Health Board may be involved in
determining, or who is seeking to do business with your organisation,
and which a person might reasonably consider could have a bearing
on your judgement. If you are making a visit in your capacity as a
member of Dumfries and Galloway Health Board then, as a general
rule, you should ensure that Dumfries and Galloway Health Boards
pays for the cost of the visit.

3.9

You must not accept repeated hospitality or repeated gifts from the
same source.

3.10

Members of Dumfries and Galloway Health Board should familiarise
themselves with the terms of the Bribery Act 2010 which provides for
offences of bribing another person and offences relating to being
bribed.

Confidentiality Requirements
3.11

There may be times when you will be required to treat discussions,
documents or other information relating to the work of Dumfries and
Working together to deliver better health, better healthcare
47

172

Galloway Health Board in a confidential manner.
You will often
receive information of a private nature which is not yet public, or
which perhaps would not be intended to be public. You must always
respect the confidential nature of such information and comply with
the requirement to keep such information private.
3.12

It is unacceptable to disclose any information to which you have
privileged access, for example derived from a confidential document,
either orally or in writing.
In the case of other documents and
information, you are requested to exercise your judgement as to what
should or should not be made available to outside bodies or
individuals. In any event, such information should never be used for
the purposes of personal or financial gain or for political purposes or
used in such a way as to bring Dumfries and Galloway Health Board
into disrepute.

Use of Public Body Facilities
3.13

Members of Dumfries and Galloway Health Board must not misuse
facilities, equipment, stationery, telephony, computer, information
technology equipment and services, or use them for party political or
campaigning activities. Use of such equipment and services etc.
must be in accordance with the board’s policy and rules on their
usage.
Care must also be exercised when using social media
networks not to compromise your position as a member of Dumfries
and Galloway Health Board

Appointment to Partner Organisations
3.14

You may be appointed, or nominated by Dumfries and Galloway
Health Board, as a member of another body or organisation. If so,
you are bound by the rules of conduct of these organisations and
should observe the rules of this Code in carrying out the duties of that
body.

3.15

Members who become directors of companies as nominees of
Dumfries and Galloway Health Board will assume personal
responsibilities under the Companies Acts.
It is possible that
conflicts of interest can arise for such members between the company
and the board.
It is your responsibility to take advice on your
responsibilities to Dumfries and Galloway Health Board and to the
company. This will include questions of declarations of interest.

Section 4
4.1

Registration of Interests
The following paragraphs set out the kinds of interests, financial and
otherwise which you have to register. These are called ‘Registerable
Interests’. You must, at all times, ensure that these interests are
registered, when you are appointed and whenever your
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circumstances change in such a way as to require change or an
addition to your entry in the Dumfries and Galloway Health Board
Register. It is your duty to ensure any changes in circumstances are
reported within one month of them changing.
4.2

The Regulations 1 as amended describe the detail and timescale for
registering interests. It is your personal responsibility to comply with
these regulations and you should review regularly and at least once a
year your personal circumstances. Annex B contains key definitions
and explanatory notes to help you decide what is required when
registering your interests under any particular category. The interests
which require to be registered are those set out in the following
paragraphs and relate to you. It is not necessary to register the
interests of your spouse or cohabitee.

Category One: Remuneration
4.3

You have a Registerable Interest where you receive remuneration by
virtue of being:
•
•
•
•
•
•

employed;
self-employed;
the holder of an office;
a director of an undertaking;
a partner in a firm; or
undertaking a trade, profession or vocation or any other work.

4.4

In relation to 4.3 above, the amount of remuneration does not require
to be registered and remuneration received as a member does not
have to be registered.

4.5

If a position is not remunerated it does not need to be registered
under this category. However, unremunerated directorships may need
to be registered under category two, “Related Undertakings”.

4.6

If you receive any allowances in relation to membership of any
organisation, the fact that you receive such an allowance must be
registered.

4.7

When registering employment, you must give the name of the
employer, the nature of its business, and the nature of the post held in
the organisation.

4.8

When registering self-employment, you must provide the name and
give details of the nature of the business. When registering an interest
in a partnership, you must give the name of the partnership and the
nature of its business.

1

SSI - The Ethical Standards in Public Life etc. (Scotland) Act 2000 (Register of Interests)
Regulations 2003 Number 135, as amended.
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4.9

4.10

4.11

Where you undertake a trade, profession or vocation, or any other
work, the detail to be given is the nature of the work and its regularity.
For example, if you write for a newspaper, you must give the name of
the publication, and the frequency of articles for which you are paid.
When registering a directorship, it is necessary to provide the
registered name of the undertaking in which the directorship is held
and the nature of its business.
Registration of a pension is not required as this falls outside the scope
of the category.

Category Two: Related Undertakings
4.12

You must register any directorships held which are themselves not
remunerated but where the company (or other undertaking) in
question is a subsidiary of, or a parent of, a company (or other
undertaking) in which you hold a remunerated directorship.

4.13

You must register the name of the subsidiary or parent company or
other undertaking and the nature of its business, and its relationship
to the company or other undertaking in which you are a director and
from which you receive remuneration.

4.14

The situations to which the above paragraphs apply are as follows:
• you are a director of a board of an undertaking and receive
remuneration declared under category one; and
• you are a director of a parent or subsidiary undertaking but do
not receive remuneration in that capacity.

Category Three: Contracts
4.15

You have a registerable interest where you (or a firm in which you are
a partner, or an undertaking in which you are a director or in which
you have shares of a value as described in paragraph 4.19 below)
have made a contract with Dumfries and Galloway Health Board of
which you are a member:
(i)
under which goods or services are to be provided, or
works to be executed; and
(ii)
which has not been fully discharged.

4.16

You must register a description of the contract, including its duration,
but excluding the consideration.

Category Four: Houses, Land and Buildings
4.17

You have a registerable interest where you own or have any other
right or interest in houses, land and buildings, which may be
significant to, of relevance to, or bear upon, the work and operation of
Dumfries and Galloway Health Board to which you are appointed.
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4.18

The test to be applied when considering appropriateness of
registration is to ask whether a member of the public acting
reasonably might consider any interests in houses, land and buildings
could potentially affect your responsibilities to the organisation to
which you are appointed and to the public, or could influence your
actions, speeches or decision making.

Category Five: Interest in Shares and Securities
4.19

You have a registerable interest where you have an interest in shares
comprised in the share capital of a company or other body which may
be significant to, of relevance to, or bear upon, the work and operation
of (a) the body to which you are appointed and (b) the nominal value
of the shares is:
(i)
greater than 1% of the issued share capital of the
company or other body; or
(ii)
greater than £25,000
Where you are required to register the interest, you should provide
the registered name of the company in which you hold shares; the
amount or value of the shares does not have to be registered.

Category Six: Gifts and Hospitality
4.20

You must register the details of any gifts or hospitality received within
your current term of office. This record will be available for public
inspection.
It is not however necessary to record any gifts or
hospitality as described in paragraph 3.7 (a) to (c) of this Code.

Category Seven: Non–Financial Interests
4.21

You may also have a registerable interest if you have non-financial
interests which may be significant to, of relevance to, or bear upon,
the work and operation of Dumfries and Galloway Health Board to
which you are appointed. It is important that relevant interests such
as membership or holding office in other public bodies, clubs,
societies and organisations such as trades unions and voluntary
organisations, are registered and described.

4.22

In the context of non-financial interests, the test to be applied when
considering appropriateness of registration is to ask whether a
member of the public might reasonably think that any non-financial
interest could potentially affect your responsibilities to the organisation
to which you are appointed and to the public, or could influence your
actions, speeches or decision-making.
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Section 5

Declaration of Interests

General
5.1

The key principles of the Code, especially those in relation to integrity,
honesty and openness, are given further practical effect by the
requirement for you to declare certain interests in proceedings of
Dumfries and Galloway Health Board. Together with the rules on
registration of interests, this ensures transparency of your interests
which might influence, or be thought to influence, your actions.

5.2

Public bodies inevitably have dealings with a wide variety of
organisations and individuals and this Code indicates the
circumstances in which a business or personal interest must be
declared. Public confidence in Dumfries and Galloway Health Board
and its members depends on it being clearly understood that
decisions are taken in the public interest and not for any other reason.

5.3

In considering whether to make a declaration in any proceedings, you
must consider not only whether you will be influenced but whether
anybody else would think that you might be influenced by the interest.
You must, however, always comply with the objective test (“the
objective test”) which is whether a member of the public, with
knowledge of the relevant facts, would reasonably regard the interest
as so significant that it is likely to prejudice your discussion or
decision making in your role as a member of a public body.

5.4

If you feel that, in the context of the matter being considered, your
involvement is neither capable of being viewed as more significant
than that of an ordinary member of the public, nor likely to be
perceived by the public as wrong, you may continue to attend the
meeting and participate in both discussion and voting. The relevant
interest must however be declared. It is your responsibility to judge
whether an interest is sufficiently relevant to particular proceedings to
require a declaration and you are advised to err on the side of
caution. If a board member is unsure as to whether a conflict of
interest exits, they should seek advice from the board chair.

5.5

As a member of a Dumfries and Galloway Health Board you might
serve on other bodies.
In relation to service on the boards and
management committees of limited liability companies, public bodies,
societies and other organisations, you must decide, in the particular
circumstances surrounding any matter, whether to declare an interest.
Only if you believe that, in the particular circumstances, the nature of
the interest is so remote or without significance, should it not be
declared. You must always remember the public interest points
towards transparency and, in particular, a possible divergence of
interest between Dumfries and Galloway Health Board and another
body. Keep particularly in mind the advice in paragraph 3.15 of this
Code about your legal responsibilities to any limited company of
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which you are a director.
Interests which Require Declaration
5.6

Interests that require to be declared if known to you may be financial
or non-financial. They may or may not cover interests which are
registerable under the terms of this Code. Most of the interests to be
declared will be your personal interests but, on occasion, you will
have to consider whether the interests of other persons require you to
make a declaration. The paragraphs which follow deal with (a) your
financial interests (b) your non-financial interests and (c) the interests,
financial and non-financial, of other persons.

5.7

You will also have other private and personal interests and may
serve, or be associated with, bodies, societies and organisations as a
result of your private and personal interests and not because of your
role as a member of the board. In the context of any particular matter
you will need to decide whether to declare an interest. You should
declare an interest unless you believe that, in the particular
circumstances, the interest is too remote or without significance. In
reaching a view on whether the objective test applies to the interest,
you should consider whether your interest (whether taking the form of
association or the holding of office) would be seen by a member of
the public acting reasonably in a different light because it is the
interest of a person who is a member of a public body as opposed to
the interest of an ordinary member of the public.

Your Financial Interests
5.8

You must declare, if it is known to you, any financial interest (including
any financial interest which is registerable under any of the categories
prescribed in Section 4 of this Code). If, under category one (or
category seven in respect of non-financial interests) of section 4 of
this Code, you have registered an interest
(a) as an employee of the Board; or
(b) as a Councillor or a Member of another Devolved Public
Body where the Council or other Devolved Public Body, as
the case may be, has nominated or appointed you as a
Member of the Board;
you do not, for that reason alone, have to declare that interest.
There is no need to declare an interest which is so remote or
insignificant that it could not reasonably be taken to fall within the
objective test.
You must withdraw from the meeting room until discussion of the
relevant item where you have a declarable interest is concluded.
There is no need to withdraw in the case of an interest which is so
remote or insignificant that it could not reasonably be taken to fall
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within the objective test.
Your Non-Financial Interests
5.9

You must declare, if it is known to you, any non-financial interest if:
(i)
that interest has been registered under category seven
(Non-Financial Interests) of Section 4 of the Code; or
(ii)
that interest would fall within the terms of the objective
test.
There is no need to declare an interest which is so remote or
insignificant that it could not reasonably be taken to fall within the
objective test.
You must withdraw from the meeting room until discussion of the
relevant item where you have a declarable interest is concluded.
There is no need to withdraw in the case of an interest which is so
remote or insignificant that it could not reasonably be taken to fall
within the objective test.

The Financial Interests of Other Persons
5.10

The Code requires only your financial interests to be registered. You
also, however, have to consider whether you should declare any
financial interest of certain other persons.
You must declare if it is known to you any financial interest of:(i)
a spouse, a civil partner or a co-habitee;
(ii)
a close relative, close friend or close associate;
(iii)
an employer or a partner in a firm;
(iv)
a body (or subsidiary or parent of a body) of which are a
remunerated member of director;
(v)
a person from whom you have received a registerable
gift or registerable hospitality;
(vi)
a person from whom you have received registerable
expenses.
There is no need to declare an interest if it is so remote or
insignificant that it could not reasonably be taken to fall within the
objective test.
You must withdraw from the meeting room until discussion of and
voting on the relevant item where you have a declarable interest is
concluded. There is no need to withdraw in the case of an interest
which is so remote or insignificant that it could not reasonably be
taken to fall within the objective test.

5.11

This Code does not attempt the task of defining ‘relative’ or ‘friend’ or
‘associate’. Not only is such a task fraught with difficulty but is also
unlikely that such definitions would reflect the intention of this part of
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the Code. The key principle is the need for transparency in regard to
any interest which might (regardless of the precise description of
relationship) be objectively regarded by a member of the public,
acting reasonably, as potentially affecting your responsibilities as a
member of Dumfries and Galloway Health Board and, as such, would
be covered by the objective test.
The Non-Financial Interests of Other Persons
5.12

You must declare if it is known to you any non-financial interest of:(i)
a spouse, a civil partner or a co-habitee;
(ii)
a close relative, close friend or close associate;
(iii)
an employer or a partner in a firm;
(iv)
a body (or subsidiary or parent of a body) of which are a
remunerated member of director;
(v)
a person from whom you have received a registerable
gift or registerable hospitality;
(vi)
a person from whom you have received registerable
expenses.
There is no need to declare the interest if it is so remote or
insignificant that it could not reasonably be taken to fall within the
objective test.
There is only a need to withdraw from the meeting if the interest is
clear and substantial.

Making a Declaration
5.13

You must consider at the earliest stage possible whether you have an
interest to declare in relation to any matter which is to be considered.
You should consider whether agendas for meetings raise any issue of
declaration of interest. Your declaration of interest must be made as
soon as practicable at a meeting where that interest arises. If you do
identify the need for a declaration of interest only when a particular
matter is being discussed you must declare the interest as soon as
you realise it is necessary.

5.14

The oral statement of declaration of interest should identify the item or
items of business to which it relates. The statement should begin
with the words “I declare an interest”.
The statement must be
sufficiently informative to enable those at the meeting to understand
the nature of your interest but need not give a detailed description of
the interest.

Frequent Declarations of Interest
5.15

Public confidence in a public body is damaged by perception that
decisions taken by that body are substantially influenced by factors
other than the public interest. If you would have to declare interests
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frequently at meetings in respect of your role as a board member you
should not accept a role or appointment with that attendant
consequence.
If members are frequently declaring interests at
meetings then they should consider whether they can carry out their
role effectively and discuss with their chair.
Similarly, if any
appointment or nomination to another body would give rise to
objective concern because of your existing personal involvement or
affiliations, you should not accept the appointment or nomination.
Dispensations
5.16

In some very limited circumstances dispensations can be granted by
the Standards Commission in relation to the existence of financial and
non-financial interests which would otherwise prohibit you from taking
part and voting on matters coming before the board and its
committees.

5.17

Applications for dispensations will be considered by the Standards
Commission and should be made as soon as possible in order to
allow proper consideration of the application in advance of meetings
where dispensation is sought.
You should not take part in the
consideration of the matter in question until the application has been
granted.

Section 6

Lobbying and Access to Members of Public Bodies

Introduction
6.1

In order for Dumfries and Galloway Health Board to fulfil its
commitment to being open and accessible, it needs to encourage
participation by organisations and individuals in the decision-making
process. Clearly however, the desire to involve the public and other
interest groups in the decision-making process must take account of
the need to ensure transparency and probity in the way in which
Dumfries and Galloway Health Board conducts its business.

6.2

You will need to be able to consider evidence and arguments
advanced by a wide range of organisations and individuals in order to
perform your duties effectively. Some of these organisations and
individuals will make their views known directly to individual members.
The rules in this Code set out how you should conduct yourself in
your contacts with those who would seek to influence you. They are
designed to encourage proper interaction between members of public
bodies, those they represent and interest groups

Rules and Guidance
6.3

You must not, in relation to contact with any person or organisation
that lobbies do anything which contravenes this Code or any other
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relevant rule of Dumfries and Galloway Health Board or any statutory
provision.
6.4

You must not, in relation to contact with any person or organisation
who lobbies, act in any way which could bring discredit upon the
Dumfries and Galloway Health Board.

6.5

The public must be assured that no person or organisation will gain
better access to or treatment by you as a result of employing a
company or individual to lobby on a fee basis on their behalf. You
must not, therefore, offer or accord any preferential access or
treatment to those lobbying on a fee basis on behalf of clients
compared with that which you accord any other person or
organisation who lobbies or approaches you.
Nor should those
lobbying on a fee basis on behalf of clients be given to understand
that preferential access or treatment, compared to that accorded to
any other person or organisation, might be forthcoming from another
member of Dumfries and Galloway Health Board.

6.6

Before taking any action as a result of being lobbied, you should seek
to satisfy yourself about the identity of the person or organisation that
is lobbying and the motive for lobbying. You may choose to act in
response to a person or organisation lobbying on a fee basis on
behalf of clients but it is important that you know the basis on which
you are being lobbied in order to ensure that any action taken in
connection with the lobbyist complies with the standards set out in this
Code.

6.7

You should not accept any paid work:(a) which would involve you lobbying on behalf of any person or
organisation or any clients of a person or organisation;
(b) to provide services as a strategist, adviser or consultant, for
example, advising on how to influence Dumfries and Galloway
Health Board and its members. This does not prohibit you
from being remunerated for activity which may arise because
of, or relate to, membership of the board, such as journalism or
broadcasting,
or
involvement
in
representative
or
presentational work, such as participation in delegations,
conferences or other events.

6.8

If you have concerns about the approach or methods used by any
person or organisation in their contacts with you, you must seek the
guidance of Dumfries and Galloway Health Board.
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ANNEX A
SANCTIONS AVAILABLE TO THE STANDARDS COMMISSION FOR BREACH
OF THE CODE
(a)
Censure – the Commission may reprimand the member but otherwise take no
action against them;
(b)
Suspension – of the member for a maximum period of one year from
attending one or more, but not all, of the following:
i)

all meetings of the public body;

ii)
all meetings of one or more committees or sub-committees of
the public body;
(iii)

all meetings of any other public body on which that member is a
representative or nominee of the public body of which they are a
member.

(c)
Suspension – for a period not exceeding one year, of the member’s
entitlement to attend all of the meetings referred to in (b) above;
(d)
Disqualification – removing the member from membership of that public body
for a period of no more than five years.
Where a member has been suspended, the Standards Commission may direct that
any remuneration or allowance received from membership of that public body be
reduced, or not paid.
Where the Standards Commission disqualifies a member of a public body, it may go
on to impose the following further sanctions:
(a)
Where the member of a public body is also a councillor, the Standards
Commission may disqualify that member (for a period of no more than five years)
from being nominated for election as, or from being elected, a councillor.
Disqualification of a councillor has the effect of disqualifying that member from their
public body and terminating membership of any committee, sub-committee, joint
committee, joint board or any other body on which that member sits as a
representative of their local authority.
(b)
Direct that the member be removed from membership, and disqualified in
respect of membership, of any other devolved public body (provided the members’
code applicable to that body is then in force) and may disqualify that person from
office as the Water Industry Commissioner.
In some cases the Standards Commission do not have the legislative powers to deal
with sanctions, for example if the respondent is an executive member of the board or
appointed by the Queen. Sections 23 and 24 of the Ethical Standards in Public Life
etc. (Scotland) Act 2000 refer.
Full details of the sanctions are set out in Section 19 of the Act.
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ANNEX B
DEFINITIONS
“Chair” includes Board Convener or any person discharging similar functions under
alternative decision making structures.
“Code” code of conduct for members of devolved public bodies
“Cohabitee” includes a person, whether of the opposite sex or not, who is living with
you in a relationship similar to that of husband and wife.
“Group of companies” has the same meaning as “group” in section 262(1) of the
Companies Act 1985. A “group”, within s262 (1) of the Companies Act 1985, means
a parent undertaking and its subsidiary undertakings.
“Parent Undertaking” is an undertaking in relation to another undertaking, a
subsidiary undertaking, if a) it holds a majority of the rights in the undertaking; or b) it
is a member of the undertaking and has the right to appoint or remove a majority of
its board of directors; or c) it has the right to exercise a dominant influence over the
undertaking (i) by virtue of provisions contained in the undertaking’s memorandum or
articles or (ii) by virtue of a control contract; or d) it is a councillor of the undertaking
and controls alone, pursuant to an agreement with other shareholders or councillors,
a majority of the rights in the undertaking.
“A person” means a single individual or legal person and includes a group of
companies.
“Any person” includes individuals, incorporated and unincorporated bodies, trade
unions, charities and voluntary organisations.
“Public body” means a devolved public body listed in Schedule 3 of the Ethical
Standards in Public Life etc. (Scotland) Act 2000, as amended.
“Related Undertaking” is a parent or subsidiary company of a principal undertaking
of which you are also a director. You will receive remuneration for the principal
undertaking though you will not receive remuneration as director of the related
undertaking.
“Remuneration” includes any salary, wage, share of profits, fee, expenses, other
monetary benefit or benefit in kind. This would include, for example, the provision of
a company car or travelling expenses by an employer.
“Spouse” does not include a former spouse or a spouse who is living separately
and apart from you.
“Undertaking” means:
a) a body corporate or partnership; or
b) an unincorporated association carrying on a trade or business, with or without a
view to a profit.
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1

2

3

Introduction
1.1

All NHS staff who commit NHS resources directly or indirectly must be
impartial and honest in their conduct of business and all employees must
remain beyond suspicion.
It is an offence under the Prevention of
Corruption Act 1906 and 1916 for any employee to accept any inducement
or reward for doing, or refraining from doing, anything in his or her official
capacity, or corruptly showing favour, or disfavour, in the handling of
contracts. MEL (1994) 48 details the principles for codes of conduct and
accountability in situations where there is potential conflict between the
private interests of NHS staff and their NHS duties and requires the
establishment of a local code of conduct.

1.2

The purpose of this Code is to ensure that all NHS employees in Dumfries
and Galloway are aware of their duties under the MEL and to protect them
from situations where they may be placed in a real or apparent conflict of
interest

Principles of Conduct within NHS Dumfries and Galloway
2.1

Employees are expected to:
• ensure that the interest of patients remain paramount at all times;
• be impartial and honest in the conduct of their official business; and
• use the public funds entrusted to them to the best advantage of the
service, always ensuring value for money.

2.2

It is also the responsibility of staff to ensure that they do not:
• abuse their official position for personal gain or to the benefit of their
family or friends;
• undertake outside employment that could compromise their NHS
duties; or
• seek to advantage or further their private business or interest in the
course of their official duties.

2.3

Staff must protect themselves and NHS Dumfries and Galloway from any
allegations of impropriety by seeking advice from their line manager, or
from the appropriate contact point, whenever there is any doubt as to the
interpretation of this Code.

Actions for Managers
3.1

Managers must adhere to this guidance and ensure that their staff are
aware of and comply with this Code.

3.2

In regard to contract awards, favouritism should not be shown in awarding
contracts.
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4

5

3.3

Where an interest, hospitality or relevant outside employment is declared to
a manager, they must record that declaration in the employee’s personal
file together with any instructions issued to the member of staff in relation to
the declaration.
All declarations of interest should be notified to the
Corporate Business Manager.

3.4

Managers should consider whether outside employment declared by
employees is likely to conflict with their NHS work or be detrimental to it;
generally, directorship of, or work with, an identified NHS supplier.

Private Practice
4.1

Private practice for medical staff is subject to the conditions contained
within the new Consultant’s Contract Appendix 8.

4.2

Other staff may undertake private practice or work for outside agencies
provided they do not do so within the time they are contracted for the NHS
and they observe the conditions detailed in this guidance.

Intellectual Property Rights
5.1

6

In certain circumstances innovative and research work undertaken by staff
gives rise to intellectual property rights which can be to the advantage of
both the Board and the member of staff. Any such work should therefore
be declared to the Chief Executive before it is undertaken so that these
rights can be protected

Commercial Sponsorship
6.1

Acceptance by staff of commercial sponsorship for attendance at relevant
conferences and courses is acceptable but only where the employee seeks
permission in advance and the employer is satisfied that the acceptance will
not compromise purchasing decisions in any way. This includes all costs
associated with the event if they are provided by the ‘sponsor’.
Acceptance of such sponsorship should be declared as in 3 above.

6.2

Normally the relevant Head of Department should give permission and in
the case of consultant staff this should be discussed with the Medical
Director or Associate Medical Director – Acute Services.

6.3

On occasions when NHS employers consider it necessary for staff advising
on the purchasing of equipment to expect to see such equipment in
operation in other parts of the country (or exceptionally overseas) the
employer will meet the cost to avoid putting in jeopardy the integrity of
subsequent purchasing decisions.
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7

8

6.4

Companies may, for example, offer to sponsor wholly or partially a post.
The employer will not enter into such an arrangement unless it is made
abundantly clear to the company concerned that sponsorship will have no
effect on the purchasing decision within NHS Dumfries and Galloway.

6.5

Under no circumstances should any employee agree to linked deals where
sponsorship is linked to the purchase of a particular product or to supply
from particular sources.

Casual Gifts and Hospitality
7.1

Gifts which could place an individual in a position of conflict between their
private interests and that required in the execution of their NHS duties
should be politely but firmly declined. MEL (1994) 48 provides that staff
may accept gifts of low intrinsic value or small tokens of gratitude (such as
diaries or calendars). If in doubt, staff must contact their line manager
before acceptance. Gifts declined must also be declared.

7.2

Staff may accept modest hospitality provided that it is normal and
reasonable in the circumstances, eg lunches in the course of working visits
may be acceptable, though it should be similar to the scale of hospitality
which the NHS as an employer would be likely to offer. If in doubt, staff
should seek advice from their line manager. All hospitality accepted by
NHS employees must be declared to their line manager and notified as 3
above.

7.3

It is not necessary to declare hospitality received as part of the normal
programme of a course or conference.

Bribery
8.1

The Bribery Act 2010 came into force on 1 July 2011 and makes it a
criminal offence to take part in active bribery (making a bribe) or passive
bribery (receiving a bribe) (definitions below).
a) Active Bribery: Section 1 of the Act makes it an offence for a
person to offer, give or promise to give a financial or other
advantage to another individual in exchange for improperly
performing a relevant function or activity.
b) Passive Bribery: Section 2 of the Act makes it an offence for a
person to request, accept or agree to accept a financial or other
advantage in exchange for improperly performing a relevant
function or activity.

8.2

You must be committed to the prevention of bribery and all forms of
corruption.
NHS Dumfries and Galloway operate a zero tolerance
approach to bribery committed by any person it employs and any person
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who provides services for or on behalf of NHS Dumfries and Galloway.
Any allegation of bribery by a Board Member or employee of NHS
Dumfries and Galloway will be investigated in accordance with relevant
processes and procedures and may be reported to the authorities as
appropriate.
8.3

9

10

Outside Interests and Employment
9.1

Outside interests include directorships, ownership, part ownership or
material shareholdings in companies, business or consultancies likely to
seek to do business with the NHS.
These should be declared to the
individual’s line manager as should the interests of a spouse / partner or
close relative.

9.2

It is also possible that a conflict of interest may arise as a result of an
employee accepting an outside post, eg with a company that does business
with the NHS. Where there is any doubt, the employee must seek advice
from their manager before accepting any outside post.

Remedies
10.1

11

NHS Dumfries and Galloway will always act with integrity, transparency
and honesty.
You must be committed to the prevention of bribery in
recognition of the importance of maintaining the reputation of NHS
Dumfries and Galloway and the confidence of the public, partner
organisations and other stakeholders.

Managers or staff who fail to comply with the guidance detailed in this Code
could be subject, following full investigation, to disciplinary action up to and
including dismissal. If through their actions or omissions managers or staff
are found to be in contravention of this Code or, indeed, their legal
responsibilities then NHS Dumfries and Galloway reserves the right to take
legal action if necessary.

Guidance for Staff
11.1

Staff should
• make sure that they understand the details of this policy and consult
their line manager if they are unsure;
• make sure that they are not in a position where private interest and
NHS duties conflict;
• declare to an appropriate line manager or executive director any
relevant interest;
• seek the permission of the appropriate line manager or executive
director prior to taking on outside work if there is conflict of interests;
and
• obtain permission from their appropriate line manager or executive
Working together to deliver better health, better healthcare

67

192

director before accepting commercial sponsorship.
11.2

12

Distribution
12.1

13

14

15

This Code is applicable to every NHS Dumfries and Galloway employee
and therefore all staff should be aware of its content.

Register of Hospitality and Interests for Staff other than Board Members
13.1

The Corporate Business Manager will hold a central register of Gifts and
Hospitality for all staff.

13.2

The form to register Gifts and Hospitality will be posted on the intranet for
ease of access.

13.3

Access to this register will be restricted to senior officers and internal and
external audit. The Register may also be the subject of FOI requests.

13.4

At least annually, an officer identified by the Director of Finance will review
the register.

Contact Point for Further Guidance
14.1

A copy of this Code will be posted on the intranet and can be obtained from
the Corporate Business Manager who will provide advice and guidance on
its interpretation.

14.2

A summary leaflet entitled ‘Code of Corporate Governance’ will be included
in the induction pack.

Induction of New Employees
15.1

16

Staff should not
• accept any gifts, inducements or inappropriate hospitality which will
place the individual in a position of conflict between their private
interest and that required of their NHS duties;
• unfairly advantage one competitor over another or show favouritism
in awarding contracts; or
• misuse or make available official ‘commercial – in confidence’
information.

All new staff will be made aware of the ‘Code of Corporate Governance’ at
induction and will be provided with a summary leaflet as in 13.2

Specific Guidance
16.1

Additional guidance is available on Joint Working between NHSScotland
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and the Pharmaceutical Industry (A Common Understanding).
17

Review Process
17.1

The Code will be reviewed annually or as requested by the APF.
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PART 1 - FRAUD POLICY
1.

Introduction

1.1

One of the basic underlying principles of public sector organisations is being
able to demonstrate the proper use of public funds. It is therefore important
that all those who work in the public sector are aware of the risk of theft,
dishonesty, fraud and similar illegal acts, e.g. damage to Board property, and
are aware of the means of enforcing the rules against these acts.

1.2

NHS Scotland’s policy on countering fraud and other irregularities was
originally laid out in The Strategy to Combat NHS Fraud in Scotland - CEL 3
(2008) with further detail in the Partnership Agreement with NHS Boards and
the Memorandum of Understanding between Internal Audit Teams and
NHSScotland Counter Fraud Services (CFS). This update to the policy gives
consideration to the most recent guidance received on fraud and financial
crime, CEL 11 (2013) – Strategy to combat financial crime in NHS Scotland.
The original CEL remains in force and is supported by the new guidance
which focuses on “Tone from the Top” and also revises the roles and
responsibilities of the Fraud Liaison Officer and other officers within the Board.
Full details of the many pieces of guidance and legislation that relate to
NHSScotland can be found at Appendix A.

1.3

Counter Fraud Services (CFS) was created specifically to assist all
NHSScotland Boards in their efforts to reduce losses through fraud and
corruption. This document sets out NHS Dumfries and Galloway’s fraud policy
and action plan to achieve such a reduction. The Board recognises that every
pound of fraud prevented or recovered means increased funding for patient
care.

1.4

This document is intended to provide detailed direction and help to those
Board staff who have suspicions or find themselves dealing with suspected
theft, fraud or corruption. It sets out a framework, which centres on immediate
discussions and agreement with CFS in respect of how each case will be
taken forward. On behalf of the Board, CFS will consider investigating
“Specified Offences” which have the potential for criminal prosecution and
Board staff need to be aware of the many options, and of their responsibilities
in the event that a criminal prosecution is not the chosen route. Specified
Offences are listed at Appendix B.

1.5

This policy and action plan are intended to be an integral part of the Board’s
overall counter fraud, anti-bribery and corruption strategy.
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2.

Public Service Values

2.1

In order to safeguard the public interest and at the same time ensure the
proper stewardship of public funds, it is essential that the three public service
values of accountability, probity and openness underpin the behaviours and
actions of all those who work in NHS Dumfries and Galloway.
Accountability

Everything done by those who work in the organisation
must be able to stand the tests of parliamentary scrutiny,
public judgments on propriety, and professional codes of
conduct.

Probity

Absolute honesty and integrity should be exercised in
dealing with NHS patients, staff, assets, suppliers and
customers.

Openness

The organisation’s activities should be sufficiently public
and transparent to promote confidence between the
organisation and its patients, staff and the public.

All those who work in the organisation should be aware of, and act in
accordance with, these values.
2.2

The Board will therefore foster a culture which promotes these values as it
seeks to prevent and to expose fraudulent activity and the misuse of
resources. There are a number of controls in place to regulate and monitor
the conduct of the Board’s business, namely:
•
•
•
•
•

Standing Orders,
Standing Financial Instructions (SFIs),
operational and departmental policies and procedures,
internal audit, and
external audit

A requirement of higher level guidance is that we formulate robust protocols in
order to ensure a prompt, measured and appropriate response to alleged,
suspected or detected fraud or misappropriation, or other financial
misconduct.

3.

The Board’s Policy on Fraud and Corruption

3.1

The Board is committed to the original NHSScotland Strategy on Countering
Fraud and Corruption - CEL 03(2008) and the more recent Strategy to combat
Financial Crime in NHSScotland – CEL 11(2013). This is supported by
commitment to the public service values outlined above and maintaining an
honest, open and well-intentioned culture within the organisation, so as to
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best fulfil the objectives of the Board and of the NHS. It is therefore
committed to the elimination of any fraud within the Board, to the rigorous
investigation of any such cases, and where fraud or other criminal act is
proven, to ensure that those perpetrating fraud are appropriately dealt with.
The Board will also take appropriate steps to recover any assets lost as a
result of fraud.
3.2

The Board wishes to encourage anyone having suspicions of theft,
dishonesty, corruption or fraud to report them without delay. The Board’s
Whistleblowing Policy will be rigorously enforced, in order that all members of
staff can be confident that they will not suffer in any way as a result of
reporting suspicions held in good faith i.e., suspicions other than those that
are raised maliciously.

3.3

The Board has procedures in place in the form of Standing Orders, Standing
Financial Instructions and procedure notes, designed to minimise the
likelihood of the Board being a victim of fraud. This Fraud Policy and Action
Plan is to be followed in the event of suspected fraud being reported and is
supplemented with a guidance notes issued to all staff during induction.

3.4

The Board will nominate a Board member as a Counter Fraud Champion, who
will work with CFS on an annual proactive plan and report on detected fraud in
line with appropriate Scottish Government guidance to maximise shared
learning and deterrence.

4.

Public Interest Disclosure Act 1998

4.1

As noted above, the Board will maintain an honest and open culture and
wishes to encourage anyone having suspicions of theft, dishonesty, corruption
or fraud to report them without delay. The Board has a Whistleblowing policy
in place which provides for a secure environment for staff, practitioners and
patients to report suspected frauds.

4.2

Further information is also available on the Public Concern at Work website –
www.pcaw.org.uk

4.3

The Fraud Liaison Officer (FLO) is authorised to receive enquiries from staff
confidentially and anonymously and, where appropriate to report the matter to
CFS, the Director of Finance and/or the Chair of the Audit Committee.

4.4

The Board’s Appointed (External) Auditors are also authorised to receive
enquiries and to report on these as above.
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5.

Scottish Government Guidance

5.1

The Board has signed a Partnership Agreement with CFS, which outlines
what must happen in the event of a fraud or other irregularity being
discovered, and what the Board and CFS will do to actively counter the threat
of fraud and corruption. These documents endorse the public service values
of accountability, probity and openness.

5.2

The Scottish Government guidance on financial control procedures when
criminal offences are suspected is provided within CEL 3(2008), specifically: •
•

•

•

•

•

in cases of theft, where there are reasonable grounds for thinking that
an item of property, including cash, has been stolen, the Director of
Finance should report the details to the police
in cases of suspected fraud, embezzlement, corruption and other
financial irregularities, preliminary enquiries should be carried out as
quickly as possible. Restitution of funds or property is not a reason
for withholding information or failing to report the facts. Within two
working days of the FLO establishing the facts that give reasonable
grounds for suspecting fraud, including fraud involving endowment or
patient funds, CFS must be contacted to discuss whether the best
course of action is for the case to be taken forward criminally and/or
through discipline and/or civil recovery,
where preliminary investigations suggest that prima facie grounds
exist for believing that a criminal offence has been committed, the
Board and CFS must decide if criminal prosecution would be an
appropriate route. The norm is that all such cases should be
considered for reporting to the procurator fiscal; however where both
the Board and CFS agree it is not in the public interest, generally on
the grounds of low value, the case may be taken forward through
discipline and/or civil recovery routes.
The Board and CFS must be prepared to justify all such decisions to
the appointed auditor. Breach of trust must be taken into account in
these considerations, meaning that being of low value does not
automatically preclude a case from being notified to the procurator
fiscal. Where there is doubt as to whether a prima facie case for
prosecution exists, the CFS will contact the appropriate procurator
fiscal or Crown Office to obtain advice.
In all cases, CFS should be contacted before any overt action is taken
which may alert suspects and trigger the destruction or removal of
evidence or the dispersement of assets. This includes taking action to
stop a loss or tighten controls.
Where Boards and the CFS are undertaking pro-active exercises in
areas of known fraud risk, officers and directors must provide
assistance and such data as is required to ensure the success of
these operations.
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6.

Regulation of Investigatory Powers (Scotland) Act 2000

6.1

The use of covert surveillance or covert human intelligence sources by public
authorities is strictly limited by the provisions of the Regulation of Investigatory
Powers (Scotland) Act 2000 (RIPSA). NHS National Services Scotland is the
only NHS Board which is a named authority under RIPSA and, as such, only
the Director of CFS and the Head of Investigations can authorise the use of
any form of surveillance and the use of covert human intelligence sources
(CHIS) in NHSScotland.

6.2

Where appropriate CFS will authorise and conduct directed surveillance and
the use of CHIS on behalf of the Board. Where the Board are considering
surveillance or the use of a CHIS in cases which do not involve fraud or other
financial irregularities, such as public or staff safety or the prevention of
disorder, they should contact the appropriate public body as outlined in HDL
30 (2003). This will normally be the relevant police force.

7.

Instructions to Staff

7.1

All employees should be assured that there will be no recriminations against
staff who report suspicions held in good faith. Victimising or deterring staff
from reporting concerns is a serious disciplinary matter. Any contravention of
this policy should be reported to the Chief Executive or Chair of the Audit
Committee. Equally, however, abuse of the process by raising malicious
allegations would, if proven, be regarded as a disciplinary matter.

7.2

If you believe you have good reason to suspect a colleague, patient or other
person of fraud or an offence involving the Board or a serious infringement of
Board or NHS rules you should discuss it in the first place with your manager.

7.3

If you have suspicions about the actions of your manager, such that you
suspect that manager of involvement of fraud, then you have a choice of:
•
•
•

going to the next more senior person in your department or
directorate;
reporting the matter confidentially with the FLO;
reporting the matter directly to the Director of Finance.

Further choices for staff are:
•
•

to follow the guidance within the Board’s Whistleblowing Policy where
fraud may not be the only concern
to use the Counter Fraud Services (CFS) Fraud Reporting Line 08000
151628 or report suspicions (anonymously if desired) through the
CFS Website - www.cfs.scot.nhs.uk
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•

if you are concerned about speaking to another member of staff you
could ask for advice first from the charity “Public Concern at Work”
through the Confidential Alert Line on 0800 008 6112. They provide
independent and confidential advice and can also be reached on 0207
404 6609.

7.4

The FLO liaises with CFS during the initial stages of a referral prior to any
decision being made regarding the requirement for a full investigation on the
part of CFS.

7.5

It should be noted that CFS have investigatory powers and rights that are not
held within the Board and it is therefore recommended that discussions with
the FLO and CFS take place prior to any actions being taken by the Board
such as suspension of staff which may impact on an investigation.

7.6

Under no circumstances should staff speak to representatives of the press,
radio, TV or other third party unless expressly authorised by the Chief
Executive.

7.7

Please be aware that time may be of the utmost importance to ensure that the
Board does not continue to suffer a loss.

8.

Summarised roles and responsibilities

8.1

A full list of roles and responsibilities in relation to fraud is attached in
Appendix C. These are summarised below.

8.2

As Accountable Officer, the Chief Executive has the responsibility, in its
broadest terms, for countering fraud. The Chief Executive may delegate the
day-to-day responsibility for the management of individual cases to the
Board’s Director of Finance and Fraud Liaison Officer.

8.3

The Board’s Counter Fraud Champion will support the Chief Executive in this
role by heightening fraud awareness and ensuring the effectiveness of
counter fraud efforts is measured.

8.4

The Fraud Liaison Officer will discuss each relevant case with CFS and
decide if there is a potential for criminal prosecution, or disciplinary and/or civil
action. If the former, then CFS will undertake the investigation, on behalf of,
and in co-operation with, the Board. This will not preclude the Board taking
disciplinary and/or civil action however that could only occur with agreement
from CFS and potentially the relevant procurator fiscal. Any investigation will
be carried out by CFS in accordance with the CFS Partnership Agreement
with the Board in direct consultation with the FLO. In cases where the FLO
and CFS cannot agree on a course of action, the Accountable Officer shall
make a decision based on the facts presented.
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8.5

Where CFS is undertaking a case on behalf of the Board no further action
shall be taken by the Director of Finance, the FLO, the Workforce Director, or
any other Board officer without consultation with CFS. This is necessary to
maintain the integrity of the investigation. Where it is agreed that the Board
shall commence an internal enquiry with a view to disciplinary proceedings
and/or civil recovery, if at any stage it becomes apparent that a Specified
Offence may have taken place, the investigation must be halted and CFS
consulted.

8.6

Regardless of whether the investigation is carried out with a view to criminal
prosecution, or disciplinary/civil recovery, all staff are under a duty to refrain
from taking any direct action with regard to the enquiry without first consulting
the FLO or the CFS Investigating Officer.

8.7

The Workforce Director or nominated Human Resources Manager shall
ensure that those involved in the investigation are advised in matters of
employment law and in other procedural matters, such as disciplinary and
complaints procedures, as required. All HR staff should be familiar with the
"Tackling NHS fraud" training DVD and ensure that advice that they give is
consistent with this. Induction training within the Board will also include a
general overview of fraud. The document “Guidance to staff on fraud
Appendix D will be distributed to staff at induction.

8.9

CFS, in conjunction with the Board, must deliver such publicity campaigns,
staff induction information and fraud awareness presentations, as to allow the
Board to fulfil its obligation in countering fraud.

8.10 Finally, all staff have a duty to protect the assets of the Board. Assets include
information, intellectual property and goodwill as well as cash and physical
property.
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9.

Key contacts in relation to fraud issues are as follows:

Director of Finance

Chief Executive

Katy Lewis
Finance Directorate
High West
Crichton Hall
Dumfries
DG1 4TG

Jeff Ace
Chief Executive’s Office
Mid North
Crichton Hall
Dumfries
DG1 4TG

Direct Dial: (01387 244035)
Internal: 34035

Direct Dial: (01387) 272701
Internal: 32701

E-mail: katy.lewis@nhs.net

E-mail: jeff.ace@nhs.net

Fraud Liaison Officer

Counter Fraud Champion

Julie Watters
Chief Internal Auditor
Internal Audit
Cree North
Crichton Hall
Dumfries
DG1 4TG

Katy Lewis
Director of Finance
Finance Directorate
High West
Crichton Hall
Dumfries
DG1 4TG

Direct Dial: (01387) 244355
Internal: 34355

Direct Dial: (01387 244035)
Internal: 34035

Email: julie.watters@nhs.net

E-mail: katy.lewis@nhs.net

Counter Fraud Services

External Auditors

Counter Fraud Services
Earlston House
Almondvale Business Park
Almondvale Way
Livingston
EH54 6GA

PricewaterhouseCoopers LLP
141 Bothwell Street
Glasgow
G2 7EQ

Telephone: 01506 705 200
Fax: 01506 465 182
Fraud Hotline: 08000 15 16 28

Telephone: + 44 (0)141 355 4000
Fax: +44 (0)141 355 4005
Website: www.pwc.co.uk

Website: www.cfs.scot.nhs.uk
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PART 2 - FRAUD ACTION PLAN
1.

Introduction

1.1

The following sections describe NHS Dumfries and Galloway’s (the Board)
intended response to a reported suspicion of fraud, theft or corruption. It is
intended to provide procedures, which allow for evidence gathering and
collation in a manner that will facilitate an informed initial decision, whilst
ensuring that evidence gathered will be admissible in any future criminal or
civil action. Each situation is different; therefore the guidance will need to be
considered carefully in relation to the actual circumstances of each case
before action is taken.

2.

Reporting Fraud and Corruption

2.1

These procedures are intended to reassure members of staff who might be
worried about their concerns not being properly investigated or being
discriminated against for having raised their concerns.

2.2

Where an employee of the Board has grounds to suspect that fraud or
corruption has occurred, he should report his concerns without delay. Time
may be of the utmost importance; delay may result in further loss to the Board
or may allow evidence to be destroyed.

2.3

In the first instance employees should report their concerns or suspicions to
their head of department. If the suspicions seem well founded, the head of
department will inform the Fraud Liaison Officer (FLO) who is authorised to
deal with such matters. The FLO will inform the Director of Finance.

2.5

Where an employee is uneasy about discussing their concern with his head of
department or the FLO, the employee may use the CFS Fraud Reporting
Hotline 08000 15 16 28, or report his suspicions through the CFS Website
(anonymously if desired). NHSScotland has introduced a Confidential Alert
Line for all issues where staff may want to report a concern. The number is
0800 008 6112. Alternatively, the employee may choose instead to contact
the charity “Public Concern at Work” on 020 7404 6609 or via their website,
who would offer the employee advice on how to proceed. These alternatives
should be considered by staff based on the nature of the concern and do not
override options laid out in the Board’s Whistleblowing Policy.

2.6

Where an employee’s suspicions are in respect of an Executive Director, the
matter should be reported to the Chairman of the Board. If required, the
employee may seek the assistance of the FLO in reporting to the Chairman.
This facility can be accessed by a member of staff at any stage.

2.7

The FLO is responsible for the management of complaints/queries received
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by the Board relating to Primary Care Practitioners – GP’s, dentists, opticians
and pharmacists. All concerns or suspicions in respect of Primary Care
Practitioners should be reported to the FLO who will discuss these matters
with the Head of Primary Care Development and advise the Director of
Finance where fraud or corruption has occurred or is suspected.
2.8

Where in the legitimate course of their duties, an employee has access to
documents or other evidence which supports their suspicions; these should if
possible be made available to the officer to whom the concerns are being
reported. Employees should not jeopardise their own position or risk alerting a
suspected fraudster by attempting to obtain evidence which is not normally
and/or readily available to them.

2.9

The investigation of fraud usually requires specialist skills and training. Under
no circumstances therefore, should employees attempt to carry out any further
investigations before reporting their suspicions.

2.10 Where suspicions of fraud arise in the course of internal audit work, the Chief
Internal Auditor will immediately notify the FLO (if not the same person), and
the Director of Finance or nominated officer in his absence. If the nature of
the suspicions is such that it is not appropriate to report to the Director of
Finance, the Chief Internal Auditor will advise the Chairman of the Board.
2.11 In accordance with the Accounts Commission Code of Audit Practice, the
external auditor should report suspected fraud or corruption to the Director of
Finance and Fraud Liaison Officer.
2.12 The Partnership Agreement places a duty on the FLO to notify CFS of all
relevant cases.

3.

Investigation of Fraud and Corruption

3.1

The nature of fraud can vary considerably and each investigation may require
its own unique approach to meet the particular circumstances which prevail.
This Plan does not therefore set out to prescribe a detailed programme of
action which should be applied in every investigation into suspected fraud.
Instead, it highlights the issues which need to be considered when planning
an investigation.

3.2

The FLO will discuss each relevant case with CFS and review the potential for
a criminal prosecution, or disciplinary and/or civil action. If the former, then
CFS will undertake the investigation, on behalf of and in co-operation with, the
Board. This will not preclude the Board taking disciplinary and/or civil action;
however that could only occur with agreement from CFS and potentially the
relevant Procurator Fiscal.
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3.3

In cases where the FLO and CFS cannot agree on a course of action, the
Accountable Officer shall make a decision based on the facts presented.

3.4

Where CFS is undertaking a case on behalf of the Board no further action
shall be taken by the Director of Finance, the FLO, the Workforce Director, or
any other Board officer without consultation with CFS. This is necessary to
maintain the integrity of the investigation.

3.5

Where it is agreed that the Board shall commence an internal enquiry with a
view to disciplinary proceedings and/or civil recovery, if at any stage it
becomes apparent that a Specified Offence may have taken place, the
investigation must be halted and CFS consulted.

3.6

The investigation of fraud can quickly consume significant resources. It is
important therefore to ensure that the investigation is properly managed.
(i) The Director of Finance should approve the objectives of the
investigation.
(ii) The Director of Finance should agree the scope and timing of the
investigation.
(iii) The Director of Finance should approve the resources which will be
available for the investigation. These should be appropriate to the
nature of the fraud and the likelihood of a positive outcome. This is
especially relevant where there is a risk that investigation of fraud may
impact on completion of the annual audit plan.
(iv) The Director of Finance should ensure that the resources used are
monitored against the agreed budget.
(v) Although an investigation into an alleged fraud may not lead to criminal
proceedings, it could still result in disciplinary action, as this requires a
lesser burden of proof. The final fraud investigation report may be
tabled as evidence at a disciplinary hearing if one is necessary.

3.7

The officer appointed by the Director of Finance to oversee the investigation
should maintain a diary of events. This should give a detailed explanation of
each action and event in the course of the investigation. In particular,
•
•
•

details should be recorded of all telephone calls, faxes, electronic
mail and communication by any other means;
a formal record should be made of all interviews and meetings;
there should be a clear record of where, when and how documents
and other evidence were obtained.
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3.8

In addition, a considerable time can elapse between the start and conclusion
of an investigation and between the completed investigation and any sanction
being applied. It is important therefore that to aid recall, all relevant details
are recorded timeously in the diary of events.

3.9

The originals of relevant documents and records should be impounded at the
start of the investigation to prevent them being altered to conceal the fraud.
These should be logged in such a way to facilitate the identification of the
source, nature and purpose of each.

3.10

Regardless of whether the investigation is carried out with a view to criminal
prosecution, or disciplinary/civil recovery, all staff are under a duty to refrain
from taking any direct action with regard to the enquiry without first consulting
the FLO or the CFS Officer in Charge.

3.11

The Workforce Director (or appropriate member of the HR team) shall ensure
that those involved in the investigation are advised in matters of employment
law and in other procedural matters, such as disciplinary and complaints
procedures, as required.

3.12

There exists a Memorandum of Understanding between NHSScotland Internal
Audit Teams and CFS, which sets out a framework for the co-operation and
collaboration between both parties on the deterrence, prevention, detection
and investigation of fraud. In addition, there is also a similar Memorandum of
Understanding between NHSScotland Human Resources Teams and CFS.

3.13

The Director of Finance will ensure that any lessons learned from a case of
fraud are converted into an action plan to prevent a similar occurrence in
future.

3.14 It may be the case that preliminary enquiries do not reveal prima facie
grounds for believing that a criminal offence has occurred and that such
grounds only emerge at a later stage of an investigation. For example,
although in preliminary discussions with the CFS, this question may appear to
have been answered, in some cases this question may be asked more than
once during an investigation. In practice it may not be obvious that a criminal
act has taken place. However, if at any time during the investigation, a
criminal act is believed to have occurred the agreed procedure involving the
CFS must be invoked.
3.15 The procedures that will be followed by the CFS in all investigations are
detailed in the Partnership Agreement.
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4.

Reporting to the Procurator Fiscal

4.1

Circular HDL (2002) 23 states that “Where preliminary investigations suggest
that prima facie grounds exist for thinking that a criminal offence has been
committed, the appropriate Procurator Fiscal must be notified without
delay….” Therefore, where such grounds exist, CFS will be under a duty to
take the case forward and to report those facts of which it is made aware, on
the Board’s behalf, to the Procurator Fiscal.

4.2

Where CFS has been in contact with a Procurator Fiscal for an application for
a search warrant or Proceeds of Crime Act application etc., control of the case
effectively passes to the Procurator Fiscal, who may demand a report on the
outcome to be submitted whether or not the Board or CFS wish it.

5.

Discipline or Civil Recovery

5.1

Where, following consultation between the Board and CFS, an investigation
limited to disciplinary/civil recovery action appears appropriate; the following
sections outline the actions to be followed.

5.2

Where the allegation is in respect of an employee, the Director of
Finance/Fraud Liaison Officer will seek advice from the Workforce Director on
whether to suspend a suspected employee or redeploy them temporarily at
another site.

5.3

Where the allegation is in respect of a director, the Chair of the Audit
Committee/Chairman of the Board will involve the Workforce Director, where
appropriate, in making any decision regarding suspension. When taking
action to suspend an employee or director it is important to communicate the
reason for taking the action.

5.4

The person should be advised that they will receive full pay whilst on
suspension, and should not return to the workplace nor contact their
colleagues about the allegations until such time as allowed to do so by their
employer. A review of the suspension will be undertaken in line with current
HR guidance. The individual will be informed of the outcome of the review.

5.5

The Board’s disciplinary procedures must be followed in any disciplinary
action taken by the Board towards an employee (including dismissal). This
may involve the Investigation Manager in reporting formally the results of the
investigation and recommending a disciplinary hearing to consider the facts.

5.6

Under UK employment legislation dismissal must be for a “fair” reason. The
manner of dismissal must also be reasonable and the procedure fair. It is
therefore important that no employee should be dismissed without close
consultation with the Workforce Director and in compliance with the Board’s
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disciplinary procedures. In these circumstances the Workforce Director will
take into consideration guidance provided by the Central Legal Office.
5.7

The Workforce Director should be consulted about the subsequent provision
of references for employees who have been dismissed or who have resigned
following suspicions of a fraud.

6.

Involvement of the CFS in Disciplinary/Civil Recovery cases

6.1

The Board/CFS Partnership Agreement outlines where it may be possible to
utilise some of the work carried out by the CFS in a criminal case for
disciplinary or civil recovery proceedings. This will always be subject to
approval from the relevant procurator fiscal and may require advice from the
Central Legal Office.

6.2

Due to the nature of the allegation, suspension of the individual may be
deemed inappropriate, e.g. it would alert the suspect and as such may lead to
the destruction and removal of evidence, no action to inform the suspect that
an investigation was taking place should be taken. This decision should be
taken early in the process, following CFS advice on whether their input will be
of benefit, and prior to any investigation being carried out.

6.3

Subject to those caveats, the work done by CFS, particularly with respect to
witness and suspect interviews, could reduce the work required by the
Board’s investigation team.

6.4

Criminal law may impose sanctions on the accused for causing loss, while
civil law may assist the Board to recover its loss. Subject to CFS obtaining
approval from the procurator fiscal concerned, there is no reason why the
criminal prosecution and civil process cannot be taken at the same time if the
evidence supports such action. The Partnership Agreement sets out the
processes for “triple tracking” whereby Criminal, Disciplinary and Recovery
processes can be initiated at the same time.

7.

Civil Law Remedies
The following is a brief description of some of the more common civil law
remedies. It is not comprehensive and legal advice should be sought from the
Central Legal Office before action is taken.


Monies had and received
The claim will refer to funds of the pursuer, which have been ‘had and
received’ by the defender at the pursuer’s expense - and will seek
their recovery.
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Interest
The pursuer may be entitled to interest on the amount lost, and there
are claims for interest under court rules and statute.



Interdict, Arrestment or Inhibition
In some cases a court order can be used to freeze the assets of a
person suspected of fraud or a person who has been convicted of a
criminal offence in respect of their fraudulent activity.
These
procedures can be used to prevent the disposal of assets of the
accused or defender.



Damages for deceit
A defender may become liable to the pursuer for damages arising out
of the act, and if the pursuer can establish this liability he is entitled to
be put back into the position that he would have been in if the act had
not been committed. If successful, this claim may result in the award
of damages beyond mere recovery of assets stolen.

8.

Other issues for consideration

8.1

Internal Communication
The Director of Finance/FLO shall inform and consult the Chief Executive at
the first opportunity in all cases of suspected fraud or where the incident may
lead to adverse publicity. The FLO shall notify the Audit Committee of all
frauds discovered and also of all losses arising from any criminal or suspected
offences.
This plan is communicated to all staff via the Board’s Intranet site. All aspects
of fraud awareness education and support are cascaded to staff at Induction
via the Guidance to Staff on Fraud document attached at Appendix D

8.2

Response to media enquiries
Where a particular case of fraud attracts enquiries from the media, all
employees of the Board should be fully aware of the importance of avoiding
issuing any statements which may be regarded as prejudicial to the outcome
of criminal proceedings.
Under no circumstances should a member of staff speak or write to
representatives of the press, TV or radio, about a suspected fraud, corruption
or other irregularity without the express authority of the Chief Executive, the
Director of Finance or the Chairman of the Board in liaison with Crown
Authorities. Statements to the media in respect of alleged fraud or corruption
will normally be made via the Chief Executive.
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8.3

Register of Fraud and Financial Irregularity
The FLO will maintain a Register of Fraud and Financial Irregularity which will
contain details of all reported suspicions, including those dismissed as being
unfounded. The Register will also contain details of the actions taken in
respect of each matter reported and the conclusions reached. The FLO will
ensure that the Register is held securely at all times, with access restricted to
the Director of Finance, Chief Executive, Chairman of the Audit Committee
and the Chairman of the Board.

8.4

Losses and Compensations Register
Guidance on losses and special payments is provided in Circulars
1985(GEN)17 and HDL23 (2002). This has been further expanded on with the
issue of CEL 10 (2010) Enhanced Reporting of Fraud.
The delegated limits and processes for approving the writing off of losses and
special payments are detailed in the Board’s Standing Financial Instructions
and Scheme of Delegation.
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Appendix A

Relevant Fraud Guidance and Legislation

SGHD Publications
Reference

Name of Publication

Date

CEL (2013) Updating CEL 3 (2008): Strategy to combat financial crime
11
in NHS Scotland

30/05/2013

Partnership agreement between NHSScotland Counter
CEL (2012)
Fraud Services and NHS Boards and Special Health
15
Boards

27/04/2012

CEL(2010)40 Regulation of Investigatory Powers (Scotland) Act 2000

25/11/2010

CEL(2010)33 "Tackling NHS fraud" training DVD

14/09/2010

CEL(2010)10 Revised Scottish Financial Return (SFR) 18: enhanced
reporting of NHS frauds and attempted frauds

29/03/2010

CEL(2009)18 Partnership agreement between NHSScotland Counter
Fraud Services and NHS Boards and Special Health
Boards

05/05/2009

CEL(2008)44 Revised form SFR 18: enhanced reporting of NHS frauds
and attempted frauds

09/10/2008

CEL(2008)18 National Fraud Initiative (NFI)

04/04/2008

CEL(2008)15 Primary medical services: payment verification procedures

20/03/2008

CEL(2008)03 Strategy to combat NHS fraud in Scotland

28/01/2008

CEL(2007)16 Safer management of controlled drugs: private requisition
forms for schedules 1, 2 and 3 controlled drugs

06/11/2007

CEL(2007)12 Family health services: payment verification procedures

04/10/2007

HDL(2006)44 National Fraud Initiative

18/07/2006

HDL(2005)05 Tackling fraud in NHSScotland: joint action programme:
financial control: procedure where criminal offences are
suspected

16/02/2005

HDL(2004)23 Fraud: tackling National Health Service fraud: extension of 29/04/2004
counter fraud role of NHSScotland Counter Fraud Services
(CFS); treatment of financial recoveries
HDL(2003)30 Regulation of Investigatory Powers (Scotland) Act 2000

08/07/2003

HDL(2002)88 Fraud: tackling National Health Service fraud: extension of
counter fraud role of the Fraud Investigation Unit of the
Common Services Agency

11/12/2002
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HDL(2002)23 Financial control: procedure where criminal offences are
suspected

05/04/2002

MEL(2000)28 Tackling family health service fraud: integrated programme 18/05/2000
of action: establishment of family health services Fraud
Investigation Unit (FIU)

Legislation
Regulation of Investigatory Powers (Scotland) Act 2000
Public Interest Disclosure Act 1998

Other Guidance
Memorandum of Understanding - CFS and NHSScotland Human Resources Teams
Memorandum of Understanding - CFS and Association of Chief Police Officers
(ACPOS)
Memorandum of Understanding - CFS and Internal Audit teams
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Appendix B

NHSScotland
National Services Scotland - Counter Fraud Services

List of Specified Offences
The remit of Counter Fraud Services (CFS) is limited to matters of loss by theft,
dishonesty, deception and/or manipulation of documents/records where there is a
loss to NHSScotland. The following is a list of offences which, following the
consultation process, CFS may investigate:







Falsehood, Fraud and Wilful Imposition;
Embezzlement;
Corruption;
Theft by fraud;
Theft by omission;
Other financial irregularities involving dishonesty or deception such as
timesheet irregularities, sick leave irregularities, failure to declare gifts,
breaches of NHS Circulars or Standing Financial Instructions or other
accounting irregularities.

This list is not exclusive, but contains only examples of the type of offence that may
attract a CFS investigation.
In exceptional circumstances, or in the interest of the Service, but always as directed
by the Accountable Officer, CFS will investigate the alleged commission of any of the
specified offences where there is no direct loss to NHS funds e.g. patient or
endowment funds. However, the employing NHS Board must intend to report the
matter to the Police or the Procurator Fiscal in order to seek criminal proceedings.
Where an employee has been accused of theft, which does not involve the type of
offences listed above, the matter will be reported to the Police or Procurator Fiscal,
and any investigation is to be left up to the Police, in accordance with current
practice.
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Appendix C

FRAUD ROLES AND RESPONSIBILITIES
Members of Staff





to protect the assets of the Board
to report in confidence any reasonable suspicion of fraud or misappropriation as
appropriate
to co-operate in any investigation
to maintain confidentiality and not divulge any information to a third party

Heads of Department











to assess the risk of fraud within their areas of responsibility and to encourage
staff to review controls and systems in order to identify vulnerable areas
to develop and maintain effective controls to prevent or detect fraud or
misappropriation
to encourage staff with any reasonable suspicions of fraud or misappropriation to
report the matter
to reassure members of staff they will in no way suffer as a result of reporting
reasonably held suspicions
to ensure that they do not divulge information to a third party and ensure that
staff are aware of the same
to report to the Director of Finance or FLO any suspicion of fraud or
misappropriation
to co-operate with CFS on any investigation
to liaise with the appropriate Workforce Business Partner regarding any possible
resort to the Disciplinary Procedure and where applicable, initiate disciplinary
action.
to secure locally held documentation likely to be required in an investigation
to not confront/interview persons likely to be responsible for committing a
Specified Offence

Director of Finance








to assume overall responsibility for investigations, liaising as appropriate with
Heads of Department, Internal Audit, Police and Management Executive
to refer timeously to the Chief Internal Auditor regarding investigations
to agree the scope and timescale for any investigation
to keep the Chief Executive informed of issues, and discuss management of the
case as appropriate
to inform the CFS and make full use of their expertise and resources in
countering fraud and investigating Specified Offences
to maintain a record of any suspected or actual fraud or misappropriation and
action taken
to pursue recovery of losses
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to ensure compliance with Standing Financial Instructions regarding the
reporting and recovery of losses
to review internal controls in the light of the conclusions of any investigation

Board Members
Should make themselves available to discuss in confidence with members of staff
any reasonably held suspicions regarding fraud or misappropriation and should
convey to the Director of Finance the details of any suspected fraud or
misappropriation
Counter Fraud Champion - Updated Roles And Responsibilities– CEL 11(2013)
1. Raising the Profile of Counter Fraud Initiatives and Publicity.
The CFC should be in a position to gauge the level of understanding of financial
crime in the organisation. If the level is low, the Champion should work with the
board communications team to think of imaginative ways to promote fraud
awareness. The Champion should also liaise with CFS to seek ideas, and mediums,
to explain the message, utilising existing initiatives.
2. Make Regular Reports and/or presentations to the Audit Committee
The Champion must be an Executive Director/ Non Executive Director who is a
regular attendee at the Audit Committee. This means that they will have a direct
influence on the agenda when fraud is discussed, and can highlight gaps in the
counter fraud regime.
3. Involvement in Counter Fraud Initiatives.
The Champion should have oversight of and, where possible be involved in, any
initiatives being considered by the NHS Body for deterring and disabling fraud.
4. Monitor the degree to which recommendations resulting from investigations
by CFS have been implemented within his/her organisation and take steps to
ensure full compliance.
This is an important responsibility, and may well be the task of others within a Body.
However, it should be the role of the Champion to enquire as to whom that
responsibility is placed and make it their duty to ensure that matters resulting from
investigations are being addressed. Again, this is best facilitated by the Champion
being a member of the Audit Committee, but if the Champion is of sufficient seniority,
then questions can still be asked as to the compliance with fraud investigation
outcomes.
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5. Relationship with FLO.
The FLO is the key, day-to-day link with CFS. All matters relating to any fraud
investigation and counter fraud initiatives within NHS Bodies, comes through that
portal. It is therefore important that the Champion knows who the FLO is, and offers
support as necessary. The FLO and the Champion should certainly meet up to
discuss ongoing cases and counter-fraud initiatives. Particularly important will be the
need to spot any gaps in policy or counter-fraud awareness regimes and work
closely to brief the Executive Management Team.
6. Relationship with Director Human Resources.
The Champion should make it known to the Director of HR that he/she is in place,
and able to assist with promoting an anti-fraud culture in the organisation. In
particular, the Champion should support the use of training tools developed in
conjunction with HR Directors and their Teams; including the Counter Fraud DVD
and the eLearning package.
7. Relationship with Head of Communications.
The Champion should be alive to any communication going to staff which involves
counter-fraud messages. Ideally, the Champion should be involved in the drafting of
any communication. The Champion should also be advised, in advance, of any
media coverage resulting form successful prosecutions.
8. Relationship with Employee Director.
Encountering fraud in any organisation is stressful for staff. The Champion should
therefore liaise with the body’s Employee Director and work together to promote a
safe environment for staff who report, or are witnesses in, any fraud investigation.
9. Relationship with CFS.
CFS exists to support any NHS Scotland Body in countering fraud. The Champion
should feel free to contact CFS at any time to seek general advice on policy and
policy implementation. Care should be taken not to obstruct the duties of the FLO,
but this can be resolved through close working relationships with FLOs. The
Champion will have access to the CFS Secure Website, so that general information
can be accessed. The Champion should also attend an introductory briefing with
CFS at the beginning of their tenure.
Fraud Liaison Officer - Updated Roles And Responsibilities– CEL 11(2013)
1. Acting as Lead Conduit between CFS and the Health Board.
The FLO is the key first point-of-contact between CFS and the Board, relating to
specific cases.
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2. Responsible for receiving information about suspected frauds, within their
organisation, from staff or others and passing such information to CFS.
In line with the Partnership Agreement, the FLO is the key channel for
communication of fraud to CFS.
3. Responsible for facilitating investigations in their organisations and liaison
between CFS and those within the Board whose interests are closely linked to
any fraud referral to CFS.
As summed up in the Board Partnership Agreement with CFS.
4. Responsible for briefing the Chief Executive and other senior Board
Executives on specific cases.
So that the tone from the top can be maintained, the FLO will have the responsibility
to keep all senior managers (including the Chief Executive) fully briefed on any
current cases.
5. Working with HR Department.
Responsible for working with HR Director to ensure that staff governance is
observed and particularly timing of actions which may involve staff.
6. Ensuring that Audit & Risk Committees are kept informed.
Working with principal executive officers responsible for conduct of the Audit
Committee, to ensure the Committee is properly briefed on fraud matters.
7. Facilitating Deterrence and Awareness Initiatives.
Support CFS, national proactive initiatives to raise awareness by facilitating
communications with the relevant Board officers (e.g. CFC, HR Directors, Learning &
Development Leads, Communications Manager, etc).
Chief Internal Auditor


ensure that audit plan coverage includes areas where independent assurances
are required on systems of internal control in place to prevent fraud
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Appendix D

DUMFRIES AND GALLOWAY NHS BOARD

GUIDANCE TO STAFF ON FRAUD
This document provides an introduction to the Board’s policy on fraud and gives
advice to employees in dealing with fraud or suspected fraud or other illegal acts
involving dishonesty or damage to Board property.
All staff have a responsibility to protect the assets of the Board.
1.

Public Service Values
The three fundamental public service values underpinning all NHS and public
sector work, specified by the NHS Code of Conduct, are:
Accountability: Everything done by those who work in the organisation must
be able to withstand public and parliamentary scrutiny.

2.

Probity:

Absolute honesty and integrity should be exercised in
dealing with NHS patients, assets, staff, suppliers and
customers.

Openness:

The organisation’s activities should be sufficiently public and
transparent to promote confidence between the organisation
and its patients, staff and the public.

The Board’s Policy
The Board is absolutely committed to maintaining an honest, open and wellintentioned culture within the organisation, so as best to fulfil the objectives of
the Board and of the NHS. It is therefore committed to the elimination of any
fraud within the Board, to the rigorous investigation of any such cases, and
where fraud or other criminal act is proven to ensure that those perpetrating
fraud are appropriately dealt with. The Board will also take appropriate steps
to recover any assets lost as a result of fraud.
The Board wishes to encourage anyone having suspicions of fraud to report
them. The Board’s policy, which will be rigorously enforced, is that no
employee should suffer as a result of reporting suspicions held in good faith.
The Board has therefore set in place procedures (in the form of Standing
Orders, Standing Financial Instructions and procedure notes) designed to
minimise the likelihood of the Board being a victim of fraud, a Fraud Policy
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and Response plan to be followed in the event of suspected fraud being
reported and these guidance notes issued to all staff.

3.

Instructions to Staff
You should be assured that there will be no recriminations against staff who
report suspicions held in good faith. Victimising or deterring staff from
reporting concerns is a serious disciplinary matter. Any contravention of this
policy should be reported to the Chief Executive or Chair of the Audit
Committee. Equally, however, abuse of the process by raising malicious
allegations would, if proven, be regarded as a disciplinary matter.
If you believe you have good reason to suspect a colleague, patient or other
person of fraud or an offence involving the Board or a serious infringement of
Board or NHS rules you should discuss it in the first place with your manager.
Examples could include theft of Board property, abuse of Board property or
deception or falsification of records (e.g. fraudulent time or expense claims).
If you have suspicions about the actions of your manager, such that you
suspect that manager of involvement of fraud, then you have a choice of:
●
●
●

going to the next more senior person in your department or
directorate;
discussing the matter confidentially with the Fraud Liaison Officer
reporting the matter directly to the Fraud Liaison Officer.

Further choices for staff are:
●
●
●

to follow the guidance within the Board’s Whistleblowing policy
where fraud may not be the only concern
you may use the Counter Fraud Services (CFS) Fraud Reporting
Line 08000 151628 or report your suspicions (anonymously if
desired) through the CFS Website - www.cfs.scot.nhs.uk
if you are concerned about speaking to another member of staff you
could ask for advice first from the charity “Public Concern at Work”
through the Confidential Alert Line on 0800 008 6112. They provide
independent and confidential advice and can also be reached on
0207 404 6609.

The Chief Internal Auditor is currently the Fraud Liaison Officer (FLO) for the
Board and as such liaises with CFS during the initial stages of a referral prior
to any decision being made regarding the requirement for a full investigation
on the part of CFS.
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It should be noted that CFS have investigatory powers and rights that are not
held within the Board and it is therefore recommended that discussions with
the FLO and CFS take place prior to any actions being taken by the Board
such as suspension of staff which may impact on an investigation.
Under no circumstances should staff speak to representatives of the press,
radio, TV or other third party unless expressly authorised by the Chief
Executive.
Please be aware that time may be of the utmost importance to ensure that the
Board does not continue to suffer a loss.

Relevant contacts are as follows:
Director of Finance

Chief Executive

Katy Lewis
Finance Directorate
High West
Crichton Hall
Dumfries
DG1 4TG

Jeff Ace
Chief Executive’s Office
Mid North
Crichton Hall
Dumfries
DG1 4TG

Direct Dial: (01387 244035)
Internal: 34035

Direct Dial: (01387) 272701
Internal: 32701

E-mail: katy.lewis@nhs.net

E-mail: jeff.ace@nhs.net

Fraud Liaison Officer

Counter Fraud Champion

Julie Watters
Chief Internal Auditor
Internal Audit
Cree North
Crichton Hall
Dumfries
DG1 4TG

Katy Lewis
Director of Finance
Finance Directorate
High West
Crichton Hall
Dumfries
DG1 4TG

Direct Dial: (01387) 244355
Internal: 34355

Direct Dial: (01387 244035)
Internal: 34035

Email: julie.watters@nhs.net

E-mail: katy.lewis@nhs.net
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Counter Fraud Services

External Auditors

Counter Fraud Services
Earlston House
Almondvale Business Park
Almondvale Way
Livingston
EH54 6GA

PricewaterhouseCoopers LLP
141 Bothwell Street
Glasgow
G2 7EQ

Telephone: 01506 705 200
Fax: 01506 465 182
Fraud Hotline: 08000 15 16 28

Telephone: + 44 (0)141 355 4000
Fax: +44 (0)141 355 4005
Website: www.pwc.co.uk

Website: www.cfs.scot.nhs.uk

100
Working together to deliver better health, better healthcare

225

Section E
Standing Financial
Instructions

Code of Corporate Governance
May 2015
Working together to deliver better health, better healthcare
101

226

Code of Corporate Governance
May 2015
Working together to deliver better health, better healthcare
101

227

CONTENTS

Section

Page

1.

General Instructions and Responsibilities of Officers

104

2.

Financial Planning, Budgets and Budgetary Control

108

3.

Service Agreements and Patient Services for D&G residents

111

4.

Services provided to patients from other Health Board areas

112

5.

Annual Accounts and Reports

114

6.

Risk Management and Insurance

116

7.

Banking Arrangements

118

8.

Treasury Management and External Borrowing

120

9.

Income: Systems, Income Generation and Detailed

121

10.

Collection and Banking of Income

124

11.

Payment of Staff

125

12.

Purchase of Supplies and Services

127

13.

Payment of Accounts

135

14.

Control and Safekeeping of Cash, Cheques and Orders

137

15.

Purchasing, Recording, Disposal and Security of Fixed Assets

139

16.

Condemnations, Losses and Special Payments

143

17.

Financial Irregularity – Theft, Fraud and Bribery

145

18.

Information Technology and Services

148

19.

Endowment Funds

150

20.

Internal Audit

152

21.

Third Party Assets

155

22.

Primary Care Payments

157

Working together to deliver better health, better healthcare
103

228

Section 1:

General Instructions and Responsibilities of Officers

These Standing Financial Instructions represent the major principles for the planning
and control of the financial functions of the NHS in Dumfries and Galloway
(henceforth “DGHB”).
Day to day operating financial procedures shall be
determined and implemented within Directorates in accordance with these
Instructions.
This March 2015 revision supersedes all previous versions.
A

General Instructions

1.1 These Standing Financial Instructions (SFI’s) are issued in accordance with the
requirements of the National Health Service (Financial Provisions) (Scotland)
and are developed and supported through appropriate guidance as issued by
the Scottish Government.
1.2 The purpose of the Standing Financial Instructions is to ensure that the Board,
its officers and all staff maintain control over the financial planning, budgeting
and monitoring of resources available. Such control shall be conducted with
due regard to the principles of value for money and the continuance of
propriety and security.
1.3 These Standing Financial Instructions shall not be altered in any way without
the written approval of the Director of Finance.
1.4 The Director of Finance shall require any officer or member of staff to maintain
proper financial records and to discharge his duties satisfactorily.
1.5 All staff are severally and collectively responsible for the security of the
property of DGHB, for avoiding loss, for economy and efficiency in the use of
resources, and for conformity with the requirements of these Instructions, and
other financial procedures which the Director of Finance may issue.
1.6 Wherever the title Chief Executive, Director of Finance or other nominated
officer is used in these Instructions, it shall be deemed to include such other
delegated officers who have been duly authorised to represent them.
1.7 In reading these Instructions the following points must be noted:
a)

‘Board’ means the Board of DGHB;

b)

‘Budget’ means an amount of resources expressed in financial terms of
income or expenditure proposed by the Board for the purpose of carrying
out all or part of the functions of DGHB over a specific period of periods of
time;

c)

‘Chief Executive’ means the Chief Officer of DGHB;
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d)

‘Director of Finance’ means the chief financial officer and treasurer of
DGHB.

e)

‘SGHSCD’ means Scottish Government Health and Social Care
Directorates
Where appropriate, terms used in these instructions shall have the same
meaning as ascribed in the National Health Service and Community Care
Act 1990.

f)

1.8 References in these Instructions to ‘officer’ shall be deemed to apply to all
members of staff.
1.9 All references in these Instructions to the masculine gender shall be read as
equally applicable to the female gender.
1.10 Any loss or misappropriation of property or money or any other impropriety,
whether known or suspected, must be reported as soon as is practical to the
Director of Finance. The Director of Finance will be responsible for maintaining
a Register of Losses and reporting these annually to the SGHSCD in the
prescribed format.
1.11 Any neglect or refusal to carry out Standing Financial Instructions shall be
reported to the Director of Finance who may discuss the matter with the Chief
Executive, Departmental Head, Internal Audit or Counter Fraud Services as
appropriate
1.12 Confidentiality:
a)

All officers and staff shall be bound to observe strict codes of
confidentiality regarding any information obtained during their duties for
DGHB.

b)

Areas requiring maximum confidentiality which handle patient details or
other highly sensitive material shall be maintained in accordance with
guidance issued by the Scottish Office in NHS Circular MEL (1992)(42),
MEL (1994)(100), with protocols devised by the Caldicott Guardian
appointed under the terms of NHS Circular MEL (1999)(19) and the Data
Protection Act 1998. The confidentiality rights of patients are detailed in
the April 2007 revision of the “Confidentiality – it’s your right” guide.

c)

Any breach of confidentiality will be subject to immediate disciplinary
action.

1.13 The SFI’s detail the financial responsibilities, policies and procedures to be
adopted by DGHB and should be read in conjunction with the Standing Orders
(SO’s) of the Board. They do not provide detailed procedural advice. These
statements should therefore be read in conjunction with the Boards detailed
corporate policy documents, financial procedures and any departmental
procedural notes. The user of these SFI’s should be familiar with, and comply
with, the provisions of the Boards SO’s. Staff should ensure that any changes
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in procedure resulting from the issue of Scotland Government circulars e.g.
CELs, HDLs etc. should be implemented immediately as they may only be
reflected in these SFI’s when reviewed and updated.
B

Responsibilities of Officers

1.14 The Chief Executive shall be responsible for the implementation of DGHB’s
financial policies and for co-ordinating any corrective action necessary to
further these policies, after taking account of advice given by the Director of
Finance on all such matters. The Director of Finance shall be accountable to
the Board for this advice.
1.15 It is the responsibility of all senior officers to ensure that existing staff and all
new employees are informed of their responsibilities within these Instructions.
1.16 The Board shall delegate its executive responsibility for the performance of its
functions to the Chief Executive. The Board shall exercise financial supervision
and control by requiring the submission and approval of business plans and
budgets, by defining and approving essential features of financial
arrangements in respect of important procedures and financial systems
(including the need to obtain value for money), and by defining specific
responsibilities placed on officers.
1.17 So far as is possible, the Chief Executive and Director of Finance should
delegate their detailed responsibilities but retain their overall accountability.
The extent of delegation should be kept under review by the Board.
1.18 Without prejudice to any other functions of officers of the Board, the duties of
the Director of Finance shall include the provision of financial advice to the
Board and its officers; the design, implementation and supervision of systems
of financial control; and the preparation and maintenance of such accounts,
certificates, estimates, records and reports as the Board may require for the
purpose of carrying out its statutory duties.
1.19 The Director of Finance shall prepare, document and maintain detailed
financial procedures and systems incorporating the principles of separation of
duties and internal checks to supplement these instructions. Any officer
carrying out a finance function shall maintain such records as the Director of
Finance shall require, and discharge those duties and keep those records to
the satisfaction of the Director of Finance.
1.20 Any contractor, employee of a contractor or agency worker, who is empowered
by DGHB to commit the Board to expenditure, or who is authorised to obtain
income, should be covered by these instructions. It is the responsibility of the
Chief Executive or delegated officer to ensure that such persons are made
aware of this.
1.21 Should any difficulties arise regarding the interpretation or application of any of
the SFI’s then the advice of the Director of Finance, or his appointed delegate,
must be sought before acting.
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1.22 FAILURE TO COMPLY WITH STANDING FINANCIAL INSTRUCTIONS MAY
RESULT IN DISCIPLINARY ACTION BEING TAKEN WHICH COULD
RESULT IN DISMISSAL.
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SECTION 2:
A

FINANCIAL PLANNING, BUDGETS AND BUDGETARY CONTROL

Planning

2.1 The Chief Executive with the assistance of the Director of Finance and other
Directors shall compile and submit to the Board and the Scottish Government
financial plans in accordance with the guidance issued by the Scottish
Government.
2.2 The Director of Finance shall ensure that:
a) Adequate statistical and financial systems are in place to monitor and control
all expenditure and facilitate the compilation of estimates, forecasts and
investigations as may be required from time to time. He shall compile and
submit to the Board such financial estimates and forecasts, on both revenue
and capital items, as may be required. As a consequence the Director of
Finance shall have right of access to all budget holders on budgetary related
matters.
b) Officers provide him with all financial, statistical and other relevant information
as necessary for the compilation of such estimates and forecasts.
c) The Chief Executive and the Board are informed of the financial
consequences of changes in policy, pay awards, trends and efficiency
programmes which may affect budgets or projections and shall advise on the
financial and economic aspects of future plans and projects.
2.3 The Director of Finance will on a regular basis review the basis and
assumptions used for distributing allocations and ensure that these are
reasonable, realistic and secure. Prior to the start of each financial year he will
submit to the Board for approval a report showing the total allocations received
and their proposed distribution including any sums to be held in reserve and
regularly update the Board on significant changes to the initial allocation and
the uses of such funds.
C

Budgets

2.4 The Director of Finance shall, on behalf of the Chief Executive, prepare and
submit budgets within the limits of available funds and facilitate the compilation
of estimates, forecasts and investigations as may be required from time to
time. The Director of Finance will review the bases and assumptions used to
prepare the budget and advise the Board whether they are realistic.
2.5 The Chief Executive may, within budgetary limits approved by the Board,
delegate responsibility for a budget or a part of a budget to directors to permit
the performance of defined activities. The directors may further delegate
responsibility in consultation with the Director of Finance. The terms of
delegation shall include a clear definition of individual and group responsibilities
for control of expenditure, exercise of virement (which is the re-allocation of
budgets between or within departments), achievement of planned levels of
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service and the provision of regular reports upon the discharge of these
delegated functions to the Chief Executive.
a)

The Chief Executive shall not exceed the budgetary or virement limits set
by the Board.

b)

Officers shall not exceed the budgetary limits set for them by the Chief
Executive.

c)

The Chief Executive may vary the budgetary limit of an officer within the
overall budgetary and virement limits of the Board.

2.6 The Chief Executive may delegate the day to day operation of a budget to an
employee of an organisation other than DGHB, although there must still be a
designated officer within DGHB who retains ultimate accountability for over or
under spends or breaches of SFI’s. The Director of Finance shall draw up
appropriate procedures for such delegation including provision for the
authorisation of purchase orders and invoices. In such circumstances the
budget must be operated under the terms of these SFI’s.
2.7 Any budgeted funds not required for their designated purpose shall revert to
the immediate control of the Chief Executive, unless covered by delegated
powers of virement and any substantial funds arising from failure or delay in
the implementation of plans approved by the Board, shall be reported to the
Board by the Director of Finance, together with the Chief Executive’s advice on
the use of such funds.
2.8 Expenditure requirements for which no provision has been made in an
approved budget and not subject to funding under the delegated powers of
virement shall be reported to the Board by the Director of Finance together with
the Chief Executive’s advice on the availability of funds to meet such
expenditure.
2.8 The Director of Finance shall be responsible for ensuring that an adequate
system of monitoring financial performance is in place to enable the Board to
fulfil its statutory responsibilities.
2.9 Funding identified by SGHSCD as ring-fenced for specific purposes must only
be used for projects aligned to the SGHSCD guidelines.
D

Control and Reporting

2.10 The Director of Finance shall devise and maintain a system of budgetary
control and all managers whom the Board may empower to engage staff or
otherwise incur expenditure, collect or generate income, shall comply with the
requirements of those systems. The systems of budgetary control shall
incorporate the reporting of, and investigation into financial, workload, or
manpower variances from budget.
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2.11 The Director of Finance shall be responsible for providing budgetary
information and advice to enable the Chief Executive and other operational
managers to carry out their budgetary responsibilities and for issuing to all
relevant staff, rules and procedures governing the operation of budgets.
Performance reviews based on these reports will be carried out on a regular
basis across all budget holders.
2.12 The Director of Finance shall provide the Board or Performance Committee on
an agreed cyclical basis a report showing:
a)

the income and expenditure of DGHB for the financial year to date in
comparison with the corresponding proportions of the approved budget to
date

b)

any further information to enable the Board to determine any necessary
corrective action to bring departmental finances into line.

c)

a year end forecast of the Boards expected financial position on a
quarterly basis.

2.13 The Director of Finance shall:
a)

Implement and maintain adequate systems to ensure that the Board can
identify, implement and monitor opportunities for cost improvements and
increased income generation.

b)

Monitor the use of delegated budgets to ensure that financial control is
maintained and that the Boards plans and policies are implemented.
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Section 3:
residents

Service Agreements and Patient Services required by D&G

3.1 The Chief Executive, in conjunction with the Director of Finance, shall be
responsible for ensuring that adequate funds are available to pay for services
as may be required from NHS facilities outwith Dumfries & Galloway and where
appropriate with private or voluntary sector providers. Where non-NHS
providers are utilised European Union and UK legislation and the requirements
of the Scottish Procurement Policy Handbook must be followed.
3.2 The Chief Executive, in conjunction with the Director of Finance, is responsible
for ensuring that service agreements are placed with due regard to the
principles of value for money.
3.3 The Director of Finance shall be responsible for drawing up and agreeing the
financial details contained in NHS service agreements.
3.4 The Director of Finance shall be responsible for maintaining a system for the
payment of service agreements in accordance with agreement terms.
3.5 The Director of Finance shall be responsible for establishing arrangements for
the handling of unplanned patient activity (UNPAC's) payments which are
financially secure and in accordance with guidance from the SGHSCD.
3.6 The cost of treating Dumfries & Galloway residents outside Scotland, not
covered by service agreements, shall be covered by Non Contract Activity
(NCA) arrangements or by the Specialised Services Arrangements, as advised
by the SGHSCD.
3.7 The Chief Executive and Caldicott Guardian shall be responsible for ensuring
that all systems operate in a way to maintain the confidentiality of patient
information.
3.8 A list of DGHB officers who are authorised to sign service agreements, service
agreement payments, NCA payments, NCA authorisations, UNPAC’s
authorisations and UNPAC’s payments should be approved by the Board and
be strictly adhered to on all occasions.
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SECTION 4:
A

SERVICES PROVIDED TO PATIENTS FROM OTHER HEALTH BOARD AREAS

General Responsibilities

4.1 The Director of Finance shall be responsible for establishing NHS service
agreements for the provision of services to other health bodies in accordance
with the business plan. These service agreements signify agreement of the
level of income necessary to provide the services required by the health board
in each financial year.
4.2 Where the Director of Finance does not consider it necessary or practical to
enter into a service agreement with a particular health board, any treatment
required by patients residing in that health boards area will be invoiced treated
as “unplanned patient activity” ( UNPAC’s).
4.3 The cost of treating patients resident outside Scotland, not covered by service
agreements, shall be covered by the Non Contract Activity (NCA)
arrangements as advised by the SGHSCD.
4.4 Under the national health services (Charges to overseas Visitors) (Scotland)
Regulations 1989, people who are not ordinarily resident in the UK are, in the
main liable to be charged for any hospital treatment they receive. It is the legal
duty of NHS D&G to establish whether charges for the provision of NHS health
care should be applied, if so, to recover such charges.
B

Specific Responsibilities

4.5 The Director of Finance shall be responsible for introducing
arrangements/systems for ensuring that as a minimum, information in the
appropriate nationally agreed minimum data set is available to support service
agreements with Health Boards. The Director of Finance shall ensure that all
arrangements/systems operate in a way to maintain the confidentiality of
patient information.
4.6 The Director of Finance shall be responsible for:
a)

Drawing up and agreeing the financial details contained in all NHS service
agreements entered into by DGHB.

b)

Ensuring that the costing of all NHS service agreements is in accordance
with any guidance provided by the Scottish Government

c)

Ensuring that all patient related costs incurred by DGHB for patients
resident outside of the area are recovered through service agreements,
unplanned activity and Non Contract Activity arrangements.

d)

Establish all arrangements for identifying and gaining approval, where
required, for referrals under service agreements, unplanned activity and
Non Contract Activity.
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e)

Ensuring that all invoices to Health Boards are sent out in accordance
with the terms of the relevant service agreement, or in line with UNPAC
and NCA arrangements.
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SECTION 5:

ANNUAL ACCOUNTS AND REPORTS

5.1 NHS Dumfries & Galloway is required, under the National Health Service
(Scotland) Act 1978, to prepare and submit Annual Accounts by the date
advised by SGHSCD to Scottish Ministers.
5.2 The Annual Accounts shall comply with:
•
•

•

Accounting and disclosure requirements of the Companies Act;
International Financial Reporting Standards (as adopted by the
European Union), in so far as they are appropriate to the NHS and
remain in force for the financial year for which the accounts are to be
prepared;
The historical cost convention as modified by the revaluation of
Property, Plant and Equipment, Intangible Assets, Inventories, Available
for Sale Financial Assets and Financial Assets and Liabilities at their fair
value through profit and loss.

5.3 The Annual Accounts shall comprise of:
REPORTS AND CERTIFICATES
Management Commentary
• The Directors’ Report
• The Strategic Report
Remuneration Report
Annual Account Certificates
• Statement of the Chief Executive’s Responsibilities
• Statement of the Board Members’ Responsibilities
• Governance Statement
• Independent Auditor’s Report
ANNUAL ACCOUNTS
Primary Financial Statements
• Statement of Comprehensive Net Expenditure and Resource Outturn
Statement (SOCNE)
• Balance Sheet (BS)
• Statement of Cash Flows (SCF)
• Statement of Changes in Taxpayer’s Equity (SOCTE)
Notes to the Accounts
Accounts Direction
5.4 The Annual Accounts shall give a true and fair view of the operating costs,
changes in taxpayers equity, balance sheet and cash flow statement. The
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Annual Accounts will be prepared on the going concern basis, which provides
that the entity will continue in operational existence for the foreseeable future.
5.5 The Annual Accounts shall also contain any disclosure and accounting
requirements which Scottish Ministers may issue from time to time.
5.6 The Director of Finance shall ensure that proper accounting records are
maintained which allow timeous preparation of Annual Accounts in accordance
with the timetable laid down by SGHSCD.
5.7 The Annual Accounts and Returns shall be prepared in accordance with all
statutory and regulatory requirements and be supported by appropriate
accounting records and working papers.
5.8

External auditors shall be appointed by the Auditor General for Scotland. The
Director of Finance will agree with the external auditors a timetable for the
production, audit and adoption of the Annual Accounts. The timetable shall be
consistent with the requirements of SGHSCD for submission of the Annual
Accounts to the Scottish Ministers.

5.9 Annual Accounts shall be prepared in accordance with the relevant Accounts
Directions and Manuals issued by SGHSCD.
5.10 The Chief Executive shall be responsible for the preparation of a Governance
Statement in respect of NHS Dumfries & Galloway and in so doing shall seek
appropriate assurance, including that of the Head of Internal Audit, with regard
to:
•
•
•
•

Internal control
Governance
Best value
Risk assessment

5.11 The Annual Accounts of NHS Dumfries & Galloway shall be reviewed by the
Audit and Risk Committee, which has responsibility for recommending adoption
of the Annual Accounts by the NHS Dumfries & Galloway Board.
5.12 Following the formal approval of the motion to adopt the Annual Accounts by
NHS Dumfries & Galloway Board the Annual Accounts shall be certified by the
Chief Executive, Chairperson, Director of Finance and external Auditors prior to
their formal submission to the Scottish Ministers.
5.13 The Director of Finance shall be responsible for the preparation and
submission of any financial returns during each year to SGHSCD in a format
and frequency as so determined
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SECTION 6:

RISK MANAGEMENT & INSURANCE

6.1

The Chief Executive shall ensure that the Board has a programme of risk
management which will be approved and monitored by the Board.

6.2

The programme of risk management shall include:
a)

a process for identifying and quantifying risks and potential liabilities;

b)

engendering among all levels of staff a positive attitude towards the
control of risk;

c)

the implementation of a programme of risk awareness training;

d)

management processes to ensure that all significant risks and potential
liabilities are addressed, including effective systems of internal control,
cost effective insurance cover, and decisions on the acceptable level of
retained risk; All significant risk and action taken to manage the risks
will be reported to the Risk Management Steering Group;

e)

the maintenance of an organisation wide risk register;

f)

contingency plans to offset the impact of adverse events;

g)

audit arrangements including internal audit, clinical audit, health and
safety review;

h)

arrangements to review and report the risk management programme;

i)

a process whereby the risk management plans are measured against
compliance with QIS standards;

j)

a clear indication of which risks are/shall be insured.

6.3

The existence, integration and evaluation of the above elements will assist
in providing a basis to make a statement on the effectiveness of risk
management arrangements in the organisation as required by current
guidance on the Statement on Internal Control within the annual accounts.

6.4

In the case of Partnership Working with other agencies, the NHS Dumfries
and Galloway risk management framework will be shared to identify and
quantify the individual risks, particularly where responsibility cannot be
assigned to an individual partner. In the particular case of NHS and
Councils jointly managed services, each partner’s risk management and
insurance arrangements will be taken into account when identifying and
quantifying risks associated with the provision of such jointly managed
services and associated with the delegation of the management of a
partner’s financial resources. Where conflicts occur between these two
sets of arrangements each partner’s Director of Finance will be required to
agree a course of action to resolve the conflict.
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6.5

The Board shall decide if all insurance either through CNORIS
/commercial insurance or self-insurance covers NHS Dumfries and
Galloway for the risk areas (clinical, property and employers/third party
liability).

6.6

There are occasions where commercial insurance arrangements will be
required e.g. motor vehicles owned by NHS Dumfries and Galloway
including third party liability arising from their use, Private Finance
Initiatives where the consortium have a commercial insurance
arrangement, income generation arrangements but the CNORIS coverage
should be checked prior to entering into any commercial coverage.

6.7

The Director of Finance shall ensure that insurance arrangements exist in
accordance with the risk management programme and that the
procedures are documented.
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SECTION 7:
7.1

BANKING ARRANGEMENTS

The Director of Finance shall advise the Board upon the provision of banking
services in accordance with guidance issued by the Directorate of Finance of
the SGHSCD.

7.2 The Director of Finance shall be responsible for establishing one or more bank
accounts under the Government Banking Service arrangements:
a)

into which all credits or payments by the Scottish Government are to be
made;

b)

into which other NHS bodies are advised to lodge funds due;

c)

from which all payments to NHS bodies or other Government Bodies are
made;

d)

into which any other credit may be made;

e)

from which any other payment may be made;

7.3 The Director of Finance shall be responsible for authorising the application and
amendments of other bank accounts that are operated by NHS staff. For
example Endowments, Third party assets and social care housing in
accordance with the arrangements set out.

7.4 In the operation of all bank accounts, the Director of Finance shall ensure:
a)

that payments authorised to be made from such an account do not
exceed the amount credited or to be credited to the account;

b)

the nomination by the Board, of officers including the Director of Finance
who are empowered to authorise the issue of cheques, to sign cheques
and other monetary instruments;

c)

cheque authorisation limits are held within the scheme of delegation.

7.5 All funds shall be held in accounts in the name of DGHB. No officer other than
the Director of Finance shall open any bank account in the name of DGHB.
7.6 The Director of Finance shall advise the nominated bankers of any alterations
in the condition of operation of accounts that may be required by financial
regulations of the Health Service or by resolution of the Board as may be
necessary.
7.7 The balances of commercial accounts holding public funds shall be maintained
at the lowest practicable levels with a maximum credit balance of £50,000 on
the last working day of the month allowing for unpresented cheques or other
outstanding debits. The main account shall not be permitted to be overdrawn.
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7.8 The Director of Finance shall be responsible for authorising the application and
use of government procurement credit card.
7.9 The Audit and Risk Committee shall nominate officers including the Director of
Finance who are empowered to sign cheques or other specific banking
instruments and the Audit and Risk Committee shall set the limits for such
authorisations.
7.10 Payments drawn on commercial bank accounts shall be made as follows:
a)

electronic fund transfers where security procedures have been approved
by the Director of Finance;

b)

manually produced or purchase ledger system generated cheques as
authorised by the Director of Finance.

7.11 All cheques shall be treated as Financial Controlled Stationery, in the charge of
a duly designated officer controlling their issue.
7.12 Where required, other bank accounts shall be funded by electronic transfers
drawn on the main bank account, processed by two authorised users of the
account and signed by a person as nominated by the Board.
7.13 Any person authorised to sign cheques drawn on a specified bank shall be
responsible for ensuring that properly documented evidence is available before
the cheque is signed. No officer shall sign or be obliged to sign any cheque or
banking instrument until he is fully satisfied that it is properly evidenced and
authorised.
7.14 Maintenance and reqular independent reconciliations should be completed.
Petty cash floats should be controlled in accordance with procedure issued to
each holder of petty cash.
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SECTION 8:
A

TREASURY MANAGEMENT AND EXTERNAL BORROWING

Treasury Management Policy and Procedures

8.1 All funds should be held in non-interest bearing bank accounts. Funds held on
behalf of other bodies may however be subject to separate banking
arrangements depending on the grant conditions.
B

External Borrowing

8.2 The Director of Finance shall ensure that the bank accounts of DGHB do not
go overdrawn.
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SECTION 9: INCOME: SYSTEMS, INCOME GENERATION,
PROCEDURES

AND

DETAILED INCOME

9.1 The Director of Finance shall be responsible for designing and maintaining
systems for the proper recording, invoicing and collection of all monies due,
including the creation of a register for regular income, which shall incorporate
the principles of internal check and separation of duties.
9.2 All officers shall inform the Director of Finance of money owing to DGHB
arising from transactions which they initiate including all contracts, leases,
tenancy agreements and private patient undertakings. The Director of Finance
shall approve income generation or cost recovery contracts with financial
implications in excess of £30,000.
Responsibility for arranging the level of rentals for newly acquired property and
for reviewing rental and other charges regularly shall rest upon the Director of
Finance in accordance with the SGHSCD property transactions manual. The
Director of Finance shall be consulted about the pricing of goods and services
offered for sale.
9.3 The Director of Finance shall ensure that appropriate systems exist for the
recovery of outstanding debts.
9.4

Income not recovered shall be dealt with in accordance with Section 16 of
these SFI’s regarding Condemnations, Losses and Special Payments.

9.5 Income Generation Schemes
9.5.1 All schemes must comply with MEL (2000) 13: “Fund Raising, Income
Generation and Sponsorship with NHS Scotland”. Before allowing
commercial occupancy of any premises or area of DGHB, the Chief
Executive shall ensure that:
(a)

Notification had been given to the Director of Finance of any
potential occupant of DGHB’s premises so that a full and thorough
check could be completed on the financial viability of the applicant
based on the full facts of the proposed occupancy.
Such notification should include a projection of all known costs
which are to be invoiced to the applicant including services such as
electricity and water.
Local investigations into the commercial credibility of the applicant
should be undertaken where applicable.
No entry should be granted to an applicant until a report is received
by the Chief Executive on his financial viability.

(b)

Any agreed costs for improvements were included in the initial
projection of known expenditure and preferably recouped before the
occupancy commences or an agreed repayment schedule prepared
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for inclusion in the lease.
(c)

A schedule of all costs including the rental were included into the
lease and an agreed payment schedule specified which adequately
covers the projection of costs over the lease period.

(d)

Clauses must have been agreed and included in the lease for action
to be taken in the event of non-payment including terms for charging
interest on overdue accounts and the rights to evict and sue the
occupant.

(e)

Department managers must notify the Revenue Section of the
Finance Department immediately if a recharge is to be invoiced to
tenants for services such as electricity and provide all the necessary
information concerning the charge to enable an account to be
raised.

(f)

A separate electricity meter should have been installed for the
occupant if the consumption is substantial and if the installation
would not reduce any benefits which might in certain circumstances
accrue to DGHB.

(g)

All terms and conditions of a legally binding lease or agreement for
the occupancy shall have been agreed and the documents signed
before the occupant is allowed entry to the premises.

9.5.2 In operating Income Generation Schemes, the Director of Finance shall
ensure that there are systems in place to identify all costs and revenues
attributed to each scheme and that proper financial assessments and
controls are operated for each scheme and that the chain of reporting is
clearly established and followed.
9.5.3 The debt position will be reviewed monthly and escalated appropriately.
The Director of Finance shall receive notification if a debtor in excess of
£10,000 has become more than 3 months overdue in payments.
9.6 Detailed Income Procedures
The majority of instructions for the collection of income in DGHB from specific areas
and departments shall be included in departmental procedures. Because of their
value or vulnerability the procedures for the following areas are detailed below:
9.6.1 Meals
Each Hospital will record the revenue for meals through the use of a modern
cash register.
The Cash Register will be cleared after lunch each weekday by the officer
delegated such duties and Dining-Room Supervisor (where applicable), the
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takings will then be recorded in the book kept for this purpose and each entry
will be initialled by both persons. Any discrepancy between the cash collected
and the amount shown on the till roll will also be shown in this book.
Any individual variation from the method of collection above must be
authorised by a responsible officer.
9.6.2 Functions
Any request by staff or outside groups to hold a function in hospital premises
should be referred to the appropriate Catering Officer who will be responsible
for obtaining authority for the function, for issuing the necessary instructions
regarding supply of foodstuffs etc. and for informing the Finance Department of
the appropriate details for the account to be raised, in accordance with agreed
Board procedures.
It will be the responsibility of catering management and the Director of Finance
to calculate and notify the inclusive charge to be levied against those attending
the function so that all out-goings are recovered.
9.6.3 Telephone Kiosks and Vending Machines
The officer delegated to undertake the duties of cashier will ensure that
telephone kiosks and vending machines are emptied at least once every two
months and that keys are held in the safe when not in use. Two persons will
be used for this exercise and the Record book of Collection signed by both
parties.
9.6.4 Foreign currency
All income transactions should be conducted in sterling.
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SECTION 10: COLLECTION AND BANKING OF INCOME
A
Collection of Income
10.1 The Director of Finance will prepare and maintain a list of all sources from
which income regularly arises.
10.2 When income becomes due, the revenue section within the Finance
Department will raise the invoice in accordance with the debtors procedure.
10.3 Electronic receipt of income BACS, credit & debit card receipts are identified
throught the daily bank transaction download and allocated to the appropriate
debtor or financial code.
10.4 All cheques received within the Finance Department are recorded daily on an
Excel document. All cheques are banked and processed through the
appropriate financial system on a daily basis.
10.5 When cash is received an official pre-numbered receipt is issued, this is signed
by a member of staff and all cash income is banked on a daily basis.
10.6 All receipt books or other means of officially acknowledging or recording
amounts received or receivable, shall be in a form approved by the Director of
Finance. Such stationery shall be ordered and controlled by him and subject to
the same precautions as are applied to cash.
B

Banking of Income

10.7 All monies received must be banked into the appropriate bank accounts
without undue delay. If monies must be retained overnight they must be
securely locked up.
10.8 The completed bank pay-in slips will be presented to another officer, who will
ensure that the compilation of the pay-in slip agrees with the details shown for
the Bills Collection Sheet or similar sheet. The pay-in slip will be initialled by
the officer concerned to show that it has been so checked.
10.9 The Director of Finance or his authorised deputy shall prescribe the system for
the transporting of cash and cheques.
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SECTION 11: PAYMENT OF STAFF
A

Payment of Staff

11.1 The engagement of staff may only be undertaken within the arrangements set
out in DGHB’s scheme of budget delegation. The re-grading of staff must
proceed through the appropriate organisational arrangements for re-grading.
11.2 The Workforce Directorate shall issue each employee with a contract which
shall comply with current employment legislation and be in the form approved
by the Board.
11.3 A Staff Engagement Form, and such other documents as the Director of
Finance may require shall be sent to the Pay Office, upon the employee
commencing duty.
11.4 A Notice of Termination Form and such other documents as required by the
Director of Finance shall be submitted to the Pay Office in the prescribed form
as soon as resignation date has been agreed upon and preferably one month
before the agreed date under normal circumstances for monthly paid staff. For
weekly staff, as soon as a date is known and at least one week before that
date. If leaving on retirement a minimum of four months’ notice is required.
Where an employee fails to report for duty in circumstances which suggest that
he has left without notice the Director of Finance shall be informed
immediately.
11.5 A Notice of Changes Form shall be sent to the Pay Office upon the effective
date of any change in the state of employment or personal circumstances of an
employee being known.
11.6 All time records, duty sheets, and other pay records and notifications, whether
electronic or paper, shall be in a form approved by the Director of Finance and
shall be certified and submitted in accordance with his instructions.
11.7 The Remuneration Committee shall agree all terms and conditions of
employment of Executive Members of the Board and ensure that effective
arrangements are in place for carrying out this function in respect of other
senior managers.
11.8 The Director of Finance shall be responsible for verifying that the rate of pay
and relevant conditions of service of all staff are in accordance with the proper
compilation of the payroll and for payments made. The Workforce Director has
responsibility for verifying pay and Terms & Conditions, in accordance with
national and / or local agreements.
11.9 The Director of Finance shall determine the dates on which the payment of
salaries and wages are to be made, having regard to the general rule that it is
undesirable to make payments in advance.

Working together to deliver better health, better healthcare
125

250

11.10

All employees shall be paid by bank electronic transfer (BACS), unless
otherwise agreed by the Director of Finance.

11.11

It is the duty of each member of staff to check each payslip they receive and
to advise Line Manager or Payroll department if they have been overpaid, if
they have any queries or identified any irregularities. Any irregularities must
be reported immediately to allow for any potential overpayment to be
corrected, in accordance with overpayment of salaries and wages
guidelines.

11.12

The Director of Finance will ensure that an adequate system of internal
checking is being operated to provide delegation of duty in preparing and
processing payroll.

B

Staff Bonuses and Benefits

11.13

The Chief Executive will ensure that schemes of delegation are in place so
that staff benefits, resulting from employment, are accrued to the employee
as intended by the employer. In particular:
a. Performance payments will only be made to employees in accordance
with their terms of employment; ad hoc cash bonuses to staff cannot be
paid.
b. Leased car arrangements within DGHB will be based on the appropriate
national staff policy and in accordance with a scheme approved by the
Board.
c. Guidance will be issued to staff with regard to the acceptance of gifts or
benefits from a third party resulting from their employment via Gifts and
Hospitality Policy and Code of Corporate Governance

C

Exceptional payments to staff

11.14

Cash payments or pay advances will only be made to staff in exceptional
circumstances approved by the Director of Finance, or his deputy.
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SECTION 12: PURCHASE OF SUPPLIES AND SERVICES
A General Principles
12.1

No orders should be placed unless there is an approved budget with funds
available to meet the order. In purchasing supplies and services, officers
should ensure the principles of Best Value are adhered to. This includes
ensuring the products meet appropriate standards and if in doubt should seek
advice from the appropriate authority such as the Medical Physics
Department or the Infection Control Team. Through reference with the
Procurement Department, purchases of items should be assessed with
respect to any additional related costs that may arise from the purchase of
such item. For example – Information Technology support costs; maintenance
costs; staff user training costs; cleaning costs and equipment required for this
process. Such review will ensure that the budget holder has assessed the full
financial; Health and Safety and Infection Control implications associated with
the items being purchased.

12.2 Wherever the item is of the type handled by the Procurement Department, the
preferred route is that approved users of an eProcurement system may
requisition goods electronically of a type and value according to predefined
workflow and levels of authority. By exception, orders can be made on official
order forms through the Procurement Department.
12.3 With the exception of orders raised electronically through an eProcurement
system all orders should be made in writing. Where a funding commitment is
made verbally by an authorised budget holder (a contribution to a national
project agreed at a committee meeting for example) it should be backed up
immediately in writing either by a copy of the minute or official letter or
memorandum.
12.4 Where a recurring commitment is entered into by an authorised officer they
shall ensure that the lifetime value of the contract falls within the delegated
authority limits for special transactions which will be issued from time to time
by the Finance Director and that it is the lifetime value of the contract which
establishes the procurement route as detailed below in section 12.33. They
are responsible for maintaining proper documentation to allow the scope of
DGHB’s commitment to be ascertained at any time and for notifying the
relevant Divisional Finance Manager of any changes needed to financial
estimates to reflect the financial implications.
12.5 Where supplies and services of the type and quantity required are available
on a National Category A (Scottish Government hosted) or Category B (NHS
Scotland hosted) contract, the order must be placed with a supplier
designated in that contract. Only in exceptional circumstances and only with
the authority of a Director, shall supplies and services available on National
Contract be ordered outwith the relevant contract.
12.6 If supplies are not available from a contracted supplier, the procedures for
competitive tendering and quotations shall be followed in order to maximise
value for money for the relevant Department and for DGHB [Section 12 (D) of
these Instructions]. This may also be the case where the National Contract is
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in the form of a framework agreement with a number of suppliers and a minitender evaluation is required to establish DGHB’s preferred supplier(s).
12.7 Officers in charge of Departments shall be responsible for the supply and safe
custody of all items under their control and for the prevention of loss of waste,
deterioration, theft or fire. For further guidance please see Section 16:
Condemnations, Losses and Special Payments
12.8 Officers ordering goods from suppliers or requisitioning goods from stores
shall be responsible for ensuring that such purchases and requisitions are
limited to quantities actually required for consumption or use within a
reasonable period. If stocks are to be maintained, they shall be kept to a
minimum acceptable level. Goods nearing their “use by” date should be
referred to the Procurement Department to ascertain whether any other
department could utilise these before their expiry date.
12.9 Whenever possible supplies should be ordered through the purchasing
system. Petty cash floats should be used minimally to purchase supplies.
These should be recorded and reimbursed in line with the petty cash
procedures.
12.10 CEL 05 (2012) - Key Procurement Principles was issued to all Health Boards
on the 1st March 2012, the overall purpose being to refresh the guidance
issued within HDL(2006)39 and to clearly mandate to all Health Boards with
respect to the use of national, regional and local contracts where such
contracts exist. In addition to this, the CEL provides a series of supporting
principles which should be adopted by all Health Boards in order to support
the aim of achieving best value from procurement activity. The key principles
are contained within the ‘Key Procurement Principles’ procedure. All staff
involved in procurement activity should ensure that compliance with these
principles is adopted and evidenced. This includes procurement activity within
Estates, Pharmacy, General Supplies, Catering and IM&T.
12.11 Procurement of Management Consultancy Services is subject to separate
guidance although the Procurement element is consistent with the purchase
of supplies and services. This is contained in the procedure, ‘Procurement of
Management Consultancy Services’.
B

Requisitions and Orders

12.12 Approved users of an eProcurement system must be authorised in respect of
workflow and levels of authority with a central register kept by the
eProcurement Systems Administrator. In accordance with the Boards
Computer Usage Policy it is a disciplinary offence for an authorised user to
give logon or password details to anyone else. Requisition books shall only be
issued to and signed by officers so authorised by the Director of Finance.
Lists of authorised officers shall be maintained for management control
purposes and copies supplied to the Director of Finance.
12.13 Requisitions for those supplies and services of a type handled by the
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Procurement Department, Stores or the National Distribution Centre should
be passed to the Procurement Department.
12.14 Official Orders shall only be issued by the eProcurement system, or
Procurement Department, Pharmacy Department, Catering Department,
Estates Department or by any other which has been authorised by the
Director of Finance to operate its own official order pad.
12.15 No goods, services or works, other than works and services executed in
accordance with a contract, imposed charges such as rates or purchases
from petty cash, shall be ordered except on an official order and regular
contractors shall be notified that they should not accept orders unless on an
official form. Verbal orders shall be issued only by an officer designated by
the Chief Executive and only in cases of emergency or urgent necessity.
These shall be confirmed by an official order issued no later than the next
working day clearly marked "Confirmation Order".
12.16 Official orders placed by the Procurement Department shall be in a form
approved by the Director of Finance and shall include such information
concerning prices or costs as he or she may require. The order shall
incorporate an obligation on the contractor to comply with the conditions
stipulated in writing on or with the order as regards delivery, carriage,
documentation, variations, etc.
12.17 Details of all requisitions and orders placed should be available to the Director
of Finance either in paper form or accessible through a computerised
purchase ledger or eProcurement system.
12.18 Orders shall not be placed in a manner devised to circumvent the financial
limits specified by the Board.
12.19 Goods, e.g. medical equipment, shall not be taken on trial or loan in
circumstances that could commit the Board to a future uncompetitive
purchase.
12.20 No order shall be issued for any item or items for which an offer of gifts,
reward or benefit has been made to staff, other than:
a. isolated gifts of a trivial character or inexpensive seasonal gifts, such as
calendars;
b. conventional hospitality provided it is normal and reasonable in the
circumstances, such as lunches in the course of working visits.
A benefit to staff should be taken to include the ordering of goods for personal
use in such a way as to take advantage of DGHB’s discounts or other
privileged purchasing arrangements. Visits may not be made by officers at
the suppliers’ expense to inspect equipment etc. without the prior approval of
the Chief Executive or Director of Finance.
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C

Stores and Stock Control

12.21 All stock records in the Controlled Stores or in Departments shall comply with
such systems of control as the Director of Finance instructs.
12.22 The overall control of stock shall be the responsibility of the Chief Executive
or such other officer as may be designated by him. The Scheme of
Delegation outlines the principle officer with indentified responsibility. The
Chief Executive shall be responsible for ensuring that stocks are kept at a
minimum, consistent with good working practice.
12.23 Systems and procedures for the ordering, receipt and issue of goods from the
stores shall be controlled by the designated officer and shall be approved by
the Director of Finance.
12.24 The responsibility of security arrangements and the custody of keys for all
stock locations shall be clearly defined in writing by the designated officer.
Where possible stocks shall be marked as NHS property. Designated officers
should ensure that all stock locations are subject to appropriate security and
stock control processes.
12.25 Stocktaking arrangements shall be agreed with the Director of Finance and
there shall be a physical check covering all items in stock at least once a year
or by perpetual checks in main stores. A physical check shall involve at least
one officer other than the Storekeeper, and the Director of Finance or his
representative and internal and / or external Auditors shall be invited to
attend. The stocktaking records shall be numerically controlled and signed by
the officers undertaking the check. Any surplus or deficiencies revealed on
stocktaking shall be reported to the Director of Finance immediately and he
may investigate as necessary.
12.26 On completion of the annual stock valuation, the Director of Finance should
receive appropriate confirmation from designated officers with respect to
compliance with stock control procedures. Where a complete system of stock
control is not justified, alternative arrangements shall require the approval of
the Director of Finance.
12.27 The designated officer shall be responsible for a system, approved by the
Director of Finance for the identification of excess stock, for a review of slow
moving and obsolete items and for condemnation, disposal and replacement
of all unserviceable articles. The designated officer shall report to the Chief
Executive any evidence of significant over-stocking and of any negligence or
malpractice.
12.28 Breakages and other losses of goods in stock shall be recorded as they occur
and a summary shall be presented to the Director of Finance at regular
intervals. Tolerance limits shall be established for all stocks subject to
unavoidable loss, e.g. shrinkage in the case of certain foodstuffs and natural
deterioration of certain goods.
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12.29 Valuation of Stock and Work in Progress
(a)

Stock shall be valued as directed by the Annual Accounts Manual. Any
deviations from the process as directed per the Manual should be
communicated to the Director of Finance with appropriate supporting
reasoning.

(b)

For manufactured finished stock direct overheads should be included
in the valuation.

(c)

Work in progress shall be valued at the cost of the direct materials plus
the conversion costs incurred to bring the goods up to their degree of
completion at the time of the valuation.

(d)

The basis of valuation shall be clearly indicated on returns or accounts.

12.30 Stocks which have deteriorated, or are not usable for any other reason for
their intended purposes, or may become obsolete, shall be written down to
their net realisable value. The write down shall be approved by the Director of
Finance, Chief Executive or SGHSCD as detailed in the scheme of
delegation.
Competitive Tenders, Quotations and Contracts
D

General Principles

12.31 The Board is required under NHS Regulations to ensure that no advantage
shall be granted to any prospective supplier of goods or services which could
hinder fair competition or diminish the policy of value for money which should
be followed consistently by DGHB.
12.32 All delegated officers responsible for processing Competitive Tenders,
Quotations and Contracts on behalf of DGHB must use Electronic Portals
approved by Procurement department. Funding must be approved prior to
any undertaking of the Tender, Quotation process
12.33 Prior to any Tender or Quotation process beginning, a paper must be
produced (ranging from an SBAR to a full Business Case or Strategy) that
sets out the rationale for the proposed purchase of goods or services. The
Procurement Department must then be consulted to advise which
Procurement Route should be adhered to. Exceptions to this principle may
apply in circumstances where a budget has been pre-authorised for a
particular type of spend e.g. maintenance.
12.34 The Chief Executive shall devise and maintain procedures to secure fair
competition between all firms or persons invited to quote or tender for goods
or services. These procedures should be in line with current Scottish
Government guidelines.
12.35 The Chief Executive shall ensure that a Register of Declaration of Pecuniary
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Interests is maintained and reported to the Audit and Risk Committee on an
annual basis. It will be the responsibility of individual officers to declare any
financial or other interest in any contract which they have direct involvement.
12.36 The Chief Executive shall prescribe standard conditions of contract
appropriate to each class of supplies/services and for the execution of all
work. Appropriate conditions shall be incorporated into the contract.
12.37 Contracts for building and engineering work that have been approved by the
Board as suitable for procurement through this method, can be procured in
accordance with Framework Scotland guidance.
12.38 At the commencement of a new contract (local contract or framework call off),
a copy of the Health Board standard terms and conditions must be included
with any contract documents exchanged between the Health board and the
supplier.
12.39 There may be circumstances where there are valid reasons as to why it is not
possible to adhere to these general principles. In these cases, the procuring
officer should submit an SFI waiver form for appropriate sign off before
proceeding.
Obligation to Obtain Competitive Quotations or Competitive Tenders
12.40 Competitive quotations or competitive tenders shall be invited for the
purchase of supplies, services or for disposals if:
a. the supplies or services are not available on a National Contract or from
the National Distribution Centre;
b. the supply or disposal (See scheme of delegation for disposals) has not
been arranged through National Services Scotland or other agency
approved by the Board;
c. the supply is for goods or services other than of a special or bespoke
nature or in an emergency. (In that instance authority to purchase without
a quotation or tender shall be authorised by the Director of Finance and
confirmed in writing. All such approvals shall be formally reported to the
Audit and Risk Committee);
d. for competitive quotations, the original quotation is more than three
months old and
e. the supply falls within the financial limits set out on section 12.40 below.
12.41 The procedures to be followed are dependent on the nature and value of the
supply and are set out in the table below. In the case of quotations or
tenders a minimum of three must be sought.
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Value
Up to £1,000

£5,000 - £50,000

Action
Verbal Quotation (alternatively jobbing
basis for building and engineering work
only)
Written quotation by letter, email or fax
(alternatively jobbing basis for building
and engineering work only)
Competitive Quotations as a minimum

Over £50,000

Competitive Tenders

£1,000 – £5,000

Note: Where the contract is to supply goods or services over an
extended period, it is the lifetime value of the contract not the annual
value which determines which limits apply. In addition, where at the
outset there is reasonable knowledge that the successful bidder may
be asked to carry out follow up work, it is the potential value of work
which should be used to assess which limits apply.
12.42 Building and Engineering Work Thresholds
Works estimated to cost less than £5,000 shall be carried out on a job basis
by contractors who are on jobbing lists negotiated by DGHB. If there is no
jobbing list either a verbal quotation or written quotation will be sought as per
the threshold guidance in section 12.41.. Works with a value of £5,000 to
£50,000 are, as a minimum, subject to competitive quotations which be
obtained via the Public Contracts Scotland Quick Quote system.
All tenders with an anticipated value over £50,000 must be advertised on the
Public Contracts Scotland advertising Portal. The procedure and conditions
of tendering for building and engineering works over £50,000 shall be in
accordance with the Procurement Construction Manual issued and updated
by Scottish Government. Every contract for building and engineering which
exceeds the sum of £250,000 shall be executed as a deed.
12.43

Building and Engineering Works – Frameworks
The ability to waive formal tendering procedures is limited to occasions
where the supply is proposed under a special arrangement negotiated by
the Board or the Scottish Government, such as the Frameworks Scotland
methodology, in which event the said special arrangements must be
complied with.
Projects under this route, , avoid the requirement for a formal tendering
process as this has already been undertaken in arriving at the key Principal
Supply Chain Partners (PSCPs) and Professional Services Contracts
(PSCs). The Frameworks 2 contract is now available for the Board to call off
in this respect. Locally single supplier framework arrangements are in place
for appointment of professional services and for minor repairs and
maintenance.
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12.44 Framework Contracts
Framework agreement is an agreement or other arrangement between one
or more buying authorities and one or more suppliers which establishes the
terms (in particular the terms as to price and, where appropriate, quantity)
under which the supplier will enter into one or more contracts with the
contracting authority in the period during which the framework agreement
applies.
Framework agreements can help suppliers to actively participate in national
and large collaborative contracts where the framework is often divided into
specialist or geographical lots. The value of the framework is the estimated
value of all contracts envisaged to be awarded under the agreement during
its duration.
Typically, the type of Frameworks used by the Health Board will have been
put in place by Scottish Procurement, National Procurement, Crown
Commercial Services or in some cases Scotland Excel or APUC. In addition,
the Health Board can put in place its own local framework contracts.
There is a process to follow in order to ‘call off’ a framework. This process is
explained in detail within the Competitive Quotations and Competitive
Tenders Procedure.
12.45

European Union Directives
All competitive purchasing exercises shall be operated in accordance with
any relevant EU directives as may be in force, in particular the requirement
to publish all tenders above a certain value in the Official Journal of the
European Union (OJEU). Procurement Officers should be consulted in any
case where a Department has any doubt regarding the EU directives in the
tendering process.

12.46 Reports to Audit and Risk Committee
The Chief Executive shall submit a quarterly report to the Audit Committee
of all competitive tenders over £50,000 which have been accepted and
render such information concerning the tenders as may be required by the
Board. In any instances where a tender other than the lowest one has been
accepted or when the total value exceeds £250,000 this should be formally
recorded in the Audit Committee Minutes which will be made available to the
next Board meeting.
12.47 The procedures for Competitive Tenders and Competitive Quotations are
contained within the ‘Competitive Tenders and Competitive Quotations
Procedure’ and are mandatory.
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Section 13: Payment of Accounts
13.1

The Director of Finance shall be responsible for the prompt payment of
accounts and claims. The term ‘payment’ includes any arrangements
established within the NHS to settle payments upon a non-cash basis.
Payment of service agreement invoices shall be in accordance with
agreement terms, or otherwise, in accordance with national guidance.
Current guidance is the aspiration to a 10-day target for paying bills to
businesses in Scotland. NHS Dumfries & Galloway have this aspiration
above and beyond the contractual commitment to pay suppliers within 30
days.

13.2

All officers shall inform the Director of Finance promptly of all money
payable by DGHB arising from transactions which they initiate, including
contracts, leases, tenancy agreements and other transactions. To assist
financial control, a register of regular payments should be maintained.

13.3

The Director of Finance shall be responsible for designing and maintaining a
system for the verification, recording and payment of all accounts payable by
DGHB.

13.4

The Director of Finance shall ensure that there is an adequate system in
place at each location of DGHB for the receipt of goods.

13.5

Where an officer certifying accounts relies upon officers to carry out
preliminary checking he shall, wherever possible, ensure that those who
check delivery or execution of work act independently of those who have
placed orders and negotiated prices and terms. The receipting of goods
ordered through an eProcurement system will normally be done by the
requisitioner of these goods.

13.6

In the case of contracts for building and engineering works which require
payment to be made on account during progress of the works the Director of
Finance shall make payment on receipt of a certificate from the appropriate
technical consultant or officer. Without prejudice to the responsibility of any
consultant, or works officer appointed to a particular building or engineering
contract, a contractors account shall be subjected to such financial
examination by the Director of Finance and such general examination by the
works officer as may be considered necessary, before the person
responsible to DGHB for the contract issues the final certificate. To assist
financial control, a contracts register should be established.

13.7

Any payments in advance for goods and services shall only be permitted in
exceptional circumstances and specifically at the discretion and with the
authority of the Director of Finance who shall make appropriate
arrangements such as bonding to minimise the risk to DGHB.

13.8

Suppliers' statements for goods and services purchased shall be checked
for invoices outwith payment terms each month within the Creditors
Department.
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13.9

The Director of Finance shall maintain an authorised signatory database
which shows individuals signing rights for payment for goods or services. In
accordance with authorised signatory procedure.

13.10

Request for payment for goods and services should only be made after the
authorised signatory or, in the case of matched orders, the Creditors
Accounts Assistant, has satisfied themselves that the invoice is in
accordance with the terms of the order, in terms or price, quantity and
quality, and that the goods and services have been delivered.
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SECTION 14: CONTROL AND SAFEKEEPING OF CASH, CHEQUES AND ORDERS
A

Safekeeping of Cash and Cheques

14.1

All officers whose duty is to collect or hold cash shall be provided with a safe
or a lockable cash box which will normally be deposited in a safe. The
officer concerned shall hold only one key and all duplicates shall be lodged
with DGHB’s bankers or such other officer authorised by the Director of
Finance and suitable receipts obtained.

14.2

When a transfer of responsibility for the contents of the safe or cash box is
required by reason of illness, holidays, rotation of duties etc., an inventory of
the contents must be taken and then recorded on a daily reconciliation sheet
or by another approved method. A similar signed inventory will be carried
out and a record retained when a transfer back is required.

14.3

The amount of cash held overnight in a safe must be kept to a minimum and
where night safe facilities are available these must be used.

14.4

Access to the safe must be restricted to the key-holder who must have the
keys in his possession at all times.

14.5

A record of all the contents of safes not in daily use will be maintained by the
key-holder in a place other than the safe itself.

14.6

A list of keys deposited in the bank must be held by the Director of Finance.

B

Cash in Transit

14.7

An able bodied escort will be provided at all times for any member of staff
carrying in excess of £1,000 cash for any purpose inside or outside Board
premises. This instruction is raised for the safety and protection of the
individual as well as for the security of the Boards money. Routes used and
times of trips must be varied.

14.8

Where the sum of money being transported is substantial, special
arrangements must be made, possibly seeking police advice and guidance,
and transport used at all times.

C

Petty Cash and Travel Expenses

14.9

The Director of Finance will retain written certificates for all imprests and
sub-imprests.

14.10

Imprest Certificates must be renewed annually and the number of imprests
must be kept to a minimum.

14.11

The cashing of cheques, postal orders, etc. out of income or petty cash for
employees or any other person is prohibited as is the holding of IOUs or
unauthorised advances from petty cash.
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14.12

Cash will be held in a secure place at all times and reconciled daily when in
use with a record being maintained of the reconciliation. When not in use
the cash balance will be checked weekly.

14.13

Payment of travelling expenses, to out-patients and escorts of patients,
made in cash at the time of attendance at Clinics, will be paid in accordance
with the instructions issued by the Scottish Government.

D

Cheques and Postal Orders

14.14

All unused cheques and other orders shall be subject to the same security
precautions as are applied to cash.

14.15

The use of cheques which require an electronic signature included shall be
subject to such special security precautions as may be required from time to
time by the Director of Finance.

14.16

Any loss or shortfall of cash, cheques, or other negotiable instruments,
however occasioned, shall be reported immediately in accordance with the
agreed procedure for reporting losses.

14.17

When a cheque has been reported missing, a request is made to the bank
to stop payment on the transaction before the issue of a duplicate cheque.

14.18

No alterations shall be permitted on issued cheques. If any alteration is
necessary the original cheque will be cancelled, duly noted and retained,
and a new cheque will be issued.
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SECTION 15: PURCHASING, RECORDING, DISPOSAL AND SECURITY OF FIXED ASSETS
A

Purchasing and Recording

15.1

The Chief Executive shall ensure that there is an adequate approved process
in place for determining capital expenditure priorities and the effect of each
proposal upon business plans. The Boards annual expenditure must be in
line with the Capital Resource Limit agreed by the SGHSCD. This figure
includes assets financed by Exchequer, Endowment funds or donations.

15.2

The Director of Finance shall be satisfied that every capital expenditure
proposal meets the following criteria:
a.

Potential benefits have been evaluated and compared with known costs;

b.

The framework outlined in CEL 19 (2009) Scottish Capital Investment
Manual.

c.

Supports the current local delivery plan incorporated into the South West
Hub initiative as controlled by the Scottish Futures Trust. Appropriate
supporting documentation and approval of such schemes through the
Board being in place.

15.3

In the case of large capital schemes a system shall be established for
progressing each scheme and authorising necessary payments up to
completion. Provision should be made for regular reporting of actual
expenditure against authorisation of capital expenditure.

15.4

Consideration should be made at an early stage as to the appropriate
procurement route for a capital scheme and whether the Framework
Scotland methodology is suitable. In addition to this methodology, the
creation of the South West Hub gives Health Board members a further
procurement vehicle with respect to fixed asset procurement.

15.5

Where capital assets are sold, scrapped, lost or otherwise disposed of, their
value must be removed from the accounting records and each disposal must
be validated by reference to authorisation documents and invoices (where
appropriate).

15.6

The overall control of fixed assets shall be the responsibility of the Chief
Executive advised by the Director of Finance.

15.7

The Director of Finance shall maintain an asset register which records
capital assets, either individually or as part of a larger project, which have a
value in excess of £5,000 or other such level as the SGHSCD may decide.
Detailed guidance on capitalisation of fixed assets is given in the Scottish
Government Capital Accounting Manual. This register will be utilised to
prepare asset valuations and calculate capital charges.
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15.8

A fixed asset control procedure shall be approved by the Director of Finance
which shall make provision for:
a) recording managerial responsibility for each asset;
b) identification of additions and disposals;
c) notification of transfers;
d) periodic verification of the existence of, condition of, and title to assets
recorded.

15.9

Additions to the fixed asset register must be clearly identified to an
appropriate budget holder and be validated by reference to:
a) properly authorised and approved agreements, architects’ certificates,
suppliers’ invoices and other documentary evidence in respect of purchases
from third parties;
b) stores requisitions and wages records for own materials and labour including
appropriate overheads;
c) lease agreements in respect of assets held under a finance lease or PFI
arrangement and capitalised.

15.10

The Director of Finance shall maintain procedures for reconciling balances
on fixed assets accounts on ledgers against balances on fixed asset
registers.

15.11

All discrepancies revealed by verification of physical assets to fixed asset
register shall be notified to the Director of Finance.

B

Acquisition and Disposal of Land and Buildings

15.12

All acquisitions and disposals of land or buildings shall be conducted by the
Board in accordance with the NHSScotland property transactions handbook
2000
(as
updated
electronically
at
following
link
http://www.pcpd.scot.nhs.uk/PropTrans/PTHome.htm).

15.13 All lease or rental of land and buildings shall be conducted by the Chief
Executive or his deputy in accordance to the NHSScotland property
transactions handbook 2000 (as updated electronically at following link http://www.pcpd.scot.nhs.uk/PropTrans/PTHome.htm)
C

Disposal of Assets

15.14

The Estates Department shall ensure that appropriate systems and
procedures are maintained for the disposal of assets. Section 16 (B) of
these Instructions cover condemnations.
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15.15

Where assets surplus to requirement have a potential resale value the
Estates Department should advise on the most economically advantageous
route.

15.16

Where the expected disposal value of assets exceeds £5,000 the intention
to dispose of an asset must be advertised and written offers sought. The
procedures set out in section 12.38 and 12.39 of these Standing Financial
Instructions should be complied with.

15.17

The Capital Investment Guidance should be referred to when disposing of
any surplus assets with the exception of land and buildings.

D

Security of Assets

15.18

Each employee has a responsibility to exercise a duty of care over the
assets of DGHB and it shall be the responsibility of senior staff in all
disciplines to apply appropriate routine security practices in relation to NHS
assets. Any persistent or substantial breach of agreed security practice shall
be reported to the Chief Executive.

15.19

The Director of Finance shall be responsible for the definition of items of
equipment to be controlled and, wherever practicable, items of equipment
shall be marked as DGHB property. Items to be controlled shall be recorded
and updated in an appropriate register and these shall include all capital
assets.

15.20

The form of record and method of updating shall be as approved by the
Chief Executive as advised by the Director of Finance and it shall include
separate record(s) for equipment on loan from suppliers.

15.21

The up-to-date maintenance and annual checking of asset records shall be
the responsibility of designated budget holders for all items which were
purchased for, or transferred into, their department.

15.22

All discrepancies found on checking the records shall be notified to the
appropriate departmental head and to the Director of Finance, who may also
undertake such other independent checks as he considers necessary.

15.23

Registers shall be maintained to record all controlled items issued to
individuals, and where practicable, receipts shall be obtained.

15.24

Records shall also be maintained and receipts obtained for:
a) equipment on loan to patients; and
b) all contents of furnished lettings.

15.25

Any damage to DGHB’s premises, vehicles and equipment or any loss of
equipment or supplies shall be reported by staff in accordance with the
agreed procedure for reporting losses (guidance under Section 16).
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15.26

On the closure of a ward or department, a check, as in paragraph 15.5, shall
be carried out and a designated officer shall certify a list of items held
showing eventual disposal.

Working together to deliver better health, better healthcare
142

267

SECTION 16: CONDEMNATIONS, LOSSES AND SPECIAL PAYMENTS
A

Losses and Special Payments

16.1

Any officer discovering or suspecting a loss of any kind must directly notify
his head of department, who will immediately, or without undue delay
dependent on the seriousness of the loss, inform the Director of Finance.
Where a criminal offence is suspected, the Fraud Policy must be applied.

16.2

The Director of Finance shall notify SGHSCD of all discovered frauds and
any loss arising from criminal or suspected offences perpetrated by the
Board’s employees; Circular CEL10(2010) refers. Enhanced Reporting of
Fraud.

16.3

The SGHSCD has delegated authority to the Health Board to write-off losses
and make special payments up to certain limits as set out in the
CEL10(2010). For payments to be made above the level specified
SGHSCD authority must be obtained.

16.4

The Board in turn will delegate responsibility to the Chief Executive and
Director of Finance to approve write-off and authorise special payments up
to the units specified in the Scheme of Delegation

16.5

The Director of Finance shall maintain a losses and compensation register in
which details of all losses shall be recorded when they are known. Write-off
action shall be recorded against each entry in the register. The register will
form the basis of the SFR 18 return, which is included in the Annual
Accounts.

16.6

Losses will be recorded on the electronic risk management system (DATIX)
that will enable trend analysis reporting.

16.7

The Director of Finance shall be authorised to take any necessary steps to
safeguard the interests of the Board in bankruptcies, company liquidations
and receiverships.

16.8

NHS Dumfries and Galloway’s losses procedures should be referred to for
detailed instructions on Losses and Special Payments.

B

Condemnations

16.9

All unserviceable articles shall be condemned or otherwise disposed of by
an officer authorised for that purpose by the Director of Finance. A record in
a form approved by the Director of Finance shall be kept of all articles
submitted for condemnation and the relevant Authorised Officer shall
indicate whether the articles are to be converted, destroyed or otherwise
disposed of. All entries shall be confirmed by the countersignature of a
second officer authorised for the purpose by the Director of Finance.

16.10

The relevant Authorised Officer shall satisfy himself as to whether or not
there is evidence of negligence in use and shall report any such evidence to
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the Director of Finance who shall take appropriate action. Where there are
reasonable grounds to suspect that a criminal offence has been committed,
action shall proceed as in Section 17.
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SECTION 17: FINANCIAL IRREGULARITY – THEFT, FRAUD AND BRIBERY
A

Introduction

17.1

Employees of public bodies are expected to conduct themselves in
accordance with the standards set out in the ‘Ethical Standards in Public Life
(Scotland) Bill’. The Chief Executive has signed a Partnership Agreement
with NHSScotland Counter Fraud Services (CFS), which outlines what must
happen in the event of a fraud or other irregularity being discovered, and
what the Board and CFS will do to actively counter the threat of fraud and
corruption. These documents endorse the public service values of
accountability, probity and openness.

17.2

This Standing Financial Instruction is intended to provide a brief overview of
requirements for fraud and other financial irregularity. The Board’s Fraud
Policy and Fraud Response Plan as approved by the Audit and Risk
Committee provides direction and support to those who may find themselves
dealing with cases of suspected theft, fraud and corruption. The Fraud
Policy was updated in June 2013 to reflect guidance received from the
SGHSCD through CEL 11 (2013) - Strategy to combat Financial Crime in
NHS Scotland.
Where this Standing Financial Instruction does not
specifically cover an issue the Fraud Policy and Response Plan should be
referred and adhered to.

B

Discovery of suspicious circumstances

17.3

The Instructions in this Section refer to action to be taken when a financial
irregularity is suspected.

17.4

Any member of staff suspecting fraud or misappropriation of monies should
inform one of the following persons:
•
•
•
•

Their Head of Department
An Executive Director
A Non-Executive Director
Fraud Liaison Officer (Chief Internal Auditor)

That individual will, if satisfied the suspicions are well founded, advise the
Director of Finance.
17.5

If the matter concerns an Executive Director then it should be reported to the
Chairman, Vice Chairman of the Board, or the Chair of the Audit and Risk
Committee who will discuss matters with the Fraud Liaison Officer and
Counter Fraud Services before agreeing the most appropriate course of
action.

17.6

Should an employee have concerns and feel they are unable to speak to
another member of staff they may either:
• use the Counter Fraud Services (CFS) Fraud Reporting Line 08000
151628, or
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•
•

17.7

If a concern is raised internally the Director of Finance will, as appropriate:
•
•
•
•
•

17.8

report suspicions (anonymously if desired) through the CFS Website www.cfs.scot.nhs.uk, or
ask for advice from the charity “Public Concern at Work” (Tel 0207 404
6609). They can provide independent and professional support and
advice to any employee with a concern.

discuss matters with the Chief Internal Auditor (Fraud Liaison Officer),
inform the Chief Executive,
inform the appropriate Head of Department/Executive Director,
advise the Chief Executive and Chairman of any suspected substantial
fraud or misappropriation, and
inform, as deemed appropriate, the Police, Counter Fraud Services
(CFS) and the Appointed Auditor.

Where preliminary investigations suggest that prima facie grounds exist for
believing that a fraud offence has been committed, CFS will undertake the
investigation, on behalf of, and in co-operation with the Board. At all stages
the Fraud Liaison Officer (Chief Internal Auditor) will be kept informed of
developments on such cases.
The investigation and subsequent action will be carried out by CFS in
accordance with the CFS Partnership Agreement with Health Boards in
direct consultation with the Fraud Liaison Officer.

17.9

C
17.10

In cases where the evidence suggests that the alleged offence relates to
theft, without any fraudulent element, the case will be referred to the Police,
as opposed to CFS who do not investigate the crime of theft.
Taking Action
Once the circumstances are known, the Director of Finance will take
immediate steps to ensure that so far as possible these do not recur. In
cases of fraud, the Fraud Liaison Officer will first consult with CFS as to
whether proposed action would prove prejudicial to the effective prosecution
of the case. CFS can advise on suitability and feasibility of concurrent
criminal, disciplinary and recovery actions.
In the event of a difference of opinion between the Director of Finance and
CFS, the Chief Executive will have the final decision.

17.11

It will be necessary to identify any defects in the control systems, which may
have enabled the initial loss to occur, and to decide on any measures to
prevent recurrence.

17.12

Any losses will be reported in accordance with the relevant section of the
Board’s Standing Financial Instructions and appropriate Scottish
Government guidance.
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17.13

CEL 10 (2010) relates to Enhanced Fraud Reporting and should be
followed. While normally there is no requirement to report individual cases
to the SGHSCD there may be occasions where the nature and scale of the
alleged offence or the position of the person or persons involved, could give
rise to national or local controversy and publicity. Moreover, there may be
cases where the alleged fraud appears to have been of a particularly
ingenious nature or where it concerns an organisation which other health
bodies have dealings with or any unusual or significant incidents involving
patients’ or endowment funds. In such cases, the SGHSCD must be notified
of the main circumstance of the case at the same time as an approach is
made to CFS.

17.14

Where the publicity surrounding a particular case of alleged financial
irregularity attracts enquiries from the press or other media, the Chief
Executive should ensure that the relevant officials are fully aware of the
importance of avoiding issuing any statements, which may be regarded as
prejudicial to the outcome of criminal proceedings.

17.15

The Chief Executive as Accountable Officer should decide on the suitability
of inclusion of material fraud issues within the Governance Statement.

D

Bribery

17.16

The Bribery Act 2010 has brought further obligations on NHS Dumfries and
Galloway and its staff.

17.17

NHS Dumfries and Galloway operates a zero tolerance approach to bribery,
whether direct or indirect, by, or of, its staff, agents or external consultants or
any persons or entities acting for it or on its behalf. The Board is committed
to implementing and enforcing effective systems throughout NHS Dumfries
and Galloway to prevent, monitor and eliminate bribery, in accordance with
the Bribery Act 2010.

17.18

NHS Dumfries and Galloway will not conduct business with service
providers, agents or representatives that do not support its anti-bribery
statement. We reserve the right to terminate contractual arrangements with
any third parties acting for, or on behalf of, NHS Dumfries and Galloway with
immediate effect where there is evidence that they have committed acts of
bribery.

17.19

The success of NHS Dumfries and Galloway anti-bribery measures depends
on all employees, and those acting for NHS Dumfries and Galloway, playing
their part in helping to detect and eradicate bribery. Therefore all employees
and others acting for, or on behalf of NHS Dumfries and Galloway are
encouraged to report any suspected bribery in accordance with Section D of
the Code of Corporate Governance – Fraud Policy and Action Plan.

17.20

Where there are grounds to suspect that bribery has occurred a response
shall be initiated as per section 3 of the Fraud Policy and Action Plan
contained within section D of the Code of Corporate Governance.
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SECTION 18: INFORMATION TECHNOLOGY AND SERVICES
18.1 The Director of Finance shall be primarily responsible for the accuracy and
security of the computerised financial data of DGHB and the design,
implementation and documentation of effective financial information systems,
and as such he shall:
a) Devise and implement any necessary procedures to protect the NHS Board
and individuals from inappropriate use, or misuse, of any financial and other
information held on computer files, for which the Director of Finance is
responsible, after taking account of the Data Protection Act 1998 and the
Computer Misuse Act 1990.
b) Ensure that adequate data controls exist to provide security of financial
applications during data processing, including the use of external agency
arrangements.
c) Be satisfied that adequate controls exist such that the computer operation is
separated from development, maintenance and amendment.
d) Ensure that an adequate management (audit) trail exists through the
computerised system.
e) Satisfy himself that new financial systems and amendments to current
financial systems are developed in a controlled manner and thoroughly
tested prior to implementation. Where this is undertaken by another NHS
Board or any other agency, assurances of adequacy will be obtained from
them prior to implementation.
f) Arrange that contracts for computer services for financial applications with
another NHS Board or any other agency shall clearly define the
responsibility of all parties for the security, privacy, accuracy, completeness
and timeliness of data during processing, transmission and storage. The
contract should also ensure rights of access for audit purposes.
18.2 Where another NHS Board or any other agency provides a computer service
for financial applications, the Director of Finance shall periodically seek
assurances that adequate controls outlined above are in operation.
18.3 The Director of Finance shall ensure that adequate controls exist to maintain
the security, privacy, accuracy and completeness of financial data sent over
transmission networks.
18.4 Where computer systems have an impact on corporate financial systems the
Director of Finance shall satisfy himself that:
a) systems acquisition, development and maintenance are in line with
corporate policies such as Information Technology Strategy;
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b) data produced for use with financial systems is adequate, accurate,
complete and timely, and that a management (audit) trail exists.
c) The Director of Finance staff have access to such data
18.5 The Director of Finance will ensure that such computer audit reviews as he
may consider necessary are being carried out.
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SECTION 19: ENDOWMENT FUNDS
19.1

Endowment funds are held on trust by DGHB for the proper control and
management of legacies, bequests or donations to hospitals or departments.
Management of funds is covered by the National Health Service Act 1977 as
amended and associated earlier legislation (the post 1948 fund).

19.2

Detailed Governance and operating instructions are contained in the
Endowment Funds – Charter and Standing Orders and Endowment Funds
Operating procedures. Both documents can be found on Hippo under
Finance

19.3

The Director of Finance shall maintain such accounts and records as may be
necessary to record and protect all transactions and funds of DGHB as
Trustees of non-exchequer funds, including an Investments Register. These
accounts and records should be maintained in accordance with legislative
requirements, Statement of Principles for Financial Reporting Interpretation
for Public Benefit Entities and any Directions of the First Minister.

19.4

All gifts, donations and proceeds of fundraising activities which are intended
for endowments shall be banked directly to the endowments’ bank account.

19.5

All gifts accepted shall be received and held in the name of DGHB and
administered in accordance with DGHB’s Endowment charter and standing
orders and operating procedures, subject to the terms of specific funds. As
DGHB can accept gifts for the purpose of the charity which is the
advancement of health, managers shall, in the cases of doubt, consult the
Director of Finance before accepting any gifts. Any gift over the value
£30,000 can only be accepted by the trustees. Advice to the trustees on the
financial implications of fundraising activities by outside bodies or
organisations shall be given only by the Director of Finance. Guidance on the
acceptance of charitable donations is given in CEL 40 (2009).

19.6

The Director of Finance shall be required to advise the trustees on the
financial implications of any proposals for fundraising activities which the
Board may initiate sponsor or approve.

19.7

The Director of Finance shall be kept informed of all enquiries regarding
legacies and shall keep an appropriate record. After the death of a testator
all correspondence concerning a legacy shall be dealt with on behalf of the
Board by the Director of Finance who alone shall be empowered to give an
executor a good discharge.

19.8

Endowment funds shall be invested by the Director of Finance in accordance
with the funds policy, which should be reviewed on a regular basis, and
subject to statutory requirements.

19.9

All property deeds shall be deposited either with DGHB’s bankers, an
approved investment advisor, or in a safe, or a compartment within a safe, to
which only the Director of Finance or his authorised deputy will have access.
Stocks and shares are now dealt with under the paperless Crest system via
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our investment advisor’s nominee account. Transactions and closing
balances relative to our investments are communicated quarterly.
19.10 Expenditure of any trust funds shall be in accordance with the endowment
fund operating procedures. Any single item of expenditure over £30,000 must
be approved by the trustees. In exceptional circumstances the Chief
Executive and Director of Finance can sign on behalf of the Trustees up to
the value of £100,000.
19.11 Where it becomes necessary for DGHB to obtain grant of probate, or to make
application for grant of letters of administration, in order to obtain a legacy
due to DGHB under the terms of a will, the Director of Finance shall be
DGHB’s nominee for the purpose.
19.12 Regular statements of movements and balances on Endowment Funds will
be issued by the Director of Finance to departments.
19.13 Each year the books of account, investment ledger, bank statements and
relative vouchers will be passed to an external auditor for confirmation of the
annual published accounts in line with the Charities Accounts (Scotland)
Regulations 2006.
19.14 Where satisfied, the Trustees Board shall approve the audited annual
endowment accounts and the forward plans for any endowment expenditure.
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SECTION 20: INTERNAL AUDIT
20.1

The purpose of Internal Audit is to provide an objective evaluation of and
opinion on the adequacy and effectiveness of internal control, governance
and risk management processes. The role of Internal Audit and scope of
activities are as set out in the Public Sector Internal Audit Standards adopted
by Scottish Government and NHS Scotland in April 2013.

20.2

Internal Audit operates in accordance with the Definition of Internal Auditing,
Code of Ethics and Standards detailed in the Public Sector Internal Audit
Standards. These provide a clear description of Internal Audits assurance
and consulting role. Any deviations from the standards will be reported to the
Audit and Risk Committee, and significant deviations will be considered for
inclusion in the Governance Statement.

20.3

In accordance with the Standards, the purpose, authority and responsibility of
the internal audit activity is formally defined in an Audit Charter, which has
been approved through Audit and Risk Committee.

20.4

Internal Audit should fulfil its objectives by the systematic, disciplined review
and evaluation of risk management, control and governance processes to:
a)
b)
c)
d)
e)
f)
g)

Establish and monitor the achievement of the Board’s objectives;
Identify, assess and manage the risks to achieving the Board’s
objectives;
Advise on, formulate and evaluate policy within the responsibilities of the
Accountable Officer and the Board;
Ensure the economical, effective and efficient use of resources;
Ensure compliance with established policies (including behavioural and
ethical expectations), procedures, laws and regulations;
Safeguard the Board’s assets and interests from losses of all kinds,
including those arising from fraud, irregularity or corruption;
Ensure the integrity and reliability of information, accounts and data,
including internal and external reporting and accountability processes.

20.5

The Director of Finance shall be responsible for ensuring that there are
arrangements to measure, evaluate and report on the effectiveness of
internal control and efficient use of resources by the establishment of an
adequate internal audit function headed by a Chief Internal Auditor of
sufficient status.

20.6

The Chief Internal Auditor will be selected and appointed by a panel chaired
by a non-executive director, preferably the Chair of the Audit and Risk
Committee. The Chair of the Audit and Risk Committee will approve the
composition of the panel and the Audit and Risk Committee will approve the
appointment.

20.7

The Chief Internal Auditor is responsible for appointing members of the
Internal Audit team. The Chief Internal Auditor will appoint appropriate
individuals to ensure skills and experience are continually introduced and
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developed within the section. The Chief Internal Auditor will ensure that staff
maintain professionalism and that there are adequate resources to deliver
Internal Audits assurance and consulting services.
20.8

While maintaining independence, the Chief Internal Auditor shall report
managerially to the Director of Finance, who will undertake the Chief Internal
Auditor’s eKSF appraisal. Every year, the Chief Executive, Director of
Finance, Chair of Audit and Risk Committee and Chief Internal Auditor will
review the management reporting line to confirm that Internal Audit’s
independence remains intact. The results of the review will be reported to the
Audit and Risk Committee. If necessary, the Chief Internal Auditor’s
management reporting line will be revised to ensure independence is
maintained.

20.9

The Chief Internal Auditor has direct access and freedom to report to the
Chair of the Audit and Risk Committee, Chief Executive, Chairman and the
Board. Within this right, the Chief Internal Auditor has freedom to meet in
private with the Chair of the Audit and Risk Committee, notwithstanding the
need to meet formally on an annual basis.

20.10 The Chief Internal Auditor shall prepare and submit an annual risk-based
audit plan for approval through the Audit and Risk Committee. This will
indicate the extent of audit cover proposed and will provide a detailed plan for
the forthcoming year with an indication of the audit planning approach and
rationale to be used for following years.
20.11 To ensure audit’s focus on appropriate areas, where possible scopes will be
jointly agreed with managers, although Internal Audit has the right to
determine audit scopes, perform work and issue reports free from
interference. In particular, Internal Audit has the right to issue reports without
necessarily obtaining agreement or approval from Directors or operational
managers.
20.12 Internal Audit is entitled, without necessarily giving prior notice, to require and
receive:
a)

b)
c)
d)

access to and, if required, possession of all records, documents,
correspondence and information relating to any transactions or matters,
financial or non-financial. This includes documents of a confidential
nature;
access at all reasonable times to any land, premises or employee of the
Board;
the production or identification of any cash, stores or other property of
the Board under an employee’s control; and
explanations concerning any matter under investigation or review.

20.13 Management Team and departmental managers are responsible for the
implementation and operation of satisfactory systems and procedures that
impact on financial systems, taking guidance from the Director of Finance, as
appropriate.
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20.14 Directors and operational managers are required to respond fully to the
preliminary audit report within one month of the issue date. Responses
should be presented within the Management Action Plan at the end of the
report. Managers are encouraged to discuss feasible actions with Internal
Audit to agree a mutually acceptable outcome. If an appropriate response is
not received, Internal Audit can deem the preliminary audit report and audit
recommendations as being fully accepted.
20.15 Directors and operational managers must address issues raised in audit
reports by the agreed target dates. Internal Audit will follow-up on the
completion of management actions and report to Audit and Risk Committee
on progress on their implementation. Failure to complete agreed actions or
take remedial action on time shall be reported to the Audit and Risk
Committee and Chief Executive. Where, in exceptional circumstances, the
use of normal reporting channels could be seen as a possible limitation on
the objectivity and independence of the audit, the Chief Internal Auditor shall
have access to report directly to the Chair of the Audit and Risk Committee.
20.16 In addition to the appropriate Directors and operational managers, Internal
Audit will issue copies of final audit reports to the Chief Executive and the
Boards External Auditors.
20.17 In addition to standard audit reports the Chief Internal Auditor shall report
regularly to the Audit and Risk Committee on the extent of audit cover
achieved, providing a summary of audit activity during the reporting period,
detailing the degree of achievement of the approved plan and the assurances
gained from the work undertaken.
20.18 The Chief Internal Auditor will normally attend Audit and Risk Committee
meetings to present reports for consideration.
20.19 The Chief Internal Auditor shall prepare an annual report to be considered by
the Audit and Risk Committee. The annual report will aim to provide
confirmation that:
a)
b)

c)

adequate and effective internal controls were in place throughout the
year;
the Chief Executive as Accountable Officer has implemented a
governance framework sufficient to discharge the responsibilities of this
role; and
the internal audit plan has been delivered in line with the Public Sector
Internal Audit Standards.
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SECTION 21: THIRD PARTY ASSETS
21.1

DGHB has a responsibility to provide safe custody for money and other
personal property handed in by patients, in the possession of unconscious or
confused patients or found in the possession of patients dying in hospital or
dead on arrival.

21.2

Staff, on appointment, shall be informed in writing of their responsibilities and
duties for the administration of the property of patients.

21.3

In the case of adults with incapacity, the Adults with Incapacity (Scotland) Act
2000 will be complied with by staff.

21.4

The accounts and records of Third Party Assets shall be subject to an
External Audit each year.

21.5

Patients shall be warned that DGHB cannot accept responsibility for patients'
cash and valuables unless such cash and valuables are deposited with
DGHB for safe custody. If cash and valuables are so deposited, an official
receipt will be made out and this receipt must be produced when the cash
and valuables are handed back to the patient or patients' representative.
Notices to this effect should be displayed at appropriate points throughout
DGHB. Patients' relatives or representatives should be encouraged, with the
patient's consent, to take cash and valuables away whenever possible.

21.6

The Director of Finance shall ensure that detailed written instructions are
provided on the collection, custody, investment, recording, safekeeping and
disposal of patients' property for all staff whose duty it is to administer in any
way the property of patients. The said instructions shall cover the necessary
arrangements for withdrawal of cash or disbursement of money held in
accounts of patients who are incapable of handling their own financial affairs.
The instructions shall be in compliance with the Adults with Incapacity
(Scotland) Act 2000 and Department of Work and Pensions Appointee
Guidance.

21.7

Patients' income, including pensions and allowances shall be dealt with in
accordance with current Department of Health and Department for Work and
Pensions’ instructions. For long stay patients, the Chief Executive shall
ensure that positive action is taken to use their funds effectively.

21.8

Bank or Building Society accounts for patients' money shall be opened and
operated under arrangements agreed by the Director of Finance.

21.9

A patient's assets sheet, in a form determined by the Director of Finance,
shall be maintained in wards for each patient and full records will be kept by
the Patients' Funds Office.

21.10 Assets which has been handed in for safe custody shall be returned to the
patient when required and the return shall be receipted by the patient or
guardian as appropriate and witnessed.
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21.11 The disposal of assets of deceased patients shall be effected by the officer
who has been responsible for its security. Such disposal shall be in
accordance with the written instruction issued by the Director of Finance and
referred to in paragraph 21.3 above; and in particular where cash or valuables
have been deposited for safe custody they shall only be released after written
authority has been given by the Director of Finance. Such authority shall
include details of the lawful kin or other person entitled to the cash and
valuables in question.
21.12 In all cases where assets, including cash and valuables, of a deceased
patient is of a total value of more than £5,000 (or such amount as may be
prescribed by any amendment to the Administration of Estates (Small
Payments) Act 1965), the production of probate or letters of administration
shall be required before any of the property is released. Where the total
value of the property is £5,000 or less, forms of indemnity shall be obtained.
21.13 In cases where details of next of kin are not available or unresponsive to
correspondence staff should contact The Queen’s and Lord Treasurer’s
Remembrancer for guidance.
21.14 Any funeral expenses necessarily borne by DGHB are a first charge on a
deceased person's estate. Where arrangements for burial or cremation are
not made privately any cash of the estate held by DGHB may be appropriated
towards funeral expenses, upon the authorisation of the Director of Finance.
No other expenses or debts shall be discharged out of the estate of a
deceased patient.
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SECTION 22: PRIMARY CARE PAYMENTS
22.1

In accordance with SGHSCD Arrangements, the Practitioner Services
Division (PSD) of National Services Scotland (NSS) is the payments agency
for all Family Health Service (FHS) contractor payments. This will cover:


GMS Cash Limited;



Prescribing/Dispensing;



FHS Non-cash Limited;

22.2

The Director of Finance is responsible for entering into a partnership
agreement with PSD covering the validation, payment, monitoring and
reporting responsibilities and the provisions of an audit service by NSS
internal and external auditors.

22.3

The Director of Finance shall approve additions to, and deletions from,
approved lists of contracts against pre-determined criteria within prescribed
timescales.

22.4

The Chief Executive shall:

22.5



Ensure that lists of all contracts for which DGHB is responsible are
maintained in an up-to-date condition;



Ensure systems are in place to deal with applications, resignation etc
within appropriate terms and conditions.

The Director of Finance shall ensure that systems are in place, either locally
or specified in the service agreement, to provide assurance that:


Only contractors who are included on DGHB’s approved lists receive
payments;



Regular independent verification of claims is undertaken to confirm that
rules have been correctly and consistently applied;



Arrangements are in place to identify contractors receiving exceptionally
high or low payments and in such circumstances ensure that a report is
received after investigation;



Payments made by the NSS are monitored and reported along with
other expenditure information to the Board and that payments reconcile
and agree to the payment data;



Payments on behalf made by the NSS are based on pre-payment
authorisation;
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Reconciliations and cash adjustments for cross boundary flow
expenditure is undertaken;



All potential instances of fraud in relation to their practitioners are
followed up.

22.6

To meet these requirements the Director of Finance will establish Financial
Operating Procedures which are subject to regular review in the light of
additional guidance and SGHSCD guidance.

22.7

The Director of Finance will ensure that budgets are prepared annually for all
Primary Care Payments and that appropriate budgetary control procedures
are applied. In the case of non cash limited payments these budgets will be
indicative only.

22.8

The Director of Finance shall prepare a virement policy, specifically relating to
Primary Care Payments conforming to Scottish Government guidelines on
transfers of budgets between categories and all virements will be undertaken
in accordance with this.

22.9

The Director of Finance shall periodically assess the accuracy with which the
NSS makes payments to DGHB’s independent medical, dental,
pharmaceutical, and ophthalmic practitioners and report this to appropriate
managers within DGHB or the Scottish Government.
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DUMFRIES & GALLOWAY NHS BOARD
SCHEME OF DELEGATION

1.

Scheme of Delegation arising from Standing Orders

Area of Responsibility/Duties Delegated
1.1
1.2
1.3

1.4
1.5
1.6

Delegated to/ Lead
Authorised Deputy
Director
Maintenance of Register of Board Corporate
Business
Members Interests
Manager
Maintenance of Register of gifts/ Chief Executive
Corporate Business
hospitality and interest in contracts.
Manager
Execution of documents on behalf of Chief Executive and
Scottish Ministers relating to property Director of Finance
transactions.
Update and changes to Standing NHS Board
Orders.
Responsibility for preparation and Chief Executive
update of Scheme of Delegation.
Responsibility for preparation and Director of Finance
update
of
Standing
Financial
Instructions.

Director of Finance
Deputy Director
Finance

of

Financial Value
£’m

Constraints/Reference

All signatures to be in
accordance
with
the
Property
Transactions
Manual.
All changes must be
approved by NHS Board.
Board approval required.
Audit and Risk Committee
approval required.
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2

Corporate Governance – arising from Standing Financial Instructions

Area of Responsibility/Duties Delegated

2.2

Delegated to/ Lead
Director
System for funding decisions and Director of Finance
business planning.
Preparation of Financial Plans
Director of Finance

2.3

Preparation of Capital Plan

Director of Finance

2.4

Preparation of Business Cases

Chief Operating
Officer/ Executive Lead
as appropriate

2.5

Business Cases up to £500k

Chief Executive / Chief
Operating Officer /
Director of Finance

Limit
as
Capital Plan

2.6

Business Cases between £500k and Local
Capital
within delegated limit of £1m
Investment
Group/
Management Team (as
required)
Business Cases above delegated Local
Capital
limit of £1m (both OBC and FBC Investment
Group/
approval)
Management Team
Approval of 5year Capital and NHS Board
Revenue Plans

Limit
as
Capital Plan

2.1

2.7

2.8

2.9

Land and Buildings purchase, sale or NHS Board
acquisition

Authorised
Deputy
N/A
To be specifically
nominated
in
event of extended
absence
To be specifically
nominated
in
event of extended
absence
General Manager

Financial Value
£’m

Constraints/Reference

In accordance with Standing
Financial Instructions
Board Approval required by NHS Board

NHS
Revenue
Resource Limit
As per
Plan

Capital Approval required by NHS Board

Limit
as
Capital Plan

Limit
as
Capital Plan

per Approval by Management Team/
Local Capital Investment Group
and
onward
approval
in
accordance with capital policies
and SG guidance
per Local Capital Investment Group.
All business cases should be
considered by HMB/ PCMB and
MHMB prior to submission to CIG
per Approval by NHS Board

per Approval by NHS Board and
Scottish
Government
Health
Department CIG

Chief
Executive
paperwork

can

sign
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SCHEME OF DELEGATION
Area of Responsibility/Duties Delegated
2.10 Management of buildings and land

Delegated to/ Lead
Director
Chief Operating Officer

2.11 Framework Scotland

NHS Board

2.12 Southwest Hub

NHS Board

Authorised
Deputy
General Manager
- Operations

Financial Value
£’m

Constraints/Reference
In accordance with the property
transactions handbook.
The initial approval of whether a
scheme is suitable for the
application of the Framework
Scotland methodology to a
construction project is a decision
which is reserved for Board
following
review
by
NHS
Dumfries and Galloway’s Capital
Investment Group who will
scrutinise the proposal.
The Initial approval of whether a
scheme is suitable for the
application of the design, build,
finance and maintain or design
and build methodology to a
construction project is a decision
which is reserved for Board
following
review
by
NHS
Dumfries and Galloway’s Capital
Investment Group who will
scrutinise the proposal.

2.13 Post Project Evaluation
Planning and Monitoring PPE for
Capital Projects
Local CIG
a) Mandatory

>£1.5m

Approval required through local
CIG for onward circulation to
NHS
Board/Performance
Committee.
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Area of Responsibility/Duties Delegated

Delegated to/ Lead
Director

Authorised
Deputy

Financial Value
£’m

Constraints/Reference
As governed by the SCIM, for
capital projects between £1.5m
and £5m an annual summary
report must be submitted to the
SGCPAMD by 30th June. For
capital projects in excess of £5m
PPE reports must be submitted
directly to the SGCPAMD.

b)

Local arrangements

Director of Finance

< £0.5m

SCIM guidance promotes best
practice in the PPE of all capital
projects.
Approval by local CIG based on
nature of project and onward
approval in accordance with
capital policies and SCIM post
project evaluation guidance.

Local CIG

2.14 Budget Setting for NHS Board

Director of Finance

2.15 Financial Systems and Operating Director of Finance
Procedures

> £0.5m < £1.5m

Deputy Director
of
Finance/
Divisional
Finance
Managers
Deputy Director
of Finance

Approval required through local
CIG, but in condensed PPE
format for onward circulation to
NHS
Board/
Performance
Committee.

Limit as set in
context of agreed
Financial Plan

N/A
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Area of Responsibility/Duties Delegated

Delegated to/ Lead
Director
2.16 Authority to commit expenditure for Chief Executive or
which no provision has been made in Director of Finance
approved plans/budgets
Director of Finance &
Chief Executive
Board
Director of Finance

2.17 Financial Monitoring System
2.18 Maintenance/Operation
Accounts

of

Bank Director of Finance

2.19 Annual Accounts signatories

2.20 Audit Certificate
2.21 Preparation
of
Governance
Statement
2.22 Performance Management Reporting
Arrangement
2.23 Losses and Special Payments
including clinical claims/ other
settlements (legal claims)
2.24 Preparation of Local Delivery Plan

2.25 Preparation of Corporate Objectives

Authorised
Deputy

Financial Value
£’m
< £0.5m

> £0.5m

>£1m
Deputy Director
of Finance
Deputy Director N/A
of Finance

Chief Executive
and
Director of Finance
Appointed Auditors

N/A

Chief Executive

Director
Finance

N/A

N/A
of N/A

Constraints/Reference
Subject
to
confirmation
of
revenue
affordability
and
reporting items above £0.5m to
the Board.

Subject
to
appointment
Bankers by Board.

of

Subject to review of national
arrangements.
In accordance with Scottish
Accounts Manual.
In accordance with
Accounts Manual.
In accordance with
Accounts Manual.

Scottish
Scottish

Chief Operating Officer
See details in section
12
Chief Operating Officer Efficiency
/ Director of Finance Productivity
(financial plan)
Manager
Chief Executive

Per SGHSCD guidance.

&

Supported by financial plan
prepared by Director of Finance
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Area of Responsibility/Duties Delegated
2.26 Non Profit
Projects

Distributing

Delegated to/ Lead
Director
Capital NHS
Board/
Performance
Committee

Authorised
Deputy

Financial Value
£’m

Constraints/Reference
In line with approvals process
outlined table 2, see page 21.
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3

Healthcare Governance

Area of Responsibility/Duties Delegated
3.1

3.2
3.3

3.4

3.5

Delegated to/ Lead
Director
Approval
of
research
and Medical Director
development
studies
including
associated
clinical
trials
and
indemnity
agreements
for
commercial studies.
Preparation of Patients Complaints Executive
Nurse
Policy.
Director
Monitoring
arrangements
and Executive
Nurse
reporting of complaints.
Director
Compliance and adherence to
national standards in healthcare
acquired infection.
Compliance and adherence to
national
standards
in
decontamination.

Executive
Director
Executive
Director

Authorised Deputy
Associate
Director

Financial Value
£’m
Medical N/A

Associate Director of N/A
AHPs
Associate Director of N/A
AHPs – Lead for
Patient Experience
Nurse Infection
Control
Manager
Nurse Infection
Control
Manager/General
Manager Operational
Services

Constraints/Reference
Ethics
Committee
approval required

Healthcare Governance
Committee
Healthcare Governance
Committee
Link
to
Healthcare
Governance and Infection
Control Committee.
Link
to
Healthcare
Governance and Infection
Control Committee.
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4

Staff Governance

Area of Responsibility/Duties Delegated
4.1

Delegated to/ Lead
Director
Implementation of Staff Governance Workforce Director
Standards.

4.2

Preparation of Human Resources Workforce Director
Plan, policy and strategy.

4.3

Preparation of Human Resources Workforce Director
policies and procedures.

4.4

Preparation
Employment.

4.5

Executive and Senior Manager pay – Workforce Director
implementation
of
terms
and
condition/ performance pay.

of

Contracts

of Workforce Director

Authorised Deputy
Deputy Director for
Human
Resources
and
Staff
Governance
Deputy Director for
Human
Resources
and
Staff
Governance
Deputy Director for
Human
Resources
and
Staff
Governance
Deputy Director for
Human
Resources
and
Staff
Governance

Financial Value
£’m

Constraints/Reference

Approval required through
Area Partnership Forum

Compliance with current
legislation and agreed
terms and conditions
Compliance with current
legislation and agreed
terms and conditions.
Requires approval by
Remuneration Committee.
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5

Risk Management

Area of Responsibility/Duties Delegated

Delegated to/ Lead
Director

Risk Management
5.1 Preparation of Risk Management Executive
Strategy
Director

5.2

Preparation and Management
Corporate Risk Register

5.3

Authorised Deputy

Nurse Associate
Director

Financial Value
£’m

Constraints/Reference

Nurse N/A

NHS HIS Clinical Governance
and
Risk
Management
Standards

of Chief Executive

Nurse Director

N/A

NHS QIS Clinical Governance
and
Risk
Management
Standards

Policies and Procedures
Child Protection Policies

Chief Executive

Nurse Director

N/A

Regional Multi-agency Child
Protection Committee

Prescribing Policies

Medical Director

Chief Pharmacist

N/A

5.4
5.5

Health and Safety – staff
Health and Safety - buildings

Chief Executive
Chief Executive

5.6

Fire Safety

Chief Executive

Workforce Director
N/A
Chief
Operating N/A
Officer
Chief
Operating N/A
Officer

As per resource constraints of
Prescribing Management
Board
Area Partnership Forum
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6

Access

Area of Responsibility/Duties Delegated

Delegated to/ Lead
Director
Chief Operating Officer

6.1

Waiting Times.

6.2

Public Information on access to Chief Operating Officer
services.

6.3

Procedure for patients who wish to Medical Director
appeal against clinical decisions on
their continuing care.

7

Person Centred Health and Care

Area of Responsibility/Duties Delegated
7.1
7.2

8

Delegated to/ Lead
Director
Designated Director for Person Executive
Nurse
Centred Health and Care
Director
Compliance with guidelines on Executive
Nurse
Chaplaincy and Spiritual Care Director
strategy implementation.

8.2

General Manager –
Acute & Diagnostics
Patient
Experience
and Communications
Manager
Associate
Medical
Director (Medical)

Authorised Deputy

Financial Value
£’m

Constraints/Reference
Within
limits.

overall

budgetary

N/A

N/A

Financial Value
£’m

Associate Director for
AHPs
Associate Director for
AHPs

CEL 6(2008)

Constraints/Reference
Healthcare
Governance
Committee
Spiritual Care Committee

Health Promotion and Education

Area of Responsibility/Duties Delegated
8.1

Authorised Deputy

Delegated to/ Lead
Director
Health
Education
and
health Director
of
Public
Promotion Strategies.
Health
Public
Health
information Director
of
Public
dissemination.
Health

Authorised Deputy
Consultant in Public
Health Medicine
Consultant in Public
Health Medicine

Financial Value
£’m

Constraints/Reference
Link
to
Primary
and
Community Care Directorates
Link
to
Primary
and
Community Care Directorates
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9

Information Governance

Area of Responsibility/Duties Delegated

9.3

Delegated to/ Lead
Director
Responsibility
for
Information Medical Director
Management Systems & Strategy.
Clinical Responsibility for IM&T Medical Director
Strategy.
Data Protection Act.
Medical Director

9.4

Caldicott Guardian.

Medical Director

9.5

Freedom of Information Policy.

Chief Executive

10

Emergency and Continuity Planning

9.1
9.2

Area of Responsibility/Duties Delegated

Delegated to/ Lead
Director
10.1 Preparation and maintenance of a Chief Executive
comprehensive Emergency Plan.
10.2 Preparation and maintenance of a Chief Executive
Business Continuity Plans.

Authorised Deputy
General Manager –
eHealth
E Health Clinical
Lead
General Manager –
eHealth
Director of Public
Health
Head of
Communications

Authorised Deputy
Emergency Planning
Manager
Chief
Operating
Officer

Financial Value
£’m
N/A

Constraints/Reference

N/A
N/A
N/A
N/A

Financial Value
£’m
N/A

Constraints/Reference

N/A

All
directors
have
responsibility for their area of
the business
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11

Scheme of Delegation - Operational Activities

Area of Responsibility/Duties Delegated

Delegated to/ Lead
Director

Tenders
11.1 Issue of tender documents – items Procurement
Senior
supplied
under
normal Lead
circumstances.
11.2 Issue of tender documents – other Relevant Manager
services.
11.3 Return of tender documents.
Corporate
Business
Manager
11.4

Recommendation for acceptance.

Corporate
Manager

11.5

Authorise post tender negotiation.

11.6

Undertake post tender negotiation.

11.7

Reporting to Board.

Chief Executive
and
Director of Finance
Relevant Manager &
Corporate
Business
Manager
Director of Finance

Authorised
Deputy

Financial Value
£’m

Constraints/Reference

All

Includes IT & Estates
Secure arrangements for
receiving storing and opening
tender documents.
Any Director not wishing to
accept the lowest tender is
required to let the Corporate
Business Manager know in
writing which tender has been
accepted and the reasons
why and also the reasons
why the lowest tender has not
been accepted. In all cases
this will be reported to the
Board’s Audit and Risk
Committee at the next
available meeting.

Business

>£250,000

Quarterly reporting
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Area of Responsibility/Duties Delegated
11.8

11.9

Delegated to/ Lead
Director
Contract documents signed under Minimum two Board
deed.
members

Signing of Documents

11.10 Signing of Documents

Authorised
Deputy

Financial Value
£’m

Relevant Manager

Chief Executive

Contracting for Patient Services
11.11 All patient services that are required Chief Executive and
are available.
Finance Director
11.12 Approval of Exceptional Referrals Medical Director
including Non Contracted Activity
and Unplanned Activity.

11.13 Signing of Documents
Director of Finance
• Services Level Agreements with
• Health Boards/Trusts
11.14 Waiting list initiative agreements with Chief Operating Officer
private providers.
11.15 Resource Transfer Agreements.

Chief Executive

11.16 Regional Planning Group Decisions.

Chief Executive

< £250,000

Director of Finance

Consultant in
Public Health
Medicine

Other authorised
approvers as
delegated
General Manager –
Acute &
Diagnostics
Director of Finance



Constraints/Reference
The deed, whether or not
signed under the Board’s
seal, must be entered into an
appropriate record.
Subject to previous agreed
business case and within
delegated limits

£250,000

Where other agreements do
not exist, must be within the
budgets approved by the
Board.
The Medical Director chairs
the
Exceptional
Referral
Panel
which
meets
to
approve all cases.
Authorised approvers list held
within Finance Directorate

In
accordance
appropriate guidance.
* See note below

with
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Area of Responsibility/Duties Delegated

Delegated to/ Lead
Director
11.17 Patients Travel including ex gratia Director of Finance
claims

Authorised
Deputy
Deputy Director of
Finance

Financial Value
£’m

Constraints/Reference
In line with NHS travel
scheme and local policy.

Finance Manager
Delegation of Budgets
11.18 Delegation of directorate budgets.

Directors

11.19 Virement
of
Budget
between Budget
approved Operational Budgets.
discretion
agreement
Divisional
Manager

11.20 Virement of Budget

Designated
Officers
holder’s
and
in
with the
Finance

Up to £25k

£25k+

Agreement
of
the
relevant director and
Director of Finance
Chief
Executive/
Director of Finance

Operation of Bank Accounts and Funds
11.21 Operation of bank accounts and Director of Finance
detailed financial systems.
11.22 Authorised bank signatories.
Director of Finance

With the approval of the
Director of Finance

The Director of Finance has
overall
responsibility
for
authorising
virements
between budget headings
following approval of the
financial plan by the Board.
Deputy Director of
Finance
Designated
Officers

Additions to the list of
authorised signatories require
authorisation of the Audit and
Risk Committee. The Director
of Finance may delete all or
part of an authorised
signatory list.
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DUMFRIES & GALLOWAY NHS BOARD
SCHEME OF DELEGATION
Area of Responsibility/Duties Delegated

Delegated to/ Lead
Director

Authorised
Deputy

Financial Value
£’m

Constraints/Reference

11.23 Cheque signatories – Exchequer
a) Payments up to £5k
b) Payments in excess £5k
11.24 Cheque Signatories –
Funds and Endowments
Payments < £1,000

< £5k

Any one authorised
signatory
Two
authorised
signatories

As approved by Audit and
Risk Committee.

> £5k

Patient

As approved by the Audit and
Risk Committee

Any one authorised
signatory
Payments > £1,000
Any two authorised
signatories
11.25 Setting of Fees and Charges Private Chief Operating Officer
patients, overseas visitors, income and
appropriate
generation and other patient related General Manager
services
11.26 Management
of
non-exchequer Director of Finance
funds (endowments)
11.27 Endowments
a) Income > £30,000
Director of Finance
b) Expenditure < £30,000
c) Expenditure > £30,000

< £1,000

Deputy Director of
Finance

Director of Finance

11.29 Equipment Maintenance Contracts

Budget holder

In conjunction with Finance
Manager.

Investment
Advisors
Trustee’s
Fund Holder
Trustees

Ordering of Supplies/Goods
11.28 Lease Car Contracts

£1,000

Deputy Director of
Finance

Income > £30,000
Expenditure <
£30,000
Expenditure >
£30,000

As approved by the Audit and
Risk Committee.
In exceptional circumstances
the Chief Executive and
Director of Finance can sign
on behalf of the Trustee’s.
This must be subsequently
ratified by the Trustee’s at a
future meeting

Finance Manager signs off
lease car value for money as
compared to travel.
Subject to containment within
delegated budget

175

300

DUMFRIES & GALLOWAY NHS BOARD
SCHEME OF DELEGATION
Area of Responsibility/Duties Delegated
11.30 PFI/PPP/NPD arrangements

Delegated to/ Lead
Director
Chief Executive

Authorised
Deputy

Financial Value
£’m

Director of Finance

11.31 Operating Leases for Equipment and Chief Executive
vehicle
Director of Finance

11.32 Equipment Purchase Contracts

11.33 Property Leases

Lifetime value over
£1m
Lifetime value over
£100k
Lifetime value under
£100k

Budget Holder (with
agreement
of
Divisional
Finance
Manager
Chief
Operating
Officer/ Director of
Finance

Chief Executive or
Director of Finance

Constraints/Reference
All
approvals
for
such
arrangements
must
be
subject to a business case to
demonstrate value for money
and be approved by the
Board.
In all cases option appraisal,
VFM
and
affordability
calculation
must
be
completed in accordance with
appropriate guidance.

All equipment must be agreed
as part of the equipment
replacement
programme
through
local
CIG.
Emergency replacements can
be agreed by the Director of
Finance.
Chief Operating
Officer

All property leases must be
considered and approved by
local CIG.

11.34 Funding Offers for GP premises Chief Executive or
developments (reimbursement)
Chief Operating Officer
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DUMFRIES & GALLOWAY NHS BOARD
SCHEME OF DELEGATION
Area of Responsibility/Duties Delegated
11.35 GP Improvement Grants

Delegated to/ Lead
Director
Primary
and
Community
Care
Management Board

11.36 Contracts for the supply of service by General Manager
NHS D&G to non NHS organisations
11.37 Computerised financial data
Director of Finance

Authorised
Deputy
Deputy Director of
Finance
Primary Care
Development
Manager

Financial Value
Constraints/Reference
£’m
Grants up to £10k to Grants must be within
be agreed by
budgetary limits.
Deputy Director of
Finance
In excess of £5k by
PCCMB
In agreement with Divisional
Finance Manager

Deputy Director of
Finance

11.38 Insurance

Director of Finance

CNORIS and all
insurance matters

11.39 Car Lease Scheme

Workforce
Director
and
Director
of
Finance

11.40 Stock Control

Director of Finance

Designated Officer

In accordance with the
guidelines issued by the
Scottish Government. New
arrangements
should
be
approved
by
the
Remuneration
Sub
Committee of the Staff
Governance Committee.
Finance maintain a list of key
contacts who are responsible
for stock control within their
department

11.41 Disposal of Assets

Director of Finance

Head of Estates
and Property

*

other

The Chief Executive will have authority (which may be delegated on a case by case basis) to commit the Board to the decisions of
a Regional Planning Group acting in accordance with HDL (2004)46 and its own agreed constitution and procedures. In
exercising this authority, the Chief Executive will, wherever possible:
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DUMFRIES & GALLOWAY NHS BOARD
SCHEME OF DELEGATION



bring to the Board, in advance of a Regional Planning Group decision, any issue which, had it been a purely local issue, would be of
such financial magnitude or service impact, that it would have been a decision reserved for the Board. This is to ensure that on matters
of strategic importance, the views of the full Board can be represented, via the Chief Executive, to the Regional Planning Group.
communicate to the next available Board any Regional Planning decision which cannot be covered by approved budgets or reserves.
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DUMFRIES & GALLOWAY NHS BOARD
SCHEME OF DELEGATION
12

Scheme of Delegation – Losses and Special Payments

Item
No

1
2
3
4
5
6
7

8
9
10
11
12
13
14
15

16

17
18

Category

Theft/Arson/Wilful Damage
Cash
Stores/Procurement
Equipment
Contracts
Payroll
Buildings & Fixtures
Other
Fraud/Embezzlement/Corruption/Theft (where documentation has been
falsified), & attempts to perpetrate any of these activities
Cash
Stores/Procurement
Equipment
Contracts
Payroll
Other
Nugatory & Fruitless Payments
Claims Abandoned
(a) Private Accommodation
(b) Road Traffic Acts
(c) Other
Stores Losses
Incidents of Service:
Fire
Flood
Accident
Deterioration in Store
Stocktaking Discrepancies

Delegated Authority (per case) £
Audit and Risk
Committee
and SGHSCD

Chief Executive
and Director of
Finance

> 15,000
> 30,000
> 15,000
> 15,000
> 15,000
> 30,000
> 15,000

15,000
30,000
15,000
15,000
15,000
30,000
15,000

> 15,000
> 30,000
> 15,000
> 15,000
> 15,000
> 15,000
> 15,000

15,000
30,000
15,000
15,000
15,000
15,000
15,000

> 15,000
> 30,000
> 15,000

15,000
30,000
15,000

> 30,000
> 30,000
> 30,000
> 30,000
> 30,000

30,000
30,000
30,000
30,000
30,000

Corporate Business
Manager/ Deputy
Director of Finance
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DUMFRIES & GALLOWAY NHS BOARD
SCHEME OF DELEGATION
Item
No

19
20

21
22
23
24
25
26
27
28
29
30

31
32
33

Category

Other Causes
Losses of Furniture & Equipment and Bedding and Linen in circulation
Incidents of Service:
Fire
Flood
Accident
Disclosed at Physical Check
Other Causes
Compensation Payments - legal obligation
Clinical
Non Clinical
Ex-gratia Payments
Extra-contractual Payments
Compensation Payments - Ex Gratia - Clinical
Compensation Payments - Ex Gratia - Non Clinical
Compensation Payments - Ex Gratia - Financial Loss
Other Payments
Damage to Buildings and Fixtures
Incidents of Service:
Fire
Flood
Accident
Other Causes
Extra-Statutory & Extra-Regulationary Payments
Gifts in Cash or Kind
Other Losses

Delegated Authority (per case) £
Audit and Risk
Committee
and SGHSCD
> 30,000

Chief Executive
and Director of
Finance
30,000

> 15,000
> 15,000
> 15,000
> 15,000
> 15,000

15,000
15,000
15,000
15,000
15,000

> 250,000
> 100,000

250,000
100,000

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

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

> 30,000
> 30,000
> 30,000
> 30,000
Nil
> 15,000
> 15,000

30,000
30,000
30,000
30,000
Nil
15,000
15,000

Corporate Business
Manager/ Deputy
Director of Finance

5,000
5,000

500
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Schedule of Decisions Reserved for Full Board
The following items may only be approved by decision of the full Board:
a)
b)
c)
d)
e)
f)

g)
h)
i)
j)
k)
l)

all strategic plans relating to Dumfries and Galloway wide services or major service changes proposed for locality services;
the annual revenue budget and five year financial plan;
Board Standing Orders;
the establishment, terms of reference, reporting arrangements and membership of Board Committees;
the 5 year capital plan, the annual capital budget, and individual business cases over £500,000;
acquisition and disposal of any land and property by DGHB and recommendations to the Scottish Government relating to the
closure or change of use of hospitals. The Board delegates authority to the Chief Executive or Finance Director to authorise
any leases in and out where the annual rental does not exceed £50k per annum and the lifetime lease cost does not exceed
£200k; following approval by Capital Investment Group
approval of expenditure over £30,000 from endowment funds;
decisions regarding investment policy and discharge of the Boards responsibilities as Trustees;
annual report and annual accounts.
Scheme of Delegation (SoD)
the Performance Committee will have deferred authority from the Board to approve time critical issues that fall outwith the bimonthly Board meeting cycle.
Approval of financial close and sign up to a PFI/ NPD contract or variation.

Authority Delegated to Board Committees
Audit and Risk Committee:
•
•
•
•
•

Approval of all Audit Plans, including those submitted by Audit Scotland.
Monitoring of financial risk management to the Audit and Risk Committee.
Approval of changes to Standing Financial Instructions.
Approval of changes to bank account signatories
Overall audit arrangements.

Advisory Appointments Committees:
•

Authority to make appointments, with decisions being reported to the next available Board meeting.

Performance Committee
•

Approval of stages for Non Profit Distributing Capital Scheme in accordance with NHS Dumfries and Galloway Scheme of
Delegation.
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•

Deferred authority from the Board to approve time critical issues that fall outwith the bi-monthly Board meeting cycle.

Staff Governance Committee/Remuneration Committee:
•
Decisions relating to Executive and Senior Managers’ pay, in line with extant Scottish Government guidance and direction.
Mental Health (Care and Treatment) (Scotland) Act 2003:
•
Approval of Medical Practitioners for the purposes of the Mental Health (Care and Treatment) (Scotland) Act 2003 is
delegated to the Director of Public Health.
Scheme of Delegation arising from Extraordinary Events
Where an urgent decision is required that cannot, without loss to the organisation, wait until the next Board but is outwith the
normal delegated limits the Chief Executive will consult with the Chairman. The Chairman, having regard to the materiality of the
issue will recommend one of the following courses of action:




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

Where a decision is reached either through chairman’s action or telephone consultation with a limited number of Board members
the matter will be presented to the next available Board for ratification.
Schedule of Nominated Deputies
Under normal circumstances the following deputising arrangements would be in place. Under special circumstances the
Director/senior manager may nominate a different deputy.
Table 2
Director/ Senior Manager
Chief Executive
Director of Finance
Chief Operating Officer
Director of Public Health
Corporate Business Manager
Medical Director
Executive Nurse Director

Authorised Deputy
Chief Operating Officer
Deputy Director of Finance – Financial Management / Deputy Director of Finance
– Governance and Financial Accounting
General Manager – as appropriate
Consultant in Public Health Medicine
Executive Assistant
Associate Medical Director
Associate Nurse Director/ Associate Director for AHPs/ Infection Control
Manager/Nurse Consultant for Child Protection
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Workforce Director

Deputy Director for Human Resources and Staff Governance
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Acute Service Redevelopment Project – Scheme of Delegation
Non Profit Distributing Capital Schemes
In accordance with Scottish Government Capital Investment Guidance for the development of capital projects, the Board can seek
approval to progress a capital scheme through the Non Profit Distributing financing approach. The agreed key milestones for the
Acute Services Redevelopment Project are:
Table 3
Ref
1

Key Decision
Agree Project Governance and position within overall Board
Governance structure

2
3
4
5
6

Site Selection
Agree Missives
Cresswell Services
Reference Design
SFT Independent Design Review

7
8
9
10

Planning In Principle Application
NHS Scotland Design Assessment Process
Determination of Planning In Principle Application
OBC approval

11
12
13
14
15
16

Conclude Purchase of Site
Cresswell PFI contract variation
Procurement Strategy
Risk Management Strategy
Benefits Management Strategy (including Benefits Realisation
Plan)
Enabling Works Packages

17
18

Approval of all procurement evaluation criteria and documentation
Pre- Qualification Questionnaire (including evaluation criteria)

Approving Body
To be approved by Project Board and submitted to NHS
Board for final approval and included in the scheme of
delegation
NHS D&G Board for approval
NHS D&G Board for approval prior to OBC
NHS D&G Board for approval prior to OBC
Project Board for approval prior to OBC
SFT for approval, Project Board to review and scrutinise
outcome and ensure actions implemented
Project Board for scrutiny and review
HFS/A+D Scotland for approval prior to OBC
D&G Planning Committee
NHS D&G Board for approval prior to submission to
Scottish Government for approval at CIG
NHS D&G Board for approval
NHS D&G Board for approval
Project Board for approval
Project Board for approval
Project Board for approval
Approval of enabling works packages subject to normal
Board approval processes. To be considered by Project
Board and approved at NHS Board as appropriate.
Project Board for approval
Project Board for scrutiny and review
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Ref
19
20

Key Decision
Information Memorandum
SFT Pre-OJEU Key Stage Review

21
22
23
24

26
27

PIN Notice
OJEU Notice
Selection of three bidders following PQQ evaluation
SFT Pre-Issue of Invitation to Participate in Dialogue Key Stage
Review
Invitation to Participate in Dialogue (agreement of evaluation
criteria)
Invitation to Participate in Dialogue (issue of invitation)
Deselection of 3 bidders to 2 bidders

28

SFT Pre-Close of Competitive Dialogue

29
30

Close of Dialogue and Invitation to submit Final Bid (ITSFB)
SFT Pre-Appointment of Preferred Bidder Key Stage Review

31
32
33

Preferred Bidder Appointment
Project Specific Staff Consultations and possible TUPE transfers
Full Business Case approval

34

SFT Pre-Financial Close Key Stage Review

35
36
37
38

Financial Close
Project Agreement
Construction Handover
Completion of Board’s Commissioning (commencement of use by
patients)
Post Project Evaluation Report
Operational Phase Governance arrangements (review and refresh
of project governance arrangements as this phase is approached)
End of Operational Phase (review and refresh of project

25

39
40
41

Approving Body
Project Board for scrutiny and review
SFT for approval, Project Board to review and scrutinise
outcome and ensure actions implemented
Project Board for scrutiny and review
Project Board for scrutiny and review
Performance Committee for scrutiny and approval
SFT for approval, Project Board to review and scrutinise
outcome and ensure actions implemented
Project Board for approval
Project Board for scrutiny and review
Project Board and Performance Committee for scrutiny
and approval
SFT for approval, Project Board to review and scrutinise
outcome and ensure actions implemented
Project Board for scrutiny and review
SFT for approval, Project Board to review and scrutinise
outcome and ensure actions implemented
Performance Committee for scrutiny and approval
Performance Committee for scrutiny and review
NHS D&G Board for approval prior to submission to
Scottish Government for approval at CIG
SFT, Project Board to review and scrutinise outcome
and ensure actions implemented
NHS D&G Board for approval
NHS D&G Board
Project Board for scrutiny and review
Project Board for information
Performance Committee for scrutiny and review
Performance Committee for Approval of revised SoD
and Governance arrangement
Performance Committee for Approval of revised SoD
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Ref

Key Decision
governance arrangements as this phase is approached)

Approving Body
and Governance arrangement
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Agenda Item 49

DUMFRIES and GALLOWAY NHS BOARD
1st June 2015

Financial Performance: 2015/16 Month 1 Report
Author:
Graham Stewart
Deputy Director of Finance

Sponsoring Director:
Katy Lewis
Director of Finance

Date: 14th May 2014
RECOMMENDATION
The Board is asked to discuss and consider this paper and note the financial position
presented for the month 1 of the 2015/16 financial year.

CONTEXT
Strategy / Policy:
The Board has a statutory financial target to deliver a breakeven position against its
Revenue Resource Limit (RRL).
Organisational Context / Why is this paper important / Key messages:
This report provides an initial update on the initial position for April 2014 (month 1)
which reports an overspend position of £138k. The Board has carried forward £2m
of funding from 2014/15. This will be drawn down to support the Acute Services
Redevelopment Programme transitional costs this year and the Clinical and Service
Change Programme. The financial position presented reflects the initial revenue
resource limit set by the Scottish Government which is in line with the LDP.

GLOSSARY OF TERMS
CRES
YTD
RRL
SGHD
IM&T
PFI
WTR
UNPACS
SMC
ADTC
CNORIS

Cash Releasing Efficiency Scheme
Year To Date
Revenue Resource Limit
Scottish Government Health Department
Information Management and Technology
Private Finance Initiative
Working Time Regulations
Unplanned Activity
Scottish Medical Consortium
Area Drugs and Therapeutics Committee
Clinical Negligence Scheme Contributions
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MONITORING FORM
Policy / Strategy

Supports agreed financial strategy in Local Delivery
Plan

Staffing Implications

Not required

Financial Implications

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

Consultation / Consideration

Board Management 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
Not required
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Summary Update Month 1 2015/16
1.

NHS Dumfries and Galloway have a statutory financial target to deliver a
breakeven position against its Revenue Resource Limit (RRL). The current
forecast is to have a breakeven position (zero carry forward) at the end of
2015/16. Appendix 1 details the initial RRL data from SG along with anticipated
allocations for 2015/16.

2

The draft month one position is now available and overall NHS Dumfries and
Galloway is reporting an over spend of £138k to date based on one month’s
information to 30th April 2014. Whilst this presents an adverse position it is still
at an early stage in the year and as we progress through the first quarter we will
get a more robust understanding of the financial position for 2015/16. A
detailed schedule is provided at Appendix 2 which shows the current under/
overspends position by directorate.

3

A new Directorate level, ‘Operational Directorates Remaining CRES’, has been
added into the summary board report (Appendix 2) which identifies the
remaining balance of the operational directorates’ CRES targets. This target will
be held against this line to highlight the outstanding balance that remains to be
identified across the operational services as a whole.

Efficiency Savings
4.

The Board’s financial plan identifies the requirement to deliver recurring cash
efficiencies of £7.96m which includes productivity savings of £0.46m to achieve
financial balance. Development of efficiency plans for 2015/16 has been
progressing and recurring schemes to the value of £5.8m have been indentified
and are being progressed.

5.

Additional non-recurrent schemes have also been identified of £710k, reducing
the in year gap to £1.4m. For this year a new methodology has been agreed for
the Operational Directorates where the schemes are being identified as
workstreams with a lead General Manager and lead Director to direct the full
identification of the overall target.

6.

Any remaining balance of unidentified or unallocated CRES targets will be
shown against the Operational Directorates summary line to ensure the scale of
the outstanding CRES balance is fully highlighted.

7.

Risk analysis of the deliverability of the current plan shows that 33% of
schemes are high risk, 40% are medium risk and 26% are low risk. These will
be re-assessed as and when new schemes and solutions are identified.

8.

The opening budgets have been issued net of the identified CRES targets. It is
essential that the monitoring and phasing of CRES achievement throughout the
year is robust in order that cost pressures are not understated during the year.
This is kept under continuous review.
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Financial Risks
9.

Whilst the financial plan for 2015/16 reflects known financial risks, these will
continue to be monitored and reviewed through the financial reporting cycle.

10. This year an overview assessment will be undertaken as at the end of month 2
to inform the high risk areas confirmed as at the end of May. This review will
inform the Quarter One review process, highlighting to Management Team,
Performance Committee and Board, the forecast financial position for 2015/16.
11. A further update at month 6 will be provided as part of the Mid-Year Review
process, highlighting the expected and known risks and challenges to ensure a
robust system is in place to achieve a break-even year end forecast.
12. The financial plan requires the delivery of recurring efficiencies of £7.96m to
achieve financial balance for 2015/16. This will be challenging and remains the
biggest financial risk. Currently the outstanding recurrent gap on 2015/16
CRES is £2.1m.
13. The other significant financial risk for 2015/16 will continue to be the
expenditure on medical locums to cover the expected level of medical
vacancies this year. A £4.8m non-recurring locum reserve has been set aside
in the financial plan this year, with the expectation that locum expenditure will
reduce significantly as vacancies are recruited to.
14. Whilst a detailed analysis of the Prescribing budgets was undertaken in
deriving the price and volume increases funded in budget setting, this will
remain a high risk area for the Board, as advances in new drugs and
prescribing practices materialise over the coming year. This area will be closely
monitored in conjunction with Pharmacy Services to ensure strong control is
maintained throughout the year.
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NHS DUMFRIES AND GALLOWAY
REVENUE RESOURCE ANALYSIS
At 30th April 2015
Baseline
Recurring
£000s

Anticipated Revenue Allocation as at 30th April 2015

265,952

Earmarked
Recurring
£000s

2,715

Non
Recurring
£000s

912

Non
Core
£000s

Total
£000s

0

269,579

Bundles

0
Other

0
Non Core

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

0
265,952
(174)
265,778

0
2,715
28,043
30,758

0
912
(716)
196

0
24,953
8,970
33,923

0
0
0
269,579
36,123
305,702
15,546
321,248

Appendix 2
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NHS DUMFRIES AND GALLOWAY
EXPENDITURE ANALYSIS
1 Month Ended 30th April 2015

Annual Budget

Pays Ytd

Pay

Non Pay

Income

Total

£000

£000

£000

£000

Area

Non Pay Ytd

Income Ytd

Total Ytd

CRES not
allocated

Total
Ytd

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Variance

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000's

£000's

Operating Directorates
59,383
8,234
19,136
29,798
18,808

20,860
11,425
1,656
32,836
1,166

(158)
(1,479)
(1,380)
(1,533)
(806)

80,085
18,180
19,412
61,101
19,168

135,359

67,944

(5,357)

197,946

0

(1,903)

0

135,359

66,041

(5,357)

Acute & Diagnostics Directorate
Facilities & Clinical Support
Mental Health Directorate
Primary & Community Care
Womens & Childrens Directorate

(1,903) Operational Directorates Remaining CRES

196,043 Sub Total - Operating Directorates

5,223
643
1,630
2,570
1,562

5,215
631
1,569
2,523
1,543

9
12
61
47
19

1,778
924
146
2,742
127

1,841
912
130
2,761
129

(63)
12
16
(18)
(3)

(15)
(111)
(115)
(131)
(15)

(24)
(79)
(111)
(133)
(15)

9
(33)
(4)
2
(0)

6,986
1,456
1,662
5,181
1,673

7,032
1,464
1,589
5,150
1,657

(46)
(9)
73
31
16

0
0
(13)
(4)
(30)

(46)
(9)
60
27
(14)

11,628

11,480

148

5,717

5,773

(56)

(388)

(361)

(27)

16,957

16,892

65

(47)

18

0

0

0

0

0

0

0

0

0

0

0

0

(109)

(109)

5,717

5,773

(56)

(388)

(361)

(27)

16,957

16,892

65

(156)

(91)

11,628

11,480

148

36
158
186
596
4
231
31
139
1,380

46
158
194
610
28
204
39
134
1,413

(10)
0
(8)
(14)
(24)
27
(9)
5
(33)

19
19
31
317
0
28
105
26
546

4
16
26
344
(24)
21
108
16
512

16
3
5
(27)
24
6
(3)
11
34

0
(4)
(8)
(22)
(19)
(34)
(25)
(18)
(130)

0
(2)
(14)
(64)
(19)
(30)
(25)
(14)
(168)

0
(2)
5
42
0
(4)
0
(4)
38

55
173
209
891
(15)
224
111
147
1,796

50
172
207
890
(15)
195
123
135
1,757

5
1
2
1
(0)
29
(12)
12
39

0
(5)
0
(3)
0
(6)
0
(3)
(16)

5
(3)
2
(2)
(0)
24
(12)
9
23

0
0
65
32

0
0
65
32

0
0
(1)
0

0
2,346
168
3,288

0
2,346
167
3,321

0
(0)
1
(33)

(416)
(174)
0
(157)

(378)
(174)
0
(157)

(37)
0
0
0

(416)
2,172
233
3,163

(378)
2,172
233
3,196

(37)
(0)
0
(33)

0
0
0
0

(37)
(0)
0
(33)

97

97

(0)

5,802

5,835

(33)

(747)

(709)

(37)

5,152

5,222

(70)

0

(70)

0

0

0

383

383

0

0

0

0

383

383

0

0

0

13,105

12,990

115

12,447

12,502

(55)

(1,264)

(1,238)

(26)

24,288

24,254

34

(172)

(138)

0

0

0

0

0

0

0

0

0

0

0

0

0

0

13,105

12,990

115

12,447

12,502

(55)

(1,264)

(1,238)

(26)

24,288

24,254

34

(172)

(138)

Corporate Services
430
1,891
2,232
7,505
146
2,752
597
1,663
17,217

315
171
939
5,802
297
440
1,076
279
9,319

0
(181)
(120)
(958)
(19)
(418)
(26)
(231)
(1,954)

744
1,882
3,051
12,349
424
2,773
1,646
1,711
24,581

0
0
775
385

0
34,751
1,736
40,167

(4,986)
(2,916)
0
(1,885)

(4,986)
31,835
2,511
38,667

1,160

76,654

(9,787)

0

4,864

0

153,735

156,878

(17,098)

13,657

14,076

0

167,393

170,954

(17,098)

Chief Executive
Dir Nursing, Midwifery & Ahp's
Finance Directorate
Medical Director
Non Recurring Projects
Public Health
Strategic Planning
Workforce Directorate

Sub Total - Corporate Services

Strategic
Central Income
External & Resource Transfer
Minor Capital Projects
Primary Care
68,027 Sub Total - Strategic
4,864 Non Core Expenditure

293,515 Total Operating Budgets
27,733 Reserves

321,248 Grand Total
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NHS D&G: Subjective Report

Account
Type

Pay

Account Summary

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

Pays
Non Pay

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

Non Pay
Income

Fhs Income
Hch Income
Other Operating Income

Year

2015

Variances - Year To Date Month:

April

Acute &
Diagnostics
Dir

Mental Health
Directorate

Primary &
Community
Care

Womens &
Childrens
Directorate

Corporate
Services

Strategic

Non Core
Expenditure

Facilities &
Clinical
Support

Op Services
Remaining
Cres

Total

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd
Variance
£000

3
(12)
(1)
3
(2)
19

7
4
33
3

8
4
1
(0)

(14)
(2)
17

(18)

(2)

(5)
1
(3)
(6)
0
27
(0)
46

9

61

47

19

(33)

(48)
(19)
37
0
0

2
3
(0)
(13)
(1)

(4)
(11)
3
(30)

4
10
(61)
(16)
7

(8)
1
(14)
(1)
(1)
(12)

(3)
0
9
(1)
(0)
8

(1)
(3)
(8)
(4)
(0)
0
(0)
(3)
4
(22)
(3)
18

(7)
0
3
(1)
0
13

42
0
13
2
2
15

(0)
0
(0)
(37)
(0)
(0)
4
1
(1)
(0)

(63)

3

(22)

(32)

18

(33)

24

(51)
7
1
(4)
4
13
6
(11)
2

(0)

4
(2)
13
(2)

(0)

(35)
2
44
(6)
2
28
3
74
2

(0)
0

(0)

(1)

0

12
2
(0)
16
0

0

(1)
(14)
(3)
19
0
(7)

0

12

0

(109)

(109)

115
(45)
(20)
(13)
(172)
5
(37)
23
(16)
17
(3)
(2)
36

(227)

(0)
9

(13)
9

(0)
(8)
10

(1)
0

(1)
(13)
51

0
(37)
(0)

Income

9

(4)

2

(0)

38

(37)

0

(33)

0

(26)

TOTAL

(46)

60

27

(14)

23

(70)

0

(9)

(109)

(138)

0

0

0

0

0

0

0

0

0

(46)

60

27

(14)

23

(70)

0

(109)

(138)

CRES Not Allocated to Budgets

TOTAL

(1)
(73)
47

(1)
(32)

(9)
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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

YTD

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Total

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

682
9
175
16
27
909

682
9
175
16
27
909

0

0

£000
May-14

£000
Jun-14

0

0

0

£000
Aug-14

£000
Sep-14

0

0

0

£000
Nov-14

£000
Dec-14

0

0

0

682
9
175
16
27
909

2014-15
Directorate

£000
Apr-14

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

£000
YTD

£000
Jul-14

£000
Oct-14

£000
Jan-14

£000
Feb-15

£000
Mar-15

£000
Total

481
0
132
22
24
659

481
0
132
22
24
659

577
27
184
33
35
856

608
25
141
13
30
817

412
36
167
23
26
664

692
113
196
36
27
1,064

735
0
181
11
30
957

628
46
175
33
53
935

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

(250)

(250)

856

817

664

1,064

957

935

954

926

918

1,009

1,338

10,188

Locum Funding from Reserves
2015-16

Directorate

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

Apr-15

YTD

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

Mar-16

Total

360
0
45
10
0
415

325
0
45
10
0
380

320
0
50
10
0
380

320
0
50
10
0
380

320
0
75
10
0
405

320
0
75
10
0
405

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

388
0
43
10
0
441

388
0
43
10
0
441

320
0
45
10
0
375

320
0
75
10
0
405

320
0
75
10
0
405

320
0
75
10
0
405

320
0
75
10
0
405

2014-15 Locum Reserve Funding
2014-15
Directorate

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

3,953
0
728
120
0
4,800
4,800

£000
Apr-14

197
0
46
0
0
243

£000
YTD

197
0
46
0
0
243

£000
May-14

£000
Jun-14

213
0
0
0
0
213

267
0
0
0
0
267

£000
Jul-14

222
0
129
57
0
408

£000
Aug-14

£000
Sep-14

321
0
60
27
0
408

330
0
40
0
0
370

£000
Oct-14

412
0
24
18
0
454

£000
Nov-14

£000
Dec-14

349
0
27
42
0
418

333
0
118
33
0
148

£000
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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CAPITAL PERFORMANCE 2014/15
Author:
Susan McMeckan
Deputy Director of Finance
Date:

Sponsoring Director:
Katy Lewis
Director of Finance

14th May 2015

RECOMMENDATION
The Board is asked to note:
• The delivery of a balanced outturn against the budget capital plan for 2014/15.
• The allocations received to year - end;
• The project budget updates;
• The draft capital plan for 2015/16.
CONTEXT
Strategy / Policy:
The Board has a statutory financial target to deliver a breakeven position against its
Capital Resource Limit (CRL).
Organisational Context / Why is this paper important / Key messages:
The Board has delivered the capital plan within its Capital Resource Allocation
(CRL) for 2014-15.
Allocations of £4.317m have been received from Scottish Government Health and
Social Care Directorate (SGHSCD) to the end of March 2015.

Expenditure of £4.317m has been incurred to the end of March 2015
All figures are subject to external audit review and scrutiny.
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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 Update
1.

To the end of March 2015 a final capital allocation of £4.317m has been
received, an increase of £0.037m to that previously reported to Board in April.

2.

The increase in allocation of £0.037m was received in respect of the equipping
costs for the Acute Services Redevelopment Project (ASRP) due from Health
Facilities Scotland (HFS).

Budget Update
3.

The table below shows the outturn position for 2014-15 against approved
budgets.
2014-15 Capital Budget

Primary Care Modernisation - Dalbeattie
Primary Care Modernisation - Dunscore
Acute Services Enabling Works
HEPMA
Replacement programme
Developments
Detecting Cancer Early
HFS Equipping
Over committed-to be managed as part year
end management
GROSS DIRECT CAPITAL EXPENDITURE
Grant
NET DIRECT CAPITAL EXPENDITURE
Less Capital Income NBV
NBV on Disposals
NET CAPITAL EXPENDITURE

Approved
April
£000s
502
402
948
70
1,598
973
40
152
(30)
4,655
0
4,655
(375)
0
4,280

SG
Allocated
£’000
0
0
0
0
0
0
0
37
0

Total
budget
£’000
502
402
948
70
1,598
973
40
189

Outturn

Variance

£000s
490
404
983
70
1,575
944
40
200

£000s
(12)
2
(35)
0
(23)
(29)
0
(11)

(30)

0

30

37
0
37
0
0
37

4,692
0
4,692
(375)
0
4,317

4,706
0
4,706
(375)
(14)
4,317

14
0
14
0
(14)
0

Summary
4.

Overall the capital plan was delivered within its Capital Resource allocation
(CRL) for 2014-15 determined by Scottish Government and this final report
shows a balanced outturn against budget.
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2015-16 Capital budget
5.

The capital plan for 2015/16 to 2019/20 was approved by the Board on 13th.
April 2015. The table below shows an extract for 2015-16. Amendments and
expenditure updates will be brought forward for approval in due course.

2015-16 Capital Budget
Developments – Women & Children’s Community Services Hub
Acute Services Redevelopment Enabling Works
Replacement programme
Developments
GROSS DIRECT CAPITAL EXPENDITURE
Grant D&G Council
NET DIRECT CAPITAL EXPENDITURE
Less Capital Income NBV
NET CAPITAL EXPENDITURE

Approved
LDP
£000s
3,143
3,478
2,800
937
10,358
369
10,727
(540)
10,187

6.

The Women and Children HUB development is now underway and is planned
for delivery within this financial year. A review of the budget is required to
confirm profile of expenditure between capital and revenue. A budget
adjustment will be requested if necessary.

7.

The Acute Services Redevelopment Project enabling works continue as
expected. The budget relates to expenditure on the foul water solution, the fibre
project which is being progressed in conjunction with Dumfries and Galloway
and fees.

8.

A request for replacement and development bids has been circulated to
General Managers and Directors and these will be prioritised by CIG within
delegated limits in due course. An update will be provided

9.

A capital grant is payable to Dumfries and Galloway Council for works to be
undertaken as part of the Acute Redevelopment Project. This payment covers
50% of the local road improvements identified and 100% of the cycle route
extension as agreed under a Section 69 agreement.

10. Capital income is currently anticipated this financial year for the sale of
properties, as per Scottish Government guidance this is returned nationally.
11. The challenging national position for capital in 2015-16 is an area of risk that
the Board require to be aware of. No further flexibility will be available from
SGHSCD to support any unplanned issues that the Board may have to deal
with. This will require strong management by CIG to ensure that all other
programmes remain within allocated budgets.
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Performance Report
Author:
Chris Sanderson
Efficiency & Productivity Manager

Sponsoring Director:
Julie White
Chief Operating Officer

Date: 19th May 2015

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

CONTEXT
Strategy / Policy:
Waiting Times / Patient Access
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 30/04/2015. 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 April 2015 has seen reductions in in-patient TTG breaches, outpatient
12 week breaches and diagnostic breaches. 18 week RTT remains above target as
does the 31 day cancer target. The 61 day cancer target slipped just below 95% in
month; however performance over the last year averages out at above 95%. The 4
hour ED target was above the minimum 95% target and bed days lost to delayed
discharge fell to their lowest level in 12 months.

NOT PROTECTIVELY MARKED

325

GLOSSARY OF TERMS
HEAT

-

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

-

Health Improvement, Efficiency, Access and Treatment
Quality and Patient Experience
Emergency Department
British Association of Day Surgery
Did not attend
84 Day Treatment Time Guarantee
Acute Medical Unit
Information Services Division
Quality Outcome Framework
Dumfries and Galloway Royal Infirmary
Galloway Community Hospital
Local Delivery Plan
Local Unscheduled Care Action Plan
International Normalised Ratio
Ear Nose and Throat
Primary and Community Care Management Board
Hospital Management Board
Short Term Assessment and Reablement Service
Allied Health Professional
Musculoskeletal
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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 April 2015 under the
84 day Treatment Time Guarantee (TTG). The appendix also shows waiting times
for ‘stage of treatment’ targets at 30/04/2015 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 796 in-patients / day cases in the month of April 2015 and of these, there
were 22 TTG breaches (2.8%). The patients have been informed in writing. The 12
month rolling trend is shown in the table below.
Trend

There have now been a total of 353 TTG breaches since October 2012 when the
legal guarantee came into place. During this time, a total of 25821 patients have
been treated, with TTG breaches representing 1.4% of this total.
Financial Year To
Date 30/04/2014
Inpatient/Daycases Treated Outwith Guarantee Date
Inpatient/Daycases Treated Within Guarantee Date
TTG Breach (%)

16
900
1.7%

Financial Year To
Date 30/04/2015
22
774
2.8%

At the April Board meeting we reported a rise in TTG breaches as a result of
sickness in the Orthopaedic team which is taking a number of months to recover due
to the complexity of the cases and a change in staff in the booking team, resulting in
a failure in some of our processes. Performance in April is getting better showing
that improvements that the team have been working on are starting to take effect.
The service is now moving further towards an internal standard of 9 weeks to
improve the achievement of the 12 week target. By booking to 9 weeks this will
provide a 3 week window to address any unforeseen circumstances.
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Note: Current Scottish Government guidelines mean that a TTG breach is recognised on the day that the patient
is treated, beyond the 84 day guarantee period. As the Performance Report cycle has to cut off at every month
end and report the position at the last day of each month a scenario can arise whereby the 84 day period can
have elapsed but the patient has not received treatment until into the next reporting month. The reporting
convention is therefore that patients who breach the TTG will be reported against the month in which they were
actually treated.

Out-patients
At the end of month snapshot, there were 6204 people waiting for a consultant-led
new out-patient appointment. Of this total there were 375 breaches (6.0%) 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 focus on bringing our waiting times back within our targets is starting to be
demonstrated in the further reduction of patients breaching the 12 week standard.
The test of change for Orthopaedics will be realised from June with regards looking
at templates which will hopefully allow for further capacity. We have seen a drop
month on month of the outstanding patient position and will continue with this until
the target is met.
Challenges to fill vacancies and to secure high quality locum cover are impacting on
waiting list management. Work in Orthodontics has resulted in a marked
improvement in the orthodontic figures which we expect to continue in the following
months. We had successful interviews in Ophthalmology and ENT – with new
candidates being appointed to commence late summer. There continues to be
additional vacancies in both specialties.
Unfortunately we have had no success in recruiting to our vacancy for a Consultant
Neurologist, however we continue to try and source a high quality locum.
The position for end of May is showing an improvement across most specialities.
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Diagnostics
At the month end snapshot, there were 1,286 patients waiting to undergo key
diagnostic tests. Of this total, there were 18 breach(es) of our internal 4 week
treatment standard (1.4%). 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 7 breach(es) (0.5%).
Trend
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Cancer Treatment
Monthly Trend – management information
Most recent
period of
measurement
March 2015
(Management
Information)

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

Target

Actual

95%

100.0%

95%

93.3%

Analysis
Performance for the 31 day target has remained at 100% for the third month in a
row. Performance for the 62 day target has slipped to 93.3%, just below target,
however the rolling average across the last six months is a performance level of
96.6%
There were a total of three Urology patients in March of which two were required to
be sent out with board to Lothian who are struggling to cope with the demand from
other boards. The Government are aware of this ongoing situation and the tracking
team are to monitoring closely to ensure the patients are being seen as soon as
possible.
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18 Week Referral to Treatment Standard
Measure
Linked Pathways
Performance

Period

Target

Actual

April 2015
April 2015

90%
90%

94.8%
91.5%

Analysis
In the first four months of the year, we have seen a step change in linked pathway
performance. In terms of the overall 18 week performance for those linked pathways,
this remains above target level at 91.5% for the month of April.
An action plan has been developed to maximise 18 week compliance which includes
a rolling programme of training for medical secretaries and the Patient Access Team.
The training is initially aimed at improving the use of the “Unique Care Pathway
Number” which support our ability to measure the ‘linked pathways’ and prioritising
areas which will deliver the biggest improvement in performance. You can see above
that linkage performance has improved over the last 6 months.
Note: The 18 week standard is different to the Treatment Time Guarantee and also the out-patient and
diagnostic ‘stage of treatment’ standards in that it is a measure of the whole pathway from referral up to the point
the patient is treated. The target is 90% for both measures (90% for Performance and Linked Pathways).
‘Linked Pathways’ is a measure of the percentage of patient journeys for which we have data relating to the entire
journey or pathway from referral to treatment. ‘Performance’ measures the percentage of complete journeys
which have taken no more than 18 weeks to complete.
The “Unique Care Pathway Number” is a unique identifier allocated to new referrals to a consultant led service, to
enable identification of patient pathways.
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Emergency Department (ED) Performance
Indicator
% of ED waits under 4 hours

Most recent period
of measurement
April 2015

Target

Actual

95%*

96.1%

April 2015

**

2,571

Attendances per 100k
population (rolling 12 month average)

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

ED 4 Hour Performance – Trend

ED 4 Hour Performance - Analysis
In the last 12 months, the ED 4 hour performance has stabilised between the interim
95% performance target and the 98% performance standard (the average for the
year to end of Mar15 is 96.6%). Our local Unscheduled Care Action Plan contains a
number of measures aimed at pushing this on and stabilising performance to the
98% level.
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Breach Reasons
There were 145 four hour breaches in April 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. Locally work towards delivering 98% against the four hour
target is driven by the Local Unscheduled Care Action Plan (LUCAP).
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In May a new Unscheduled Care Collaborative was launched with a focus upon six
essential actions to improve unscheduled care with the first learning session
timetabled for the 13th May. The six essential actions include management of the
following:
• Clinically focussed and empowered hospital management
• 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
• Guided patient flow analysis
Patient rather than bed management
• Proactive Discharge Management
Medical and Surgical Processes arranged to pull patients from the ED
• Access to senior decision maker AMU/ CAU
• Access to assessment/ diagnostics
7 day services
• Smooth admission/ discharge profile – particular focus upon weekend
discharge
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ED Attendances – Trend

Month

ED Attendances

Population Base

May 2013
Jun 2013
Jul 2013
Aug 2013
Sep 2013
Oct 2013
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

3,995
4,004
4,360
4,249
3,930
3,687
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
3,741

150,270
150,270
150,270
150,270
150,270
150,270
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

ED Attendance
Rate
2,659
2,665
2,901
2,828
2,615
2,454
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

12 Month
Moving Average
2,576
2,586
2,593
2,584
2,577
2,586
2,590
2,599
2,592
2,590
2,587
2,583
2,571

A number of actions continue to be progressed under the General Manager
responsible for the community section of the Local Unscheduled Care Action Plan
(LUCAP) examples of which are outlined below:
a. We are working closely with the Royal Voluntary Services to use their Home
from hospital service to allow us to maximise available Scottish Ambulance
Transport
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b. Continued focus upon delays in discharge supported by the weekly meeting
outlined under delayed discharge and the introduction of patient flow coordinators who are both now in post.
Workstrand 2: Flow and the Acute Hospital
Actions within this workstream are focussed on the management of inpatients with
the hospital and ensuring that patients are moving smoothly through their inpatient
stay. Examples of actions within this flow are as follows:
a. As from 9th March we have introduced a test of change in orthopaedics for 1 year
which involves a GP providing support to the older patients admitted post trauma
with a focus on the management of their chronic conditions and discharge
planning
b. Partnership working with SAS has led to the introduction of an email in early
evening which provides a more accurate indication of pick up times for patients
being discharged/ transferred via SAS transport. The distribution list includes
Capacity Managers who provide this information to the wards and pharmacy who
utilise the information for prioritisation of scripts for morning discharges.
Workstrand 3: Assuring Effective and Safe Care 24/7 at the Hospital Front Door
a. Agreement was reached to increasing the middle grade staffing complement for
the ED. We have successfully recruited to two positions and staff are now in post.
Workstrand 4: Promoting Senior Decision Making
A three month pilot of additional staff to support weekend discharges has drawn to a
close at the end of January. Data suggests a small increase in Sunday admissions
and impact upon flow on a Monday and Tuesday. The model is not sustainable in the
longer term without adjustments to working patterns for key services and the
potential impacts are currently being quantified.
Delayed Discharge Performance
The chart below shows delayed discharges over the last 12 months expressed as
bed days lost.
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In April, bed days lost to delayed discharge have dropped to 593 – their lowest level
in the last 12 months.
Delayed Discharges are discussed on a monthly basis at the Primary and
Community Care Management Board chaired by the Chief Operating Officer and
including all of the key stakeholders who influence delayed discharge performance.
Priority actions include:
•

Robust implementation of Choice guidance across the region.

•

To commence a weekly delayed discharge meeting with Senior Social Workers,
Nurse Managers, Locality Managers 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,
introduction of Patient Flow Co-ordinators and the testing of a transport hub.

•

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 clinical out-patient appointment will be 4 weeks’.
The target will be attained when fewer than 10% of AHP MSK referrals are waiting
more than 4 weeks for their appointment at the month end census point.
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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 April 2015
Inpatient/Daycases
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New Outpatients (Consultant-Led)

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
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
Return
Pre-operative Length of Stay
(days)
Elective Operations cancelled by
Theatre
No of Sleepers
•
•
•

Internal
Target
81.5%

Actual Performance
(April 2015)
84.8%

RAG
Status
Green

8.0

7.2

Green

1.9

2.3 (year to date)

Amber

4.8%

5.8% (year to date)

Amber

TBC

6.4% (year to date)

TBC

0.58

0.22

Green

7%

7.5%

Amber

TBC

214

TBC

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
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Elective Cancellations
There were 114 elective cancellations in the month of April 2015. This represented
7.5% of the planned elective programme in month. The following chart shows the
trend over the last 12 months.

Month

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

Actual
Performance
(%)
8.3%
8.7%
10.8%
8.0%
8.6%
8.4%
6.9%
7.1%
10.1%
7.7%
8.3%
7.5%

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

35
30
43
41
47
45
41
34
51
45
42
31

41
56
56
30
45
42
35
46
52
34
48
48

List
Overrun/
Equipment
Not Ready
9
13
14
10
16
8
2
3
12
9
17
4

Operation
No Longer
Required

Other

Number of
Cancellations

19
12
18
25
20
14
20
18
14
11
10
10

13
15
20
14
12
19
9
14
21
14
20
21

117
126
151
120
140
128
107
115
150
113
137
114

The data continues to be shared at the Theatre Users Group where the agenda has
been focussed on theatre efficiency with a particular emphasis on turnaround times
between patients which will help to reduce the number of cancellations. The patient
access team are also currently working with the day surgery team on how to reduce
the DNAs and the patient refusal.
Recent benchmarking data shows that NHS Dumfries & Galloway was placed 4th
best amongst the Scottish Boards in terms of percentage of elective cancellations.
Performance ranged from 4.9% to 20.2% so our current performance would indicate
that we are not an outlier; however the local team are not complacent and recognise
that there is significant room for improvement.
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3. ACTIVITY
The activity tables below show year to date activity levels to the month of April 2015
v the same time period in previous fiscal year across a range of measures.
Activity
Activity Type

Emergency Department Attendances
(Planned)
Emergency Department Attendances
(Unscheduled)
Non-Elective Admissions
Elective Daycases
Elective Inpatients
Births
Obstetric Admissions
New Outpatient (Dr-Led) All Booked Slots
New Outpatient (Dr-Led) DNAs
Return Outpatient (Dr-Led) All Booked Slots
Return Outpatient (Dr-Led) DNAs
Radiology (GP referral based activity)
Mental Health Admissions

Financial
Year To
Date
30/04/2
014
162

Financial
Year To
Date
30/04/2
015
125

%
Change

Source

-22.8%

EDIS/TED

3951

3741

-5.3%

EDIS/TED

1402
1113
342
106

1511
1098
269
119

7.8%
-1.3%
-21.3%
12.3%

136
3476
179
7938
520
1679
122

148
3610
208
8313
531
1539
118

8.8%
3.9%
16.2%
4.7%
2.1%
-8.3%
-3.3%

Topas
Topas
Topas
Scottish Birth
Record
Topas
Topas
Topas
Topas
Topas
RIS
Topas

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

Financial Year
To Date
30/04/2014
3080
313
7705
85
1103
280
2328

Financial Year
To Date
30/04/2015
3300
339
7542
61
1139
422
2156

% Change

Source

7%
8%
-2%
-28%
3%
51%
-7%

Topas
Topas
Topas
Topas
Topas
Topas
Topas

Return Out-patient Appointments
At the end of April 2015, there were 6815 patients waiting to come in for a Doctor-led
return out-patient appointment, of which 1451 were in the ‘Before Latest Date’
category. Appendix 2 contains a chart showing a full specialty breakdown for the
month of April 2015. The following chart and table shows the trend in the last 12
months.
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Month
May 2014
Jun 2014
Jul 2014
Aug 2014
Sep 2014
Oct 2014
Nov 2014
Dec 2014
Jan 2015
Feb 2015
Mar 2015
Apr 2015

0-6 Weeks
Beyond
Latest Date
2,335
2,501
2,387
2,250
2,405
2,109
2,052
2,106
2,089
1,867
2,026
2,149

6-9 Weeks
Beyond
Latest Date
709
796
850
759
710
720
675
653
604
604
495
591

9-12 Weeks
Beyond
Latest Date
599
580
621
595
592
617
531
538
516
432
468
362

12+ Weeks
Beyond
Latest Date
2,057
2,227
2,358
2,183
2,357
2,294
2,257
2,195
2,305
2,236
2,215
2,262

Total Beyond
Latest Date
5,700
6,104
6,216
5,787
6,064
5,740
5,515
5,492
5,514
5,139
5,204
5,364

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.

One of our new Assistant General Managers has been tasked at looking at the
overall challenges that we are facing with return outpatient appointments. Close links
will be made with the national Transforming Outpatients work and local initiatives
including questioning the value of return outpatient appointments; referral pathways;
management of test results and alternatives such as telemedicine and one stop
clinics.
The top three impacting specialties in terms of +12 week waits beyond the tolerance
window are Ophthalmology, Neurology and Gastroenterology. The following actions
are being taken to reduce these backlogs:
Ophthalmology
Action Plan for improvement has been impacted as a result of unplanned leave. We had

successful interviews in Ophthalmology with new candidates being appointed to
commence late summer. There continues to be additional vacancies in both
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specialties. The return figures for Ophthalmology although still sizeable are starting to
slowly reduce in March and we hope to accelerate this reduction with specific clinics to target
the returns.

Gastroenterology
This position was impacted due to unplanned leave within the clinical team however
the consultant has returned and we are hopeful to be able to recover some of the
return appointments with additional clinics in the following weeks.
Neurology
We are struggling to confirm high quality locum cover for Neurology. Overdue returns are
being reviewed by audit nurse to identify patients with clinical priority.

4. Conclusions
The month of April 2015 has seen reductions in in-patient TTG breaches, outpatient
12 week breaches and diagnostic breaches. 18 week RTT remains above target as
does the 31 day cancer target. The 61 day cancer target slipped just below 95% in
month; however performance over the last year averages out at above 95%. The 4
hour ED target was above the minimum 95% target and bed days lost to delayed
discharge fell to their lowest level in 12 months.

NOT PROTECTIVELY MARKED

346

APPENDIX 1 – WAITING TIMES POSITION AT END April 2015

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

0-6 Weeks
27
73
61
2
2
2
3
5
12
14
15
23
23
25
287

6-9 Weeks
37
31
33
1
0
0
9
0
1
1
10
10
8
10
151

9-12 Weeks
87
66
58
22
0
0
15
0
0
0
10
14
56
8
336

12+ Weeks
12
9
1
0
0
0
0
0
0
0
0
0
0
0
22

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

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

0-4 Weeks
246
98
162
88
281
21
372
1268

4+ Weeks
6
4
4
3
1
0
0
18

Total
252
102
166
91
282
21
372
1286

0-6 Weeks
249
164
90
101
21
372
282
1279

6+ Weeks
3
2
1
1
0
0
0
7

Total
252
166
91
102
21
372
282
1286

National 6 Week Target

Description
Magnetic Resonance Imaging
Endoscopy
Colonoscopy
Cystoscopy
Flexible Sigmoidoscopy
Non-obstetric Ultrasound
Computer Tomography
Total
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163
179
153
25
2
2
27
5
13
15
35
47
87
43
796
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New Outpatient (Consultant-Led) waiting list analysis – at month end
Specialty
Neurology
Orthopaedics
Ophthalmology
Gastro-Enterology
General Surgery
Orthodontics
Medical Paediatrics
Diabetes
Anaesthetics
Cardiology
Oral - MaxFac
Ear Nose & Throat
Community Dental
Palliative Medicine
Rehabilitation Medicine
Endocrinology &
Diabetes
Clinical Chemistry
Communicable Diseases
Nephrology
Clinical Oncology
General Medicine
Haematology
Respiratory Medicine
Endocrinology
Geriatric medicine
Rheumatology
Urology
Gynaecology
Dermatology
Total

0-6
Weeks
107
710
500
167
406
56
143
62
81
220
220
372
1
1
4
6

6-9
Weeks
43
240
104
58
88
33
24
11
26
71
70
63
0
2
1
0

9-12
Weeks
36
178
50
48
28
30
4
3
21
37
12
26
0
0
0
1

12+
Weeks
185
70
48
35
19
8
3
2
2
1
1
1
0
0
0
0

Total

7
7
14
15
16
16
40
42
43
118
154
247
353
4128

0
0
0
0
1
2
11
2
6
45
79
42
84
1106

0
0
0
0
1
0
4
0
2
40
20
26
28
595

0
0
0
0
0
0
0
0
0
0
0
0
0
375

7
7
14
15
18
18
55
44
51
203
253
315
465
6204
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1198
702
308
541
127
174
78
130
329
303
462
1
3
5
7
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APPENDIX 2 - Out-patient Return Appointments (Dr. Led) waiting list
Based on April 2015 month end ‘snapshot’
Specialty

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

Before
Latest
Date

6-9
Weeks
Beyond
Latest
Date
129
52
25
67
41
29
53
22
14
36
8

9-12
Weeks
Beyond
Latest
Date
85
39
18
30
19
29
29
14
16
13
6

12+
Weeks
Beyond
Latest
Date
669
242
295
83
54
92
92
26
167
16
154

Total
Beyond
Latest
Date

138
84
113
192
134
58
96
175
31
85
0

0-6
Weeks
Beyond
Latest
Date
418
96
55
183
189
147
106
208
59
162
22

59
92
0

82
72
30

20
15
2

10
10
1

38
51
94

150
148
127

49
31
6
7
3
28

71
46
21
36
36
44

19
17
10
4
8
8

7
16
1
3
7
2

11
15
59
43
22
7

108
94
91
86
73
61

31
3

24
9

4
0

3
2

10
1

41
12

0

10

2

0

0

12

6
0
9
0
5
0
1

9
0
4
6
2
0
0

1
0
1
0
2
0
1

0
0
1
0
0
0
1

1
9
3
1
2
5
0

11
9
9
7
6
5
2

15
0
1,451

2
0
2,149

0
1
591

0
0
362

0
0
2,262

2
1
5,364

1,301
429
393
363
303
297
280
270
256
227
190

Note: Patients are given a ‘ticket’ for their return appointment with a target date. The appointment itself should be
in a window within a tolerance of 5% before the target date (the earliest date) and 15% after the target date (the
latest date). The term ‘before latest date’ is a reference to the latest date of the window as previously described.
0-6 weeks and beyond refer to those waiting in excess of the latest date of the tolerance window.
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Agenda Item 52

DUMFRIES and GALLOWAY NHS BOARD
1 June 2015

REVIEW OF HEALTH SERVICES PERFORMANCE –
WINTER 2014-15
Authors:
Chris Sanderson
Efficiency & Productivity Manager

Sponsoring Director:
Julie White
Chief Operating Officer

Joan Pollard
Improvement Lead
Date: 15 May 2015
RECOMMENDATION
The Board is asked to discuss and note the performance of health services during
the pressures of winter 2014-15.

CONTEXT
Strategy / Policy:
National and Local Unscheduled Care Action Plan and Winter Planning.
Key messages:
During the winter of 2014-15, NHS Dumfries and Galloway provided care to an
increased number of emergency admissions, elective activity (day cases), mental
health admissions and new / return outpatients, however despite this was successful
in terms of:
•
•
•
•
•

Reducing emergency admission length of stay (5.9 days to 5.6 days)
Reducing DGRI occupancy (83.5% to 82.9%)
Reducing the number of sleepers/boarders in DGRI by over half
Reducing Emergency Department attendances (18,266 to 18,110)
Improving Emergency Department 4 hour compliance (95.4% to 96.3%)

Norovirus did not have the same impact as the previous year as the outbreak period
moved to the tail end of the traditional winter period. Most of the proxy
measurements of quality did not worsen or in fact, improved with the exception of a
rise in delayed discharge.
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GLOSSARY OF TERMS
ED –
Emergency Department
AMU –
Acute Medical Unit
ALOS –
Average Length of Stay
DGRI –
Dumfries and Galloway Royal Infirmary
GCH –
Galloway Community Hospital
HDU –
High Dependency Unit
CCU Coronary Care Unit
ICU –
Intensive Care Unit
HAI Healthcare Associated Infection
SAB –
Staphylococcus aureus bacteraemia.
MRSA Methicillin-resistant Staphylococcus Aureus
MSSA Methicillin-sensitive Staphylococcus Aureus
C. Diff –
Clostridium difficile
ILI –
Influenza-like Illness
WHO –
World Health Organisation
CHP Community Health Partnership
MDT Multi Disciplinary Team Meeting
AHP Allied Health Professional
EDD Estimated Date of Discharge
SAS Scottish Ambulance Service
STARS Short Term Augmented Response Service
PCR Polymerase Chain Reaction
Boarder/Sleeper – patient from one specialty being accommodated overnight in
another specialty ward
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MONITORING FORM
Policy / Strategy
Staffing Implications
Financial Implications
Consultation / Consideration
Risk Assessment
Sustainability

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

Not applicable
Not applicable
Absorbed within existing budgets
Winter plan submitted via professional committees
Winter planning evaluated
through HMB and
P&CCMB
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.

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

Monitored through HEAT efficiency KPIs

Impact Assessment
Not Required

NOT PROTECTIVELY MARKED

352

1. BACKGROUND
In 2005, the Scottish Government introduced the Unscheduled Care Collaborative
programme aimed at improving the reliability of high quality care for patients entering
acute services as emergency admissions. One aspect of this work was to identify
particular challenges of winter activity and the implementation of structured plans to
improve winter resilience.
NHS Boards are required to produce annual winter plans that address management
of anticipated pressures. This year, the plan contained many cross-cutting elements
from our Local Unscheduled Care Action Plan (LUCAP). In order to inform the
2015/16 winter plan (to be presented at the October Board meeting) we have
reviewed key elements of performance in winter 2014/15

1.1 Scottish Government: Seven Priority Actions for Utilisation of Capacity and
Optimisation of Patient Flow and Local Response
The table below sets out the actions which the Scottish Government Winter Planning
Team ask Boards to cover in their winter planning and the local actions that were
taken.
#

SG Action

Local actions

1

Agree and test escalation policies.

• Multi agency escalation policy reviewed and
in place
• Fully worked up and tested Flu Pandemic
plan
• Fully worked up major incident plan
• Business Continuity Plans in place and tested
including silver command protocol during
March/April norovirus outbreak
• Emergency Department escalation plan
updated
• Capacity Management Procedures updated
and tested

2

Undertake detailed analysis and
planning to effectively schedule
elective activity (both short and
medium-term) based on forecast
emergency and elective demand, to
optimise whole systems business
continuity. This should specifically take
into account the surge in activity in the
first week of January.

• Development of a short stay unit for both
medical and surgical procedures
• Extension of 23 hour approach to surgery
• Introduction of enhanced recovery - major
joints, colorectal
• MDT huddles
• Capacity Management – over 7 day stays
flagged and investigated
• Potential surge capacity identified.
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3

Agree staff rotas in November for the
fortnight in which the two 4 day festive
holiday periods occur to match
projected peaks in demand.

4

Optimise patient flow by implementing • Cortix (electronic whiteboards) now deployed
on all wards in Dumfries and Galloway Royal
Estimated Date of Discharge as soon
Infirmary (DGRI).
as patients are admitted or scheduled
for
admission
with
supporting • The use of an estimated date of discharge
processes, including access to
(EDD) is built into the processes and
diagnostics, to proactively manage
documentation for the admission or discharge
planning of patients through DGRI.
discharge
at
regular
intervals
throughout the day.
• Criteria led discharge – in place in
Orthopaedics.
• Working closely with SAS to maximise
ambulance capacity for transfer and
discharge
• Additional SAS discharge vehicle available at
weekends.
• Morning safety huddles in place.
• Two patient flow co-ordinators in place since
March 2015.
• Using Third Sector transport solutions to
improve discharges.

5

Ensure Consultants are available to • Surgical consultants available however issues
discharge
patients
throughout
with additional weekend coverage focused
weekends and the fortnight in which
upon discharge for medical consultants.
the two 4 day festive holiday periods • Nurse led discharge protocols are now used
occur in order to maximise capacity.
where appropriate.
• Additional AHP resource was sourced to
provide additional coverage during weekends
• Pilot of 7 day discharge carried out involving
Medical Middle Grade Doctor, Occupational
Therapy, Physiotherapy, Pharmacy and
Social Work Services. Now being worked into
a business case to become core business as
usual.

6

Agree anticipated levels of homecare • Additional funding was provided to secure
packages that are likely to be required
block contracts over the festive period
over the winter (especially festive)
enabling the Council to incentivise providers
period and utilise Rapid Response
to accept new care packages and restart
Teams
of
multi-disciplinary
existing packages over this period.
professionals to facilitate discharge.
• Additional care provision was sourced to
support care to the New Abbey and Colvend
Coast to New Galloway area supporting the
transfer of packages from town based
providers and therefore increasing available

Confirmation was received from the General
Managers of our operating directorates that
appropriate staffing rotas were in place for
medical, nursing, Allied Health Professional
(AHP) and support staff.
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carer capacity. Transfer of packages
commenced on 19th January.
• Additional AHP resource was agreed to
support the focus on re-ablement reducing
ongoing care requirements. This freed
capacity can then be utilised for other care
packages.

7

Ensure that communications between
key partners, staff, patients and the
public are effective and that key
messages are consistent.

• Be Ready for Winter Campaign supported
and enhanced by local communications team.
• Meet ED campaign ran mid December to mid
February.
• Strong
partnership
working
with
all
emergency scheme parties ensures early
alert of major events, adverse weather
warning etc.
• Communications team manage internal
communication links

2. LOCAL SYSTEM PERFORMANCE
System performance is monitored on a daily basis throughout winter and reported to
Scottish Government on a weekly basis. The chart below provides an overview of
the winter period of 2014-15 and the same period in 2013-14
Activity and Occupied Beds Summary
Activity Summary
Activity Type

Nov-Mar 2013-14

A&E Attendances (Unscheduled)

Nov-Mar 2014-15 % Change

Source

18,266

18,108

-0.9%

A&E Attendances (Planned)

769

670

-14.8%

EDIS
EDIS

Births

556

491

-13.2%

Scottish Birth Record

Elective Daycases (excluding Mental Health & Obstetrics)

5,521

5,879

6.1%

Topas

Elective Inpatients (excluding Mental Health & Obstetrics)

1,658

1,644

-0.9%

Topas

Non-Elective Admissions (excluding Mental Health & Obstetrics)

7,406

7,554

2.0%

Topas

Mental Health Admissions

548

633

13.4%

Topas

Obstetric Admissions

726

622

-16.7%

Topas

New Outpatient (Dr-Led) All Booked Slots

17,677

17,640

-0.2%

Topas

Return Outpatient (Dr-Led) All Booked Slots

40,030

41,761

4.1%

Topas

New Outpatient (Dr-Led) DNAs

1,026

1,041

1.4%

Topas
Topas

Return Outpatient (Dr-Led) DNAs

2,464

2,526

2.5%

Radiology (GP referral based activity)

7,340

7,372

0.4%

RIS

Sleepers

1,429

932

-53.3%

Topas

Occupied Beds (midnight)
Ward Set Description
Clenoch

Nov-Mar 2013-14

Nov-Mar 2014-15 % Change

Source

7

6

-16.7%

Topas

Community

16,984

17,394

2.4%

Topas

DGRI Day Surgery

1,582

1,625

2.6%

Topas

DGRI Main Wards (not 17)

38,611

38,324

-0.7%

Topas

339

787

56.9%

Topas

5,351

5,711

6.3%

Topas

External eg GJ, Carrick Glen
Galloway
Maternity

1,947

1,940

-0.4%

Topas

Mental Health

11,725

11,223

-4.5%

Topas
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Unscheduled A&E attendances were down 0.9% on the previous winter which could
be attributed in part to a successful local information campaign called ‘Meet ED’
about appropriate use of the emergency department (ED). Planned attendances
were reduced by 14.8% and can be attributed to the introduction of both an
orthopaedic virtual clinic and a review of ED workload. There was an increase in day
cases (up 6.1% between years 2013-14 to 2014-15) which supports improvements in
the surgical pathways. The reduction in Sleepers can be put down to improved data
recording and more effective management of patient flow.
Overall, the system coped with higher activity levels across a range of areas such as
emergency admissions (up 3.4%) and an increase in elective day cases (up 6.1%)
with some of this activity absorbed from a planned movement from elective inpatient
activity.
This was set against a backdrop of some of our key care homes being closed over
the winter period which had a knock-on effect to delayed discharges, although to
some extent this was mitigated by work undertaken with the joint Commissioning
Team and local authority regarding care home capacity.
Despite the rise in overall activity, occupied bed days at DGRI were 0.7% lower than
the previous winter, with the increase being absorbed in the community which would
indicate better utilisation of cottage hospital beds.

2.1.

High Level Performance Data

Winter 2014/15 saw an increase of 3.4% in Emergency admissions to DGRI when
compared to the winter of 2013-14. The table below shows Emergency admissions
for the winter months of November to March for the last five years and, for the last
four, shows a steady year on year increase

Winter Emergency Admissions to DGRI
6,600

Discharges

6,400
6,200

2010/11

6,000

2011/12

5,800

2012/13

5,600

2013/14

5,400

2014/15

5,200
Total
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The overall number of emergency admissions for the winter period for the last five
years are as follows:
2010/11
2011/12
2012/13
2013/14
2014/15

5,851
5,661
5,851
6,178
6,389

In looking at emergency admissions it is also useful to look at the associated case
mix in terms of age profile. The chart below shows over the last five winter periods,
that the case mix is starting to change with over 85 admissions beginning to grow
faster than the under 85s which brings additional complexity and can increase length
of stay. Winter 2014/15 shows this continued divergence.
Percentage change in Winter Emergency Admissions to DGRI
Indexed to 2010/11
1.25
1.20

% change

1.15
1.10
1.05
1.00
0.95
0.90

Under 85s
Over 85s

2010/11
1
1.00

2011/12
0.95
1.08

2012/13
0.99
1.10

2013/14
1.05
1.14

2014/15
1.08
1.23

Emergency admission average length of stay has remained between 5.6 to 6.3 days
over the last five years, however in the last three winter periods we have seen a
gradual decline with the most recent winter showing the best performance (5.6
days). This reflects successful implementation of initiatives to reduce unnecessary
lengths of stay. The impact on overall emergency length of stay is shown in the chart
below.
Average LOS of Winter Emergency Admissions to DGRI
6.5
6.0
5.5
2010/11
5.0

2011/12
2012/13

4.5

2013/14
2014/15

4.0
3.5
3.0

Total
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The average length of stay across November – March for the last four years is as
follows:
2010/11
2011/12
2012/13
2013/14
2014/15

6.3
5.8
6.2
5.9
5.6

2.1.1 Emergency Department
The combined number of attendances at the Emergency Department at the DGRI
and GCH sites from November 2013 to March 2014 was 18,110 – a small decrease
of 156 attendances on the same period in the previous year. Emergency Department
4 hour compliance performance was 96.3% throughout this period, almost a
percentage point higher than winter 2013-14. The trends are highlighted in the charts
below.

NHSDG Emergency Department Attendances
2011/12

2012/13

2013/14

2014/15

18,266
18,110
17,919
17,757

Total

NHSDG Emergency Department 4hr Compliance
2011/12

2012/13

2013/14

2014/15
96.3%

95.4%

95.4%

94.6%

Average
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2.1.2 Critical Care
•
•

Medical HDU was very busy but no critical issues with capacity
The ICU was busy and there were a few operations cancelled due to capacity
and a few patients transferred to other ICUs
Surgical HDU was very busy (full or close to full most days). Small numbers of
patients had to wait in wards to get access and small numbers were discharged
slightly early. Even smaller numbers were discharged directly
There were no issues with ventilation capacity

•

•

2.1.3 Acute Medical Unit
Ward 7 AMU Admissions
200
180

Admissions

160
140
2013-14
120

2014-15

100

30/03/2014

23/03/2014

16/03/2014

09/03/2014

02/03/2014

23/02/2014

16/02/2014

09/02/2014

02/02/2014

26/01/2014

19/01/2014

12/01/2014

05/01/2014

29/12/2013

22/12/2013

15/12/2013

08/12/2013

01/12/2013

24/11/2013

17/11/2013

10/11/2013

03/11/2013

80

Admissions to the Acute Medical Unit in Ward 7, DGRI followed a similar pattern to
the previous year. Overall, there were 3,290 admissions from November 2014 to
March 2015 – an increase of 48 admissions on the same period in the previous year.
2.1.4 Surgical Assessment Unit
The Surgical Assessment Unit based in ward 6 of DGRI went live on 2nd December
2013. The chart below looks at the surgical flow through the ED which can be
discreetly tracked as patients are triaged on arrival at ED for the period November to
March both this year and last.
ED Surgical Flow 4hr compliance (Winter 14-15 v 13-14)
100.0%
95.0%
90.0%
85.0%
80.0%
75.0%
70.0%
65.0%
60.0%
55.0%
50.0%

2013-14

2014-15
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The chart shows an improvement in performance. On average, Surgical Flow
performance (in terms of the ED 4 hour target) was 93.8% this winter compared to
89.1% in the previous winter, which helped boost the overall board-wide ED 4 hour
compliance performance.
2.1.5 Bed Occupancy
85% occupancy is commonly regarded as a ‘safe’ upper threshold for acute
hospitals. During the winter of 2014-15, bed occupancy within DGRI averaged at
82.9% - slightly lower than the average 83.5% in the winter of 2013-14. The table
below shows a comparison the two periods.

DGRI Occupancy (Winter 14-15 v 13-14)
100.0
95.0
90.0
85.0
80.0
75.0
70.0
65.0
60.0
55.0
50.0

2013-14

2014-15

2.1.6 Norovirus
In the two years there have been six outbreaks of gastrointestinal infection and five
of these have been microbiologically confirmed as Norovirus. Whilst it is not always
possible to identify the index case in these outbreaks they have all occurred at times
of high community prevalence and due to the sudden onset of symptoms are
notoriously difficult to control. The separate outbreaks are listed below.
What is remarkable is the short length of ward closure with even a multi ward
outbreak lasting for less than 2 weeks. Outbreak management is an area where we
are recognised nationally as performing well and this is testament to the team
working and flexibility of all teams concerned.
Date
April 2013
October 2013
January 2014
February 2014
December 2014

Ward
7&9
14
16
18
16
16
Castle Douglas hospital
Annan hospital

Length of closure
13 days
6 days
3 days
10 days
10 days
7 days
4 days
4 days

End March/ April 2015

9
12 days
10
9 days
12
4 days
14
4 days
*Greyed areas indicate outbreaks occurring at the same time but not necessarily linked.
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2.1.7 Influenza
There was a sharp increase in the incidence of seasonal flu, Influenza A (H3 N2), in
January 2015 with large numbers of cases presenting in the community and
subsequently to DGRI. An outbreak of influenza A occurred within Dumfries and
Galloway Royal Infirmary (DGRI) during the period of 2nd - 13th January 2015. It was
necessary to utilise Ward 12, the respiratory ward, to cohort patients who were
confirmed influenza A positive. This action was taken to optimise bed availability.
Unfortunately the strain is included in the 2014 influenza vaccination did not protect
against the circulating influenza A which had been subject to antigenic drift which
contributed to the high prevalence influenza within the community and subsequent
pressures experienced in our hospitals. All outbreaks are subject to outbreak control
team meetings which occur on a daily basis and a subsequent debriefs using Health
Protection Scotland tools.
The handling of the outbreak demonstrated the value of an adaptive and responsive
infection control team and the availability of PCR (on site rapid molecular testing) to
improve management of outbreaks.
Coupled with slicker outbreak control meetings, daily meetings with bed managers
and good support from domestic services, NHS Dumfries and Galloway were
recognised by Health Protection Scotland as having one of the lowest lengths of
ward closures in Scotland.
The graph below from Health Protection Scotland, shows the picture across Scotland
for ward closures. The shaded area encompasses the winter months of November –
March. This is consistent with the occurrence of norovirus with NHSDG occurring
later into the winter period.
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2.1 Staff Sickness & Absence
Staff absence during winter 2014-15 averaged at 5.3%, which was slightly higher
than the winter of 2013-14 (5.1%).
The nursing and midwifery job family accounts for approximately 50% of the
workforce and is critical to system resilience during winter. Sickness absence for this
job family averaged 6.3% - only slightly higher than 6.2% in winter 2013-14. Medical
/ Dental sick absence was only 1%, performing better than the two previous winters.
The chart below show more detail:

Winter Sickness Absence
7.0%
6.0%
5.0%
4.0%
3.0%
2.0%
1.0%
0.0%

2012-13

2013-14

2014-15

All job families

4.7%

5.1%

5.3%

Nursing & Midwifery

6.1%

6.2%

6.3%

Medical & Dental

2.0%

3.4%

1.0%

2.3 Staff Flu Campaign
This year’s campaign commenced on the 29 September 2014 with the final
scheduled clinics taking place in November 2014. Drop-in clinics continued to be
made available until 31 January 2015.
The Scottish Government staff uptake target is 50% and provisional figures
suggest NHS Dumfries and Galloway have achieved a staff flu uptake figure of 67%.
This is a 1% decrease from 2014/15 however, despite reports that the vaccine was
less effective this year, staff attendance has been excellent and our local target of
65% has also been achieved.
National figures have yet to be reported. Our local target of 65% will remain
unchanged for the period 2015/16.
3. QUALITY OF SERVICES
Whilst it is relatively easy to assess the quantitative impact of winter pressures (on,
for example, emergency admissions or bed-days) it is far harder to plot qualitative
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change in services provided. A number of proxy measures can be used to give an
indication of service quality during the winter, but these must be treated with caution,
as a direct causal link with winter variation is more difficult to establish. For the
purposes of this report, data on Healthcare Associated Infection (HAI) rates, Delayed
Discharge, Boarders, mortality rates, elective cancellations and complaints are used
as quality proxy measures.
3.1 HAI rates
The quarterly rate for MRSA/MSSA has bucked the normal trend for being the worst
quarter of the year and dropped to a rate 0.29 - only slightly higher than the HEAT
target of 0.24.
The quarterly C.Diff rate for the January – March quarter was slightly lower than the
previous year and remained fairly stable throughout the whole year showing that the
winter period did not have a particular negative impact. In 2013-14 this target
actually widened the age catchment to include ages 15+ however the rates shown
for previous years are still those for the previous catchment age of 65+ so in effect,
maintaining the rate in the context of the increased catchment age is a good
achievement in itself, although still slightly higher than the HEAT target rate of 0.32.

Rate

MRSA/MSSA infections per 1,000 occupied days

Q1 June

Q2 Sept

Q3 Dec

Q4 Mar

2011/12

0.28

0.32

0.26

0.29

2012/13

0.28

0.30

0.32

0.26

2013/14

0.37

0.32

0.35

0.42

2014-15

0.45

0.45

0.44

0.29

Rate

C.diff infections per 1000 total occupied bed days (ages 15+)

Q1 June

Q2 Sept

Q3 Dec

Q4 Mar

2011/12

0.86

0.69

0.61

0.53

2012/13

0.40

0.45

0.43

0.42

2013/14

0.42

0.32

0.41

0.42

2014-15

0.44

0.46

0.39

0.40
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3.2 Delayed Discharge
The table below shows an increase in the impact of delayed discharges across the
system in winter 2014-15 which was generally higher than winter 2013-14

Delayed Discharges (all) Winter 14-15 v 13-14)
60
50
40
30
20
10
0

2013-14

2014-15

3.3 Boarders/Sleepers
Overall there were 1,821 boarding bed days in the winter of 2013-14 compared to
1,455 in the previous winter. The month of March had the highest impact when we
experienced our largest Norovirus outbreak.
The chart below shows the trend throughout both winters.

Boarding Bed Days (Winter 14-15 v 13-14)
180
160
140
120
100
80
60
40
20
0

2013-14

2014-15
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3.4 Mortality Rates
Data from ISD on hospital standardised mortality rates (HSMR) at the time of writing
is only available from October 2006 – September 2014 so does not cover the winter
period. The following chart was extracted from System Watch, which illustrates that
there has been a general rise in the number of deaths recorded across Scotland this
winter.
Chart 1: Weekly deaths across Scotland vs. 5 year average (Source: systemwatch)

Local investigations using the weekly provisional returns from NHS Research
Scotland (NRS) demonstrated that Dumfries & Galloway has seen a higher than
usual number of winter deaths despite the mild winter, however only the week of the
19th of January appears to have numbers outside normal observed patterns based
on the following control chart.
Chart 2: Weekly deaths in Dumfries & Galloway vs. 5 year average (Source: NRS weekly provisional deaths
registrations.)
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3.5 Elective Cancellations
The Board’s Winter Plan restricted elective activity on weeks commencing 6th and
13th January to maximise system resilience which was in line with previous years.
The exclusions to this were patients on a cancer pathway and orthopaedic patients
due to the volume and the overall requirement to carefully balance the need to meet
the legally binding 84 day Treatment Time Guarantee whilst ensuring sufficient
capacity for emergency activity over this period.
In terms of elective cancellations, the chart below shows a comparison of the last
four winters for each monthly period. The average elective cancellation rate for
winter 2014-15 was 8.0%, down from 8.9% the year before.

Elective Cancellations
2011/12
9.2%

2012/13

2013/14

2014/15

8.9%
8.0%

7.4%

3.6

Complaints

Overall, there were 127 complaints received in winter 2014-15 – an increase of 8 on
the previous winter period. It should be noted that there are 11 records still open in
the month of March where the outcome is not known. Historically, 50% of complaints
relate to acute services, so looking at this area in isolation there were 51 complaints
received in the winter of 2014-15 – a reduction of 14 on the previous winter. The next
two charts show the percentage of complaints upheld, partially upheld and not
upheld for both winter periods.

Complaints - Board Wide
70%
60%
50%
40%
30%
20%
10%
0%

Upheld

Partially upheld

Not upheld

Winter 12-13

40%

24%

36%

Winter 13-14

43%

14%

43%

Winter 14-15

26%

16%

58%
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Complaints - Acute Services
60%
50%
40%
30%
20%
10%
0%

Upheld

Partially upheld

Not upheld

Winter 12-13

50%

30%

20%

Winter 13-14

55%

22%

23%

Winter 14-15

27%

18%

55%

4. CONCLUSIONS
During the winter of 2014-15, NHS Dumfries and Galloway provided care for more
emergency admissions, elective activity (day cases), mental health admissions and
new / return outpatients, however despite this was successful in terms of:
•
•
•
•
•

Reducing emergency admission length of stay (5.9 days to 5.6 days)
Reducing DGRI occupancy (83.5% to 82.9%)
Reducing the number of sleepers/boarders in DGRI by over half
Reducing Emergency Department attendances (18,266 to 18,110)
Improving Emergency Department 4 hour compliance (95.4% to 96.3%)

Norovirus did not have the same impact as the previous year as the outbreak period
moved to the tail end of the traditional winter period. Most of the proxy
measurements of quality did not worsen or in fact, improved with the exception of a
rise in delayed discharge.
Particularly positive improvements included:
•
•
•

Increase in ward huddles / de-briefs, coupled with ward whiteboard
technology
Improved performance of ambulance services and closer working
relationships
Increase in weekend discharges.

Winter planning 2015-16 will aim to replicate successful planning of 2014-15. The
local winter planning group has been adapted into the Unscheduled Care Group and
continues to meet fortnightly all year as it is useful to think of overall system
resilience as a year-round issue and not focus exclusively on the ‘winter’ period as
covering the months November to March and to be prepared for surges in activity
which could occur before or after the period normally associated with winter.
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Smoking Matters Update
E Cigarettes
Smoking Matters are holding a series of E.cigarettes sessions across the region in
June this is an open session for all and is intended to give the most up to date
information on this product.
Second Hand Smoke Campaign
During the summer Smoking Matter will be running a national and local campaign on
Second Hand Smoke which includes project work in nursery education and getting
out and about promoting the new Second Hand Smoke training sessions called
REFRESH which is designed for professionals working with families. Community
Pharmacists will also be promoting the national Second Hand Smoke campaign
starting in August.
ASSIST
Smoking Matters have signed up to a partnership agreement with NHS Ayrshire &
Arran in taking forward the peer model for tobacco called ASSIST. ASSIST is also
being run in 3 health board areas as part of a national campaign. This work will
involve staff being trained to support peer educators in 8 secondary schools in the
region (and 8 in Ayrshire).
BMJ Women’s Health Team of the Year 2015
Staff past and present from NHS Dumfries and Galloway were part of the 300 UK
volunteers who delivered short courses of training in 11 countries across subSaharan Africa and South Asia, as part of Essential Obstetric Training, Centre of
Maternal and Newborn Health, Liverpool, who were awarded the BMJ Women’s
Health Team of the Year 2015. Representatives from the region included:
Mrs Jodie Sherman, Midwife (Rtd)
Mrs Margaret Kerr, Advanced Neonatal Nurse Practitioner, Cresswell
Mrs Dorothea Krakum, Midwife (Rtd)
Dr William Forson, Consultant Obstetrician
Dr Paul Mensah, Consultant Obstetrician.
Trainee accountant wins National Prize
Trainee accountant, Colleen Bowthorpe, has won a national prize for the best overall
performance in the certificate level for Audit and Assurance. She was presented
with an award by the President of CIPFA at the annual graduation ceremony of
CIPFA in Scotland on 15th May.
Social Media Update
To date the Twitter account www.twitter.com/DGNHS has 3,564 followers, have
posted or re-tweeted 3,976 tweets relating to our own news, awareness events or retweeting other organisations health message and follow 287. There are 1,651 people
liking our Facebook page www.facebook.com/NHSDG
New Appointments
Dr Sara Jarvis has been appointed as a consultant in ENT and commences in July
2015.
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Loyalty Awards
The following members of staff received Loyalty Awards January - March and have
agreed to their names being published:
Yvonne Hiddleston Staff Nurse
Allanbank
06/11/1989
Pam Airey
Senior Charge Nurse
STARS
09/01/1990
Linda Mccormick
Support Worker
Kerrera, Annan
08/05/1989
Jennifer Mcadam
Clerkess
Ward 4, DGRI
09/05/1988
June Quinn
Catering Assistant
Annan Hospital
29/11/1989
Patricia Jane Kirk
Health Lead
Dumfries Health & 01/12/1989
Social Care Hub
Retirements
Dermatology Consultant Jon Norris retired at the end of April after 27 years of
service.
Marie Roberts - Paediatric Dietitian retired in April after 37 years in the health
service, 25 years with NHS Dumfries and Galloway.
Leslie Rankin retired in May 2015. He commenced with NHS in December 1972
working in the Stores and moving into payroll department in November 1973.
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New from Scottish Executive Health Department
PCA(P)(2015)6: PHARMACEUTICAL SERVICES AMENDMENTS TO DRUG
TARIFF IN RESPECT OF REMUNERATION ARRANGEMENTS FROM 1 MARCH
2015:
This Circular advises of changes in the Drug Tariff with respect to remuneration
arrangements for the dispensing month March 2015, in particular with respect to the
level of the dispensing pool balancing payment for that month only.
PCA(P)(2015)7: PHARMACEUTICAL SERVICES AMENDMENTS TO DRUG
TARIFF IN RESPECT OF REMUNERATION ARRANGEMENTS FROM 1 APRIL
2015:
This Circular advises of changes in the Drug Tariff with respect to remuneration
arrangements taking effect from 1 April 2015 and 1 August 2015.
PCA(P)(2015)8: Community Pharmacy Remuneration Independent & Supplementary
Prescribing Clinics Q1 Funding - 2 April 2015:
This Circular advises of provisional amounts of transitional funding being made
available for community pharmacist supplementary and independent prescribing
clinics for the period April-June 2015.
PCA(P)(2015)9: PHARMACEUTICAL SERVICES ADDITIONAL HARMACEUTICAL
SERVICES - SMOKING CESSATION SERVICE:
This Circular provides supplementary advice for community pharmacy contractors
providing the Public Health Service (PHS) Smoking Cessation Additional
Pharmaceutical Service (APS) from 1 April 2015.
PCA(P)(2015)10:Public Health Service Poster Campaign 2015-16:
This Circular advises NHS Boards and community pharmacy contractors of Public
Health Service (PHS) poster campaign topics for 2015-16.
PCA(P)(2015)11: ADDITIONAL PHARMACEUTICAL SERVICES GLUTEN FREE
FOOD PRESCRIBABLE PRODUCT LIST:
This Circular advises that the Gluten Free Food Prescribable Product List to be used
in conjunction with the Gluten Free Food Additional Pharmaceutical Service (GFF
APS) has been updated.
07-2015: NHS Pension Schemes (Scotland) 2015/07:
This circular is for those members who will move to the new scheme and have
HMRC Enhanced Protection (EP) and Fixed Protection 2012 (FP2012) and Fixed
Protection 2014 (FP2014). HMRC have confirmed that these Lifetime Allowance
(LTA) protections
PCS(DD)(2015)2: PAY AND CONDITIONS OF SERVICE REMUNERATION OF
DENTAL VOCATIONAL TRAINEES (DVTs):
This circular informs NHS Boards of the rate of pay for current dental vocational
trainees (DVTs) in the Public Dental Service (PDS) and of future arrangements for
new appointees to post.
PCS(SDIA)2015/1: SCOTTISH DISTANT ISLANDS ALLOWANCE:
This circular notifies the service of increases to Scottish Distant Islands Allowance
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rates, effective from 1 April 2015.
DL(2015)3: RECRUITMENT AND RETENTION PREMIA POLICY
This Director’s Letter provides a revised and upated protocol and policy for the
submitting of applications for recruitment and retention premia (RRP) to the
Scottish Terms and Conditions Committee (STAC) under the terms of the
Agenda for Change (AfC) agreement. It replaces previous guidance contained in
HDL(2005)47 issued on 25 October 2005, CEL(2008)37 issued on 9 September
2008 and CEL(2009)41 issued on 15 October 2009.
DL(2015)5: SUPPORTING THE WORK-LIFE BALANCE SHARED PARENTAL
LEAVE POLICY :
This Director’s letter advises NHSScotland Employers of the issue on 2 April
2015, of the following Model Policy addition to the existing Supporting WorkLife Balance (SWLB) Partnership Information Network (PIN) policy .
DL(2015)6: European Cross-Border Healthcare Directive - The National Health
Service (Cross-Border Health Care)(Scotland) Amendment Regulations 2015 The National Health Service (Cross-Border Health Care)(Scotland) Directions
2015:
This letter introduces guidance for NHS Scotland on the above
Regulations and Directions, which came into force on 31 March 2015.
DL(2015)8: Rapid Provision of Medical Certificate of Cause of Death (MCCD) in
Exceptional Circumstances :
This letter is to provide guidance for the provision of the Medical Certificate of
Cause of Death (MCCD) out of hours (weekends and public holidays only) in
primary care and specialist settings and the interface with the Death
Certification service.
SGHD/CMO(2015)5: TRANSVAGINAL MESH IMPLANTS
To provide an update on transvaginal mesh implants. The Independent Review
Group has informed me that it will no longer report in March as more time is
required to consider the evidence.
CMO 7: Revised Guidance on the Disposal of Pregnancy Loss Up To And
Including 23 Weeks and 6 Days Gestation:
Following Lord Bonomy’s Infant Cremation Commission Report, the attached
Guidance updates and replaces the CMO and CNO Guidance on the Disposal of
Pregnancy Loss correspondence SGHD/CMO(2012)7, as issued 19 July 2012 .
PC/CMO: SCOTTISH INFLUENZA VACCINATION PROGRAMME 2015-16:
This communication is to provide confirmation of the key elements of the
forthcoming 2015-16 seasonal and childhood flu vaccination programmes.
PCS(GPR)2015/1: PAY AND CONDITIONS FOR GENERAL PRACTITIONER
SPECIALTY REGISTRARS (GPStR’s) IN SCOTLAND:
This circular advises of the extension of Injury Allowance Provisions to GP Specialty
Registrars (GPStR’s) in Scotland.
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SGHD/CMO(2015)6: Abortion Act 1967: Abortion Regulations (Scotland) 1991:
Following a recent incident where the potential for the yellow form “Notification of
an abortion performed under Section 1 of the Act” to go missing in the post was
noted, colleagues are asked to ensure that the following procedures are followed
when returning forms to the CMO office.
PCS(MD)2015/1: PAY AND CONDITIONS OF SERVICE 2014-15 HEALTH BOARD
MEDICAL DIRECTORS/FORMER MEDICAL DIRECTORS ON PROTECTION:
This circular announces the following change to the management fees for Health
Board Medical Directors/former Medical Directors on Protection introduced by
PCS(MD)2008/1:
PCS(MD)2015/2: PAY AND CONDITIONS OF SERVICE 2015-16
HEALTH BOARD MEDICAL DIRECTORS/FORMER MEDICAL DIRECTORS ON
PROTECTION:
This letter announces the following change to the management fees for Health Board
Medical Directors/former Medical Directors on Protection introduced by
PCS(MD)2008/1:
STAC(TCS01)2015: TEXTUAL CHANGES TO THE AGENDA FOR CHANGE
HANDBOOK AND INTRODUCTION OF SHARED PARENTAL LEAVE
PROVISIONS:
There have been a number of changes made by the UK Staff Council recently to the
text of the Agenda for Change Handbook which either do not apply in Scotland or
have been addressed through other specific Scottish guidance
PCA(D)3: AMENDMENT NO 129 TO THE STATEMENT OF DENTAL
REMUNERATION:
This letter advises NHS Boards and Practitioner Services of the publication of an
amendment to the Statement of Dental Remuneration (SDR), Amendment No 129,
which takes effect from 1 June 2015. It also advises of the maximum patient charge
for a single course of NHS dental treatment.
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Freedom of Information – 1 March – 30 April 2015
A total of 64 requests were received in this reporting period March (33) and April (31).
Ref
15-080

Received
Status
02/03/15 Media

Description
I would like the information to cover the past three financial years (2012/13, 2013/14, 2014/15 ) and to be
broken down by year. I would like to know how much the organisation has paid out in redundancy and
severance payments to staff leaving the organisation. I would like to know how many staff have left the
organisation on redundancy and severance deals. I would like to know the range of payments made to
staff leaving the organisation on redundancy or severance deals from highest to lowest.
Organisation How many Individual Patient Treatment Requests (IPTRs) has it received for patients resident in its NHS
board area in each individual month from 5 November 2013 to 02 March 2015?How many Individual
Patient Treatment Requests (IPTRs) for cancer (all types) has it received for patients resident in its NHS
board area in each individual month from 5 November 2013 to 02 March 2015?How many Individual
Patient Treatment Requests (IPTRs) for Advanced Colorectal Cancer has it received for patients resident
in its NHS board area in each individual month from 5 November 2013 to 02 March 2015?How many
Individual Patient Treatment Requests (IPTRs) has it received for patients resident in its NHS board area in
each individual month 5 November 2013 to 02 March 2015 for each of the following treatments:
Bevacizumab (Avastin®); Cetuximab (Erbitux®); Aflibercept (Zaltrap ®) to treat advanced colorectal
cancer?How many Individual Patient Treatment Requests (IPTRs) has it approved for patients resident in
its NHS board area in each individual month from 5 November 2013 to 02 March 2015?How many
Individual Patient Treatment Requests (IPTRs) for cancer (all types) has it approved for patients resident in
its NHS board area in each individual month from 5 November 2013 to 02 March 2015?How many
Individual Patient Treatment Requests (IPTRs) for Advanced Colorectal Cancer has it approved for
patients resident in its NHS board area in each individual month from 5 November 2013 to 02 March
2015?How many Individual Patient Treatment Requests (IPTRs) has it approved for patients resident in its
NHS board area in each individual month from 5 November 2013 to 02 March 2015 for each of the
following treatments: Bevacizumab (Avastin®); Cetuximab (Erbitux®); Aflibercept (Zaltrap ®) to treat
advanced colorectal cancer?What guidance has it provided or does it plan to provide to clinicians to assist
them with applying for access to treatments using the Scottish Government’s New Medicines Fund (NMF)?
Media
Under FOI I would like to know how many children were seen in NHS dental hospitals in your health board
area for tooth decay and how many were treated for teeth removal due to tooth decay. I would like to know
figures for 2014, as well as 2009 and 2004 (or as close to these years as possible). By children I mean
under 16. I would also like to know, for each category, how many children were under 5.
Other
Q1. In last 2 years has your organisation used external recruitment agencies to hire for permanent or
contract roles? Q2. In list format what are the five highest paid external recruitment agencies with the total
amount paid in the last 2 years? Q3. What is the fee structure charged for the five highest paid vacancies
by the above five external recruitment agencies and the roles that were hired for? Example: Office
Manager - Salary £20,000 Fees paid 15% of salary = Total recruitment fees paid £3000. Q4. For the
coming year what live vacancies does the organisation currently have for permanent or contract roles,
please list these vacancies with the following;*

Closed
26/03/15
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02/03/15

25/03/15
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03/03/15
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05/03/15
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Trade Union

1. Are processed red meat products – particularly bacon, sausages, ham, salami and pepperoni – served
to patients at any of the hospitals covered by your Board, and if so, which ones? 2. What meal options are
available for vegan* patients at the hospitals covered by your Board?(*Vegans consume no animal
products, including meat, fish, dairy products, eggs and honey.)
Can you tell me please if the health board has introduced any strategies to reduce the time patients stay in
hospital or appointment times at doctors’ surgeries. If so, can you please tell me for which patients these
were introduced, for example women having babies, and how long they are now planned to stay on
average compared to the average stay time before. Can I have this level of detail for each patient type or
procedure type for which the length of hospital stay has been reduced by managers and can you tell me if
there is a standard target appointment time for patients at doctors’ surgeries in the health board area. If this
has been reduced, please tell me what it was previously and what it is now.
1. How many operations have been cancelled due to lack of appropriate instrumentation or lack of
instrumentation in general? 2. Can these please be broken down by hospital? 3. Can I please have these
for years: 2009 – 10; 2010 – 11; 2011 – 12; 2012 – 13; 2013 – 14; and any available data for 2014 – 15?
1. How much did the Health Board spend on temporary Registered Doctors (Medical Locums) in the
financial year 2014 to date? 2. Please Breakdown the above spend into clinical/departmental categories e.g. A&E, Orthopaedics &amp; Trauma, Surgery, Mental Health, Gynaecology etc. 3. Please Breakdown
the above spend into grade categories - e.g. SHO, Consultant, Registrar etc. AHP 1. How much did the
Health Board spend on locum / temporary Allied Health Professionals in the financial year 2014 to date?
2. Please Breakdown the above spend into AHP categories - Physiotherapy, Occupational Therapy,
Speech and Language Therapy, Dietetics, Radiography and Podiatry. 3. How much did the Board spend
on locum / temporary Health Science Staff (HSS) in the financial year 2014 to date? 4. How much did the
Board spend on Biomedical Sciences locum / temporary staff in the financial year 2014 to date?
The number of beds and rooms which are reserved for patients of interest to media and security. I am not
sure if this is a phrase you would use, but by this I mean royalty, celebrities, politicians or anyone else
who may attract media attention or need security. - A list of the the equipment which is contained within
the room.
Please advise which model of integration you are operating as from 1 April 2015 under the Public Bodies
(Joint Working) (Scotland) Act 2014 Body Corporate Model Lead Agency Model Which Health
Board/Local Authority(ies) have you integrated with? What is the scope of your integration? Is it limited to
adult care or are other services included in the plan? Have you or do you intend to include Children’s
services? 4. What engagement has there been with trade unions? 5. What arrangements have been made
for trade unions to participate in decision- making processes? 6. What arrangements have been made for
stakeholders to participate in decision-making processes? How have resources been allocated to the new
joint arrangements and how much money has been delegated to the new structures? 8. Is a Chief Officer
in place? 9. What governance and monitoring structures have been put in place? Have any staff
transferred to a different employer, either on a permanent basis or by secondment? If so what TUPE+
provision has been put in place? 10. Do you have a Strategic Commissioning Plan in place and what
implications has this for services currently delivered in-house or outsourced? 11. Do you have any
proposals for utilising shared services? 12. Are staff from different employers working together? If so,
what arrangements have been made for managing different terms and conditions as well as procedural
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agreements such as discipline and grievance? 13. What provisions have been made for staff governance
in the new structures including staff representation on your joint committees? 14. What arrangements
have been made for managing Health & Safety?
We would be grateful if you would provide us with all of the information you hold in relation to the
investigations carried out on Mr Harry Robertson and why a decision was made to write out to patients
recommending that they undergo tests.
Can you please provide me with the number of patients who have been referred to sexual health
clinics/services over the last 12 months? Can you please provide me with the average waiting time (hrs) to
see a gynaecologist once referred by a GP? Can you please provide me with the number of patients that
had to wait over 12 weeks to see a sexual health practitioner? Can you please provide me with the
number of sexual health patients who have been engaged in talk therapy, and the average waiting time for
these appointments? Can you please provide me with the number of sexual health clinics in your area, and
their opening hours?
I am writing to request information under the Freedom of Information Act 2000. I am interested in broadly
grouped data for “Black”, “Asian” and “White” based on broad groupings of the categories used in the
Electronic Staff Records (ESR). An example of how this can be done can be seen in this table from the
HSCIC - http://www.hscic.gov.uk/catalogue/PUB13951/nhs-work-stat-oct-2013-equal-div.xls Please also
include figures for “Total Headcount” of staff and any other ethnic groups under “Other” for completeness.
Please can you provide the following data for the period 2010-2015 (or as far back as possible in the
range) by these broad ethnic groups: The number and percentage of staff by broad ethnic category for the
following: · Each Agenda for Change pay band · Each Doctors and Dentists bands · Very Senior
Managers The following data on the recruitment process in your trust outlining the numbers and
percentage people by broad ethnic category for the following: · Number of applicants · Numbers of
shortlisted candidates · Numbers selected to take up jobs
I am interested in broadly grouped data for “Black”, “Asian” and “White” based on broad groupings of the
categories used in the Electronic Staff Records (ESR). An example of how this can be done can be seen
in this table from the HSCIC - http://www.hscic.gov.uk/catalogue/PUB13951/nhs-work-stat-oct-2013-equaldiv.xls Please also include figures for “Total Headcount” of staff and any other ethnic groups under
“Other” for completeness. Please can you provide the following data for the period 2010-2015 (or as far
back as possible in the range) by these broad ethnic groups: Data on the disciplinary process: · Number
and percentage of disciplinaries · What are the main reasons for disciplinaries · Outcomes of
disciplinaries · Number and percentages of dismissals Data on staff accessing non mandatory training and
Continuous Professional Development (CPD): · Percentages and numbers days training received ·
Broken down by categories of training received (if possible) · Your Trust’s staff survey data on bullying,
harassment, career progression and overall discrimination.
How many child/adolescent psychologists have been employed by the board over the last 10 financial
years? If possible, please indicate how many were full or part time, or hired on a contract basis. *How
many adult psychologists have been employed by the board over the last 10 financial years? If possible,
please indicate how many were full or part time, or hired on a contract basis.
The current salaries of child/adolescent psychologists within your board; The current salaries of adult
psychologists within your board.

NOT PROTECTIVELY MARKED

30/03/15

09/04/15

15/04/15

15/04/15

13/04/15

13/04/15

377

15-099

18/03/15

Media

15-100

18/03/15

Media

15-101

19/03/15

Political

15-102

20/03/15

Business

15-103
15-104

23/03/15
23/03/15

Business
Media

15-105

16/03/15

Other

How many children are currently waiting to see a child/adolescent psychologist? For each
child/adolescent, please tell me how long they have been waiting for. * How many adults are currently
waiting to see a psychologist? For each person, please tell me how long they have been waiting for.
(a) The web links to your PSRA disclosures related to financial years 2010-11, 2011-12, 2012-13, and
2013-14, or copies if the material is not online (b) The dates on which you published your disclosures
relating to financial years 2010-11, 2011- 12, 2012-13 and 2013-14 (c) If applicable, your reasons for not
publishing PSRA disclosures related to financial year 2010- 11, 2011-12, 2012-13 or 2013-14 (d) Any
correspondence with the Scottish Government or ministers on PSRA disclosures (e) Records of any
decisions taken by your public body not to publish PSRA disclosures
Can you please provide me with the number of midwives employed, broken down for each year from
2007? Can you please provide me with data on the location of practicing midwives?
Please find below a Freedom of Information Request on the prevention of venous thromboembolism (VTE)
in hospitals. I would be grateful if you could please provide answers to the below questions and return to
jameslegrice@weareicg.com within the time limits specified by the Freedom of Information Act. 1. Please
list the number of cases of hospital associated thrombosis (HAT) recorded in your health board in each of
the following years: * 2013-14 * 2012-13 * 2011-12 * 2010-11 * 2009-10 2. Please list the number of Root
Cause Analyses (RCA) performed for confirmed HAT in each of the following years: * 2013-14 * 2012-13
* 2011-12 * 2010-11 * 2009-10 3. What percentage of hospital inpatients were risk-assessed for VTE in
each of the past five years: * 2013-14 * 2012-13 * 2011-12 * 2010-11 * 2009-10 4. In how many cases was
VTE identified as the a.) primary or b.) secondary cause of death on death certificates recorded in your
health board for each of the following years: * 2013-14 * 2012-13 * 2011-12 * 2010-11 * 2009-10 5. Has
your health board ever received a verbal or written warning for failure to a.) risk assess patients for VTE
b.) perform RCA for HAT? 6. Has your health board ever received a financial sanction for failure to a.) risk
assess patients for VTE or b.) perform RCA for a recorded case of HAT? 7. Does your health board
ensure that written and verbal information on the risk of VTE is provided to all patients on admission to
and discharge from hospital?
Staff contact information
How many women over the age of 61 are on the methadone programme in your health board area? (break
down of ages).How many men over the age of 65 are on the methadone programme in your health board
area? (break down of ages).How many women over the age of 61 are being prescribed methadone in your
health board area? (break down of ages).How many men over the age of 65 are being prescribed
methadone in your health board area? (break down of ages).
1. Is the addition of the red staining dye described within a policy or guideline issued within the hospital?
Please attach a copy of the relevant policy/guideline document. 2. If this is a policy decision, please
confirm the author of this policy/guideline, their role within the organisation, and the committee at which
this policy/guideline was approved or ratified? 3. Please confirm whether this policy and, therefore, the
addition of the red staining dye to the the licensed products has been risk assessed and a record has
been made within the hospital risk register. Please attach a copy of the risk assessment with particular
reference to the stability of chlorhexidinein the presence of high concentrations of carmoisine. The GMC
has offered guidance to medical staff on the use of unlicensed medicines and medicines used outside
their label (off-label use) http://www.gmc- uk.org/guidance/ethical_guidance/14327.asp and the NMC
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within their standards for Medicines Management http://www.nmc-uk.org/Publications/Standards/ offers
advice to nurses on the use of unlicensed medicines. Similar advice is available for other healthcare
professionals. 4. Please would you confirm whether the following are routine practice within your hospital:
a) The clinician is made aware that they are using a licensed medicine off label b) The licensed medicine
to be used off-label is prescribed (patient specific direction) within the operation records and the
prescription is signed by the responsible clinician c) The mixing of the products and the administration of
the licensed medicine off- label is recorded within the operation records and signed by the healthcare
professional that has both mixed and administered the product d) The patient has given informed consent
to the use of a licensed medicine off-label in the place of an appropriately licenced medicinal product and
that this informed consent is recorded in the medical notes. Please would you supply a copy of the
information that is given to patients as part of your informed consent process? 5. Please would you
supply any communication you may have had with the manufacturer or other organisations that have
provided information of the use of these products off-label and in particular in relation to potential
contamination, dilution and expiry date
To disclose how much your NHS Health Board has spent on taxis for ambulance patients in each of the
last five years.
Question 1) What was the cost of incinerating waste medicines for this financial year? Question 2) What
was the weight of medicines returned for incineration for this financial year? If possible, please provide in
pounds (lbs).
1. How many children aged 17 and under were treated for anything related to alcohol for each of the
following years: 2012, 2013, 2014?2. How many children aged 17 and under were treated for drug-related
injuries for each of the following years: 2012, 2013, 2014?
Does the Trust currently have a contract for IT disposal? * If not, what do they do with the redundant IT
equipment? * If they have a contract, which company handles the contract? * If they have a contract, when
does the contract expire? * If they have a contract, is it advertised in the European Journal or other
PurchasingPublication – please detail where it is advertised? * How many PC’s, Laptops, Servers and
TFT’s devices does the Trust have within their IT Estate? * How many PCs, laptops, servers and TFT
screens will the Trust typically dispose of during a calendar year? *Who has overall responsibility for the
disposal of IT equipment within the Trust? Please supply name, telephone and email details.
I would like to request information concerning any IT server, storage and networking maintenance support
contracts (including any care packs) which you may hold, and request details of the following components
of these contracts:* Existing supplier - if there are various suppliers please split up into individual contracts
* Hardware/vendors brand* Contract description* Total value of the contract - please state if you have
provided an annual figure* Duration of the contract - please provide me with a particular month as well as
the year and details of whether there are any extension periods or break clauses within the contracts*
Expiry date of the contract - please provide me with a particular month as well as the year * Contract
review date - please provide me with a particular month as well as the year.* Internal contact responsible
for reviewing and renewing contracts - please provide me with their full name, job title, direct contact
number and direct email address. * Procurement - please provide me with details of any procurement
portals that you may use to purchase from or whatever other methods you use.
-How many patients have been wrongly diagnosed with cancer in the past three years. Please include
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what type of cancer they were diagnosed with, what they were later found to be suffering from and what
(if any) treatment for cancer they received. -How many patients have taken legal action against the
health board after being misdiagnosed with cancer and how much was paid out by the health board. -Of
these, how many received treatment?
-How many patients have been diagnosed with cancer later than
they should have been? For example they were given another diagnosis which turned out to be wrong.
Please include the type of cancer they were diagnosed with, what they were originally thought to be
suffering from, and what (if any) treatment they received from the false diagnosis. -How many patients
have taken legal action against the health board over this, and how much was paid out by the health
board.
I am looking to acquire figures relating to the number of attacks on paramedics, while they have been on
duty. I am, in particular, looking for the following things – A yearly breakdown figures of the number of
physical attacks to have taken place on paramedics over the last ten years (from 2004 – 2014) A yearly
breakdown figures of the number of verbal attacks to have taken place on paramedics over the last ten
years (from 2004 – 2014) A yearly breakdown of the most common types of physical assaults to have
taken place over the last ten years (2004 – 2014) It would also be helpful to receive any briefing notes
which may be necessary to understand the context of the information provided.
1.Can you tell me please what the total workforce of doctors and nurses is within the health board and how
many are from non-English speaking countries.2.How many NHS staff in each of the last five years (please
break this down into individual years) have been sent to classes to teach them English?3.For each year,
where were they taught and how much has it cost the health board to pay for the lessons over each of the
last five years?4.For each of the last five years, for those taught English, can you please tell me what level
of lessons they were having (eg beginner, intermediate or expert) and how often they attended.5. For each
of the last five years, for those taught English, can you tell me if they were working at the same time, and
provide a breakdown of what their job titles are (eg nurse, doctor), including their medical specialism (eg
paediatric nurse), their seniority and whether they work in hospitals, doctors’ surgeries or the community.
How much the health board has spent on renting properties in the past three years. Please break this
down to show how much has been spent each year and list the properties.
1. Does the Trust have access to a Holmium:YAG Laser Machine? 2. If so, what is the make and
model of said machine? 3. In what year was the machine purchased? 4. How many of these
machines does the Trust currently possess? 5. In what surgical department(s) are these machines
used? 6. How are these machines currently maintained? 7. Does the Trust currently have a Laser
Machine service agreement in place?
1. Information including sight of any statistical information, written or electronic, detailing the number of
accidents reported by employees of the Trust. 2. Information including sight of any statistical information,
written or electronic, written or electronic detailing the number of claims intimated as a result of accidents
at work by employees of the Trust. 3. Information including sight of any statistical information, written or
electronic, detailing the number of successful claims by employees of the Trust. 4. Information including
sight of any statistical information, written or electronic, detailing the number of accidents of nonemployees occurring on any property owned or operated by the Trust. 5. Information including sight of any
statistical information, written or electronic, detailing the number of claims to the Trust intimated under the
principle of occupiers liability. 6. Information including sight of any statistical information, written or
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electronic, detailing the number of successful claims against the Trust under the principle of occupier's
liability. 7. Information including sight of any statistical information, written or electronic, detailing the
number of medical negligence cases which have been intimated.
1) How many staff who were in receipt of an NHS pension has your board employed in each of the last
five financial years (up to and including the last financial year, ending March 31, 2015)? Please break the
figure down to show the roles performed by the staff i.e. nurse, health visitor, doctors etc. and how many
were employed for each role, broken down to show the number of people employed for various pay bands
within those roles. 2) How much did the NHS pay these staff in each of the last five financial years
(please note this payment should not include how much they received from their pension)? Please break
the figure down to show the roles performed by the staff i.e. nurse, health visitor, doctors etc. and how
much was paid to people in each role, broken down to show what was paid to people employed in various
pay bands within those roles.
1. How many GP practices have closed and had their list dispersed? 2.
The names and patient list
size for all those practices in question one. 3.
How many GP practices have undergone mergers with
another practice/s? 4.
How many GP practices/branches have shut as a result of these mergers?
5.
How many practices have approached you for advice or support on practice closures or mergers?
6.
What support, if any was offered?
Do you currently have any junior doctor night shift rotas that are seven days (or more than seven days) in a
row? Do you currently have any junior doctor day shift rotas that are more than seven days in a row? If so
how many days are they running for at a stretch and in what specialties? Do you have any instances
where junior doctors are having to perform middle grade roles?
How many nursing shifts (for nurses of any grade) have you needed to cover with agency staff from
31st March 2014, to 31st March 2015? How much did you spend in total on agency staff between 31st
March 2014 and 31st March 2015? Did you use Medacs Healthcare plc to provide temporary nursing
cover from 31st March 2014 to 31st March 2015, and if so how much did you pay them in total? Did you
use Mayday Healthcare plc to provide temporary nursing cover from 31st March 2014 to 31st March 2015,
and if so how much did you pay them in total? Did you use Imperial Medical Staffing to provide
temporary nursing cover from 31st March 2014 to 31st March 2015, and if so how much did you pay them
in total? Did you use Thornbury Nursing Services to provide temporary nursing cover from 31st March
2014 to 31st March 2015, and if so how much did you pay them in total? From 31st March 2014 to
31st March 2015, what is the highest day rate you have paid for an agency nurse shift and to which agency
was this paid? Are there any duties that an agency nurse would not be allowed to carry out that a staff
nurse of the same rank would be? Do you have any policy to reduce your reliance on nursing agency
cover in the future, and if so why?
Home care What type and scope of home care services are currently used to assist the
treatment/management of myeloma patients? Which drugs do they deliver to myeloma patient’s homes?
What other out-reach services do they offer myeloma patients? What are the management arrangements
you have for home care services received patients with Myeloma? Guidelines for myeloma In addition to
myeloma guidance provide by the SMC for individual therapies, can you please send a copy of the
hospitals myeloma guidance used by your MDT. Who developed these guidelines; the cancer network,
your local MDT or your hospital etc.? Myeloma treatment centres Do you recognise this designation for
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myeloma services; Level 1 - nearly all chemotherapy treatment, Level 2 - more specialist in-patient
chemotherapy treatment, Level 3 – Autologous Stem Cell Transplantation (STC), Level 4 – Allogeneic
SCT. Which Hospitals offer which level of service within your Health Board If you don’t use this
designation system, how do you classify the different service levels? Are there any plans to change the
designation system, if yes, could you please explain what this might be? How much spare chemotherapy
capacity do each of your hospitals have please How do lower level centres work with transplant centres? ?
Drugs Please describe any current; active Patient Access Schemes used to access myeloma drugs. Are
all myeloma drugs funded by the Health Board? If not, which drugs are outside of this funding stream and
what is the source of funding? Is Bortezomib administered in Level 1 or equivalent centres? Patients Do
you use new digital health technology, e.g. smart phone apps, sharing electronic records etc. to help
empower patients with myeloma? If yes, please describe the service you offer patients Stem Cell
Transplantation Can you confirm that all autogenic stem cell transplantation is transferring to Glasgow but
there is no change to the designation of the autologous stem cell transplant service?
Annual Accounts
I would be grateful if you could provide me with a copy of your Continuing NHS Healthcare Policy along
with a copy of the Scottish Government Guidance on CHC.
How many patients discharged themselves from medical care in hospital against medical advice over the
last three years, between April 1, 2012 and March 31 2015? Could the figures please be broken down
annually and specify which hospital the patient was being treated in, when, and why the patient discharged
themselves? Could you also please include the patients' rough age if the figures are available?
The number of incidents in which medical objects/equipment has been left inside patients over the past five
years? Please break this down by year, and if possible hospital and the procedure being carried out. How
much compensation has been paid out to patients involved in the incidents?
the number of A&E admissions/attendances that have been made to A&E at the GCH over the past month;
what have been the waiting times before these patients have been seen by a doctor; and is the Galloway
Community Hospital currently adequately staffed both by doctors and nurses to its recognised staffing
compliments?
please can you provide me with all current policies or guidelines that make reference to the use and
management of mobile phones and tablet devices in the healthcare environment, by staff, service users,
and visitors – this applies to both personal and institutionally-owned devices
How many times concerns of staff levels were raised by member’s staff in the last 12 months? And per
year for each of the last five years.How many times concerns of patient safety have been raised by
member’s staff in the last 12 months? And per year for each of the last five years.
The total number of complaints dealt with for each year since 2010; The total amount of money spent on
dealing with complaints for each year since 2010; The amount of money spent on settling complaints for
each year since 2010; The amount of money spent on legal services for each year since 2010; A
breakdown of the different budgets within the overall budget for legal services in your organisation, by year
since 2010.; A breakdown of the actual spending for each of the budgets requested in q.4) by year since
2010
In each case, I was looking for the Make/Model, Quantity available for use, Date of Purchase (where
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numerous purchases have been made, the date of the largest/ most significant purchase) and where
applicable the purchasing framework contract expiry date for the named device. For ease of documentation
please find attached a spreadsheet for completion. If this information isn't relatively easily available, please
feel free to contact me to discuss and clarify my request. I hope that the questions are answerable via
administrative sources. Model Quantity Date Purchased Unit Price Device Contract Expiry Volumetric
Pumps Syinge Pumps TCI/TIVA Pumps PCA Pumps Enteral Feed Pumps Parenteral Feed
Pumps Epidural Pumps Ambulatory Pumps MRI Compatible Pumps
Could you please give me the number of units and within them, the number of beds that exist for Tier 3 and
Tier 4 in-patient services for children and adolescents, broken down by categories (forensic / learning
disabilities / generic)?
For each of the past five financial years I would like to know the number of tattoo removal procedures
carried out by your board/boards. For each entry I would like to know the cost to the NHS and the reason
the procedure was carried out. If it is not possible to provide a cost for each procedure I would be happy
with a total cost to the NHS for each financial year.
Q1 : Since January 2012 how many non-clinical staff, permanent or temporary, of Band5 and above have
been appointed to acute services administration in Dumfries Infirmary? Q2 : What is the overall annual
cost to the organisation of those staff? Q3 : How many medical staff positions, consultant and middle
grade, are currently vacant in acute services? Q4 : Given that a new hospital will be built in the next 2 or
3 years what has been the overall cost of refurbishment of non-clinical accommodation in acute services in
the last two years?
Q5 : Since January 2012 how many trained nursing staff have left nursing to take
up management posts?
How many ‘foreign bodies’ i.e surgical and other objects have been accidentally left inside patients by
theatre staff following hospital operations in the past four years (2011-2015 inclusive)? Can you advise
which hospitals in your area this has happened in? How may people became unwell as a result of this?
Has anyone died as a result of this? How were the objects discovered? Can you breakdown the figures
down by year (2011-2015 so far inclusive?) Can you advise what the objects were e.g needles, swabs,
forceps etc? How many patients have issued compensation claims as a result of this, within this time
frame? How much money has been paid out within this time frame? Can you break the amounts down by
year? Can you breakdown by individual payments and what specifically they were for? How many
pending claims are there? How much money has been set aside for pending claims?
I would to know how many children (aged under 16) in your health board were recorded as weighing over
18 stone, 20 stone, 25 stone and 30 stone in your health board for the years 2009 and 2014. I would like
these in age categories (under 5, 5-10, 10-15) I would like to know if any of these children have needed
hospital treatment.
I would like to know the numbers of children (aged under 16) recorded as needing treatment for dug abuse
and for smoking. For each category I would like to know the youngest age of a child who was treated for
drug or smoking abuse. I would also like to know the figures for five years (2009-2014) and also
separately for smoking and drug abuse. I would like to know what services are offered by your health
board for smoking and drinking abuse in children (aged under 16) and the costs of these per annum for
past five years
formal complaints or general complaints against the haemotology department in dumfries during 2014
23/04/15

NOT PROTECTIVELY MARKED

383

15-138

22/04/15

Other

15-139

22/04/15

Other

15-140
15-141

23/04/15
28/04/15

Other
Other

15-142

29/04/15

Business

15-143

29/04/15

Other

I would like like a list of all pharmacy contracts received by the health board and the decision of the
application and decision of appeal ( if any ) also want the contact with whom I can apply for a pharmacy
contract application form
Please confirm or deny that the CCG/ Health Board has primary care rebate contracts for Medicines
ACBS products Devices Please confirm or deny that the CCG/Health Board is in receipt or has rebate
agreement or discounts for anticoagulants Please confirm which products the CCG/ Health Board has
rebate agreements or discounts for. Please confirm or deny if the CCG/Health Board requires PrescQIPP
or LPP or any other body to review of a rebate scheme in order to enter into a rebate contract. Please
specify which body or organisation. Please confirm or deny the availability of a rebate policy for the
CCG/Health Board and where this can be accessed Please confirm the number of rebate or discount
contracts that the CCG/Health board has entered into in the last 12 months for: Medicines ACBS products
Devices Please confirm the number of rebate or discount contracts that the CCG/Health board has ended
in the last 12 months for Medicines ACBS products Devices
Continuing Healthcare
Please may I request an up to date project directory of all companies, suppliers and subcontractors
involved in the project Hospital at New Dumfries & Galloway Royal, A75 Garroch Roundabout, Dumfries,
Dumfries & Galloway, DG1.
1. Does the Board have any of the following Multi-disciplinary teams (MDTs)? MDT Name Yes/No If Yes
please provide Members names and/or roles Name Role Head and Neck MDT Local Skin Cancer MDT
Specialist Skin Cancer MDT Oculoplastics MDT Skull Base MDT 2. We would like to understand how
the Board deals with the treatment of Advanced Basal Cell Carcinoma, 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.
1. contact centre/call centre contracts 2. inbound network services contracts Please send me the
following information for each provider: 1. Incumbent Supplier: For each of the contract(s) please can you
provide me with the supplier of the contract. 2. Annual Average Spend: the annual average (over 3 years)
spend for each supplier 3. Contract Expiry: the date of when the contract expires. 4. Contract Review: the
date of when the contract will be reviewed. 5. Contract Description: a brief description of the services
provided of the overall contract. 6. Contact Details: The person from within the organisation responsible for
the contract. Please provide me with their full name, actual job title, contact number and direct email
address. 7. Number of Agents; please provide me with the total number of contact centre agents; 8.
Number of Sites; please can you provide me with the number of sites the contact centre covers. 9.
Manufacturer of the contact centre: Who is the manufacturer of the contact centre system that you
operate? 10. Busy Periods: Please state the month(s) which the contact centre is at its highest/busiest
during the year. This can be based upon the number of calls. Your provider may be able to tell you
quicker. E.g. JAN-MAR, APR, JUNE. 11. Do you use Microsoft Exchange 2003 as your email server? If
not, then which product do you use? 12. Number of email users: Approximate number of email users
across the organisations. Please add any further comments attached to this contract if there are any
changes coming to the organisation with regards to contact centres. The second part of my request
relates to the use inbound network services contracts which could relate to one of the following: 1. 0800,
0845, 0870, 0844, 0300 number 2. Routing of calls 3. Caller Identifier 4. Caller Profile- linking caller details
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with caller records 5. Interactive voice response (IVR) For contract relating to the above please can you
provide me with? 1. Incumbent Supplier: For each of the contract(s) please can you provide me with the
supplier of the contract. 2. Annual Average Spend: the annual average (over 3 years) spend for each
supplier 3. Contract Expiry: the date of when the contract expires. 4. Contract Review: the date of when the
contract will be reviewed. 5. Contract Description: a brief description of the services provided of the overall
contract. 6. Contact Details: The person from within the organisation responsible for the contract. Please
provide me with their full name, actual job title, contact number and direct email address.
We are working on a project to improve expenditure in eye departments. We are looking at different drugs
delivered by intravitreal injection to treat retinal conditions and costs incurred.
We would like to obtain data regarding the number and costs for Lucentis, Eylea and Avastin intravitreal
injections in your trust in January 2015.
Within your trust, how many patients are you currently treating for chronic eczema ? Of these how many for
hand eczema ? If you can provide the treatment, please split these eczema patients by their current drug
treatment; Acitretin Alitretinoin Tacrolimus Pimecrolimus PUVA - topical psoralen with UVA PUVA - oral
psoralen with UVA Betamethasone dipropionate or valerate creams or ointments Betamethasone creams
or ointments Fluocinonide creams or ointments Fluticasone propionate creams or ointments Mometasone
furoate creams or ointments Diflucortolone valerate creams or ointments Clobetasol propionate creams or
ointments Other Does your trust treat Psoriasis patients with Fumaderm, if so, how many in the past year
? If you are unable to split the treatment by diagnosis, please provide the total by treatment from your
pharmacy.
1. Contracts/Agreements relating to the supply of Gas which may include the following: · Natural Gas
Supply · Gas Heating / Boiler Maintenance · Installation of Gas Central Heating Systems 2.
Contracts/Agreements relating to the supply of Electricity which may include the following: · Street
Lighting · Electricity Supply (Half Hourly) · Electricity Supply (Non Half Hourly) · Corporate Electricity
Supply Contract Information- For each of the types of the contract that I am requesting please can you
send me the following information. Please can you remember if there is more than one provider can you
please split the contract information up for each individual provider? 1. Unique Contract Key: Please can
you provide me with a unique reference quote that relates to each contract. 2. Current Provider: If there is
more than one provider please split the contract information individually. 3. Annual Average Spend: Please
can you send me the average spends over the last three years. Approximate spend is also acceptable. 4.
Contract Duration: Duration of the contract/agreement and can you please include any extension periods
that could be executed 5. Contract Commence Date: The date the contract/agreement commenced 6.
Contract Expiry Date: The date the contract/agreement expired 7. Contract Description: A brief description
of the contract of what support/service in involved 8. Responsible Officer: Who within the organisation is
responsible for this contract. Please can you send me the full names, actual job title, internal contact
number and the officers direct email address. If there is more than one supplier please split each profile of
the above data types for each supplier. E.g. separate spend, expiry date, responsible officer.
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Freedom of Information Requests – 1 March to 30 April 2015

The pie chart below reflects the directorate asked to provide a response, the majority being
medical or acute services.

The following reflects the source of the requests with the majority being from the media.
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Current Consultations

From

Topic

Scottish Government

Supplementary prescribing by dieticians

Response
due by
24/04/2015

No response submitted
Scottish Government

Use of exemptions within the Human Medicines 24/04/2015
Regulations by Orthoptists
No response submitted

Scottish Government

Children and Young People (Scotland) Act 2014 - 01/05/2015
Draft Guidance Consultation
No response submitted

Scottish Government

Scottish Government Consultation : General
Practitioners Telephone Numbers

11/05/2015

No response submitted
Scottish Government

Scottish Capital Investment Manual (SCIM) - 31/05/2015
Consultation on the Refresh of SCIM - Phase 1 letter and documents

Scottish Government

Independent prescribing by paramedics

22/05/2015

No response submitted
Scottish Government

Independent prescribing by radiographers
consultation

22/05/2015

No response submitted
Scottish Parliament

Call for evidence on the Smoking Prohibition
(Children in Motor Vehicles) (Scotland) Bill – Stage
1 consideration by the Scottish Parliament Health
and Sport

27/05/2015

No response submitted
Scottish Government

Food in Hospitals – CONSULTATION
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Chief Executive’s Diary
Key Events
June
8
9
9/10
12
15
18

Board Challenge Day
Management Team
NHS Chief Executives
MP/MSP Quarterly Briefing
Board Workshop – Risk/Annual Accounts
TCAT Programme Board

22

Audit & Risk Committee

22
24
25
26

Special Board for Annual Accounts
NHS Scotland Event
APF
Facilities Review & Shared Services
Programme Board
Staff Governance
National Out-of-Hours Review Group

29
30
July
6
13
14
21
30

Performance Committee
Healthcare Governance Committee
Management Team
Management Team
National Out-of-Hours Review Group

Chairman’s Diary
Key Events
June
1
8
12
15
16
22
22
23/
24
29

NHS Chairs Meeting
Board Challenge Day
MP/MSP Quarterly Briefing
Board Workshop – Risk/Annual Accounts
Fit for Work Scotland - Programme Board
Audit & Risk Committee
Special Board for Annual Accounts
NHS Scotland Event
Staff Governance

July
6
Performance Committee
13 Healthcare Governance Committee

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 55

DUMFRIES AND GALLOWAY NHS BOARD
Audit and Risk Committee
Minutes of the Audit and Risk Committee meeting held on Friday 19th December 2014
at 10am – 1pm in the New Boardroom, Crichton Hall, Bankend Road, Dumfries,
DG1 4TG.
Present
Mr R Allan
Dr L Douglas
Mr P Jones
In Attendance
Mr J Ace
Mrs K Lewis
Ms J Watters
Ms L Patterson
Mrs S McMeckan

Non Executive Committee Member (Chaired the Committee)
Non Executive Committee Member
Chairman of the Board

Mrs H Borland
Dr A Cameron
Mr G Gault
Ms S Abbott
Mrs K Armstrong
Miss K Skimming

Chief Executive
Director of Finance
Chief Internal Auditor
External Auditor – PricewaterhouseCoopers LLP
Deputy Director of Finance – Governance & Financial
Accounting
Nurse Director
Medical Director
General Manager – ICT
Internal Auditor
Internal Auditor
Administrative Assistant/ Secretary (Minute Secretary)

Apologies
Mr A Johnston
Ms G Stanyard
Mr A Campbell
Mrs J White

Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Chief Operating Officer
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1.

Apologies for Absence
Apologies as noted above.
The Committee Chair agreed to amend the running order of the agenda to allow
the Chief Internal Auditor to leave the meeting early. Therefore the Chief Internal
Auditor’s three papers (Item 7, Item 8 and Item 19) were brought forward to the
start of the meeting.

2.

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

3.

Minutes of meeting held on 19th September 2014
The Nurse Director attended the Audit and Risk Committee meeting held on
Monday 19th September, however this was not noted within the minute. A
request was made to amend the minute to include the Nurse Director as in
attendance.
The Committee Chair acknowledged this request and agreed for the minute to be
amended.
Action: Minute Secretary

4.

Matters Arising and Review of Actions List
The Director of Finance took members through the actions that had been noted
at previous meetings, highlighting a number actions were due for completion by
the March 2015 Committee meeting and others were included within the agenda.

7.

Internal Audit Activity to end November 2014
The Chief Internal Auditor spoke to this item which provided an update on the
Board’s 2014/15 audit plan to the end of November 2014.
Also included within the report was an update regarding the follow up work
undertaken for previous audits. The Chief Internal Auditor noted the actions
which have arisen following the issue of an audit report, there were 107 actions
which were overdue as at 1st December 2014 and was slightly concerned that the
number of overdue actions were not reducing as anticipated. The Chief
Executive highlighted it was his and the Executive Directors’ responsibility to
ensure the completion of these actions and said it was about trying to balance
work time appropriately.
NOT PROTECTIVELY MARKED
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The Board Chairman advised if other work interrupted the Chief Executive and
Executive Directors’ follow up work and was viewed as more of a priority then
this should be reported and evidenced within future audit updates.
The Chief Internal Auditor advised time is dedicated for Internal Auditors to
undertake the follow up of actions, however, the time dedicated within the
2014/15 plan was getting near to the maximum allowance and this would be
reviewed to ensure there was no adverse impact on completion of the audit plan.
Updates from the 2 previous Limited Assurance Internal Audits: Risk
Management and Pool Car Use are to be brought to the March 2015 Committee
for discussion.
The Board Chairman queried how much of the time within the report showing for
non-audit work was against the overall direct audit work time. The Chief Internal
Auditor did not have this information to hand, however agreed to bring a more
detailed breakdown to future Committee meetings. It was noted that this
information came to the Audit and Risk Committee as part of the Internal Audit
planning.
Action: Chief Internal Auditor
Audit and Risk Committee members noted the report.
8.

Internal Audit – Limited Assurance Audits
This paper provided a summary of the process for bringing Limited Assurance
audits to the Audit and Risk Committee and the assurances required by the
Committee on the status of the actions within the report.
As detailed within the Audit and Risk Committee Terms of Reference, all Internal
Audit reports with a Limited Assurance rating will be brought to Committee
following the reports being issued as final. Since the last Committee meeting the
following 2 Limited Assurance reports have been issued:
-

A/03/15 – CELs and other Scottish Government Guidance
A/06/15 – Hospital Waste Management

A/03/15 – CELs and other Scottish Government Guidance
The Chief Internal Auditor spoke to both these reports advising that the CELs
and other Scottish Government Guidance audit focussed on the dissemination
and implementation of CELs received by the Chief Executive’s office and advised
the conclusion from the audit was that there was not an effective process in place
for identifying, reviewing, disseminating and implementing the guidance within
CELs received.
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The Chief Executive advised a central CELs database has been set up and
would provide an update to the March 2015 Audit and Risk Committee on the
current progress.
Action: Chief Executive
A/06/15 – Hospital Waste Management
The Chief Internal Auditor advised the Hospital Waste Management audit was
undertaken to provide assurance that the Board is meeting its responsibilities in
accordance with the guidance laid out in CEL14 (2013) ‘NHSScotland Waste
Management Action Plan 2013-2016’. An initial risk identified as part of this audit
was around monitoring of clinical waste with the Chief Internal Auditor noting that
the general monitoring of all the requirements of the guidance, not just clinical
waste, were not robust enough within the Board.
The Chief Executive advised a NSS Workstream has been established on waste
disposal and was currently awaiting further guidance from the group with regards
to different ways of managing waste.
The Chief Internal Auditor noted the responses received within the Management
Action Plan were very complex and proposed the Board’s Service Development
Manager be identified as the sole responsible Manager for all the actions with
feedback provided to the March Audit and Risk Committee.
The Director of Finance suggested the General Manager for each of the areas
within the audit reports discussed above also be invited to the March 2015 Audit
and Risk Committee as well as the key contact for each audit. The Committee
Chair agreed to this and requested a written report on improvements that have
been introduced following the finalising of both audits be brought to the March
2015 Audit and Risk Committee by the relevant Manager.
Action: David Bryson and Jeff Ace
Audit and Risk Committee members noted the two Limited Assurance Internal
Audits and agreed for further updates to be brought back to the March 2015
committee meeting.
19.

Mid Year Fraud Update
The Chief Internal Auditor spoke to this item advising the report provided an
update on progress against the pro-active work plan agreed between Counter
Fraud Services and the Board.
The Annual Counter Fraud Meeting between Counter Fraud Services and the
Board took place on Monday 10th November with the Head of Counter Fraud
Services and the Head of Practitioner Services both in attendance.
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Fraud Awareness Week also took place the week commencing 10th November to
raise awareness of fraud to all Board staff. As part of the week a stall was set up
outside the dining room at DGRI with three Counter Fraud Services colleagues
and the Chief Internal Auditor providing advice and answering questions from
staff. During the session at DGRI, staff were asked to complete a questionnaire
with the Chief Internal Auditor advising 260 questionnaires were completed.
Counter Fraud Services colleagues took away the questionnaires and will collate
the information from these with the Chief Internal Auditor bringing feedback to a
future Audit and Risk Committee meeting. There was also information shared
with all staff in an all user e-mail, on the Board’s HIPPO Intranet and within the
Board newsletter to raise awareness of fraud to staff.
The Chief Internal Auditor noted a Fraud survey for staff will be run in the New
Year to assess staff’s awareness and understanding of fraud following the
awareness week and would feedback the results to a future Audit and Risk
Committee.
A Procurement Fraud Workshop facilitated by a colleague from Counter Fraud
Services was held on Wednesday 19th November with representatives from a
number of Board departments including Estates, Medical Physics, Catering,
IM&T and Procurement.
The Chief Internal Auditor advised a Fraud e-learning course was now included
within the Board’s General Induction. A Non Executive Committee member
asked how many staff had completed the Fraud e-learning course, the Chief
Internal Auditor was not able to provide figures at that time and agreed to bring
these to future Committee meetings.
The Committee Chair commented that in conversations with Coutner Fraud
Services (CFS) he had learned that NHS Dumfries and Galloway is one of the
most proactive boards with regard to Counter Fraud and Fraud Awareness
Activity and commended the Chief Internal Auditor for her role in achieving this.
Audit and Risk Committee members noted the report.
The Chief Internal Auditor left the meeting
5.

External Audit Progress Report
The External Auditor provided a verbal update to the Audit and Risk Committee
advising the External Auditors will be on site at NHS Dumfries and Galloway the
week commencing 5th January 2015 to carry out pre-audit work.
Audit Scotland have asked PricewaterhouseCoopers if they had any issues
regarding carrying out work around Health and Social Care Integration. The
External Auditor confirmed they had considered this and were supportive of this
approach.
NOT PROTECTIVELY MARKED
Page 5 of 11

393

Audit and Risk Committee noted the update.
6.

Report to the Audit Committee – External Audit Plan 2014/15
The External Auditor spoke to this report which highlighted the 2014/15 External
Audit Plan and provided information on the responsibilities of the External
Auditors to the Board for the year ending 31st March 2015.
The External Auditor advised the following 4 risks were identified in relation to the
audit for the 2014/15:
-

Risk of management override of controls.
Risk of fraud in revenue and expenditure recognition.
Risk of impairment adjustments not being recorded correctly.
Risk of expenditure misclassification.

The Board Chairman asked with regards to the 4 risks identified whether the
Scheme of Delegation had been looked at. The External Auditor advised the
risks were identified by looking at the overall environmental control and that this
would be considered.
The External Auditor advised the audit fee letter had been received from Audit
Scotland and showed a 1% increase from last year. Following discussions with
the Director of Finance agreement was reached to maintain the same fee for
work undertaken by the External Auditors as last year.
Audit and Risk Committee members noted the report.
9.

Corporate Risk Register
The Director of Finance spoke this paper. It was highlighted that the report was
to the end of November 2014 and not August 2014 as stated.
A Risk Executive Group including the Chief Executive, Director of Finance and
Nurse Director has been set up to review the Corporate Risk Register. The
Director of Finance advised this group had met twice and are in the process of
formalising the Terms of Reference and Remit of the group.
The Director of Finance advised that the aim of the group was to bring assurance
from the actions within the previous Limited Assurance audit on Risk
Management to the Audit and Risk Committee in March 2015.
A report on how to develop the work associated with the risk appetite is to be
brought to the Audit and Risk Committee in March 2015.
Action: Director of Finance/ Director of Nursing
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Audit and Risk Committee considered this paper and noted the in-depth
discussion on the Corporate Risk FB1B for assurance.
Graham Gault – General Manager – ICT joined the meeting.
10.

Medical Staffing Issues Update
The Medical Director attended the Audit and Risk Committee to provide a verbal
update regarding the ongoing medical staffing challenges.
The Medical Director highlighted that NHS Dumfries and Galloway faces the
same recruitment difficulties and challenges across the board as all other rural
health boards in Scotland. The committee was assured that all possible
measures are being taken to ensure that recruitment is sustained.in the areas
where vacancies exist.
Audit and Risk Committee members noted the verbal update given by the
Medical Director and asked the Board to note the ongoing recruitment issues
within medical staffing.

11.

eHealth Strategy Risk Register
The General Manager – ICT (Information and Communication Technology)
presented the paper highlighting that this was an update on the progress made
since the previous Audit and Risk Committee. An initial review of risks in the
delivery of IT services had taken place within the last 3 months with 36 risks
being identified. This work will continue to be taken forward at a local level.
The Medical Director reported Clinicians were being offered eCasenote Records
Management training however some were not committing to this. A user group is
to be set up for staff to provide feedback regarding the eCasenotes Records
system. A meeting with colleagues from the Board’s IT Department and the
manufacturer of the eCasenote Records Management system will take place in
the new year.
Audit and Risk Committee members noted the reported and requested an
eHealth Strategy Risk Register update be brought back in 6 months.
Action: General Manager – ICT
Medical Director, Nurse Director and General Manager – ICT left the meeting.
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12.

Re-location of Clinical and Support Services to Cresswell Building Risk
Register Update
The Director of Finance spoke to this item advising that the paper presented was
a position paper rather a risk register as this stage. It was noted the Director of
Finance was the Project Sponsor for the Re-location of Clinical and Support
Services to Cresswell Building project.
As the Project Sponsor the Director of Finance has commissioned Stephanie
Mottram – Clinical Change Programme Managers to take the risk management
of this project forward and will meet in early January 2015 to discuss.
A further update will be brought to the Audit and Risk Committee in March 2015.
Action: Chief Executive
The Committee Chair commented that he drew greater assurance now this
project and risk register has been separated from the Acute Services
Redevelopment Project.
Audit and Risk Committee members noted this report.

13.

Compliance with Standing Financial Instructions (SFIs)
The Deputy Director of Finance presented this paper which provided a quarterly
update on compliance with the Standing Financial Instructions (SFIs). There
were two tenders which had been issued and returned since the last Audit and
Risk Committee with the lowest value accepted for both tenders. The report
further highlighted the waivers which had been authorised since the previous
meeting.
It was agreed that if ‘Other’ was cited as a reason for a waiver then further detail
would be included within the report. The Deputy Director of Finance agreed to
amend future reports.
Action: Deputy Director of Finance
The Director of Finance advised a Procurement Performance update is being
taken to the Performance Committee in January 2015.
Audit and Risk Committee members noted this report.

14.

Audit Scotland Reports Update
The Deputy Director of Finance spoke to this paper advising a register is
maintained of all reports received by the Board from Audit Scotland. Since the
previous Audit and Risk Committee the following three Audit Scotland Reports
have been added to the register and are at different stages of dissemination:
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• NHS Scotland 2013/14
• Reshaping Care for Older People
• Health Inequalities in Scotland – Impact Report
A full discussion by Committee members was held on the Audit Scotland 2013/14
reports received.
Audit and Risk Committee members noted this report.
15.

Annual Report Assurances Update Report – including Governance
Statement
The Deputy Director of Finance highlighted as part of the Annual Accounts the
Financial Reporting Manual requires a number of reports to be included within
the Annual Accounts.
A timetable for the preparation of 2014/15 Annual Accounts has been drafted
with leads identified and the Deputy Director of Finance having overall
responsibility. It was noted the Governance Statement guidance and proforma
for this year’s Annual Accounts is expected to be issued in the next few days.
Audit and Risk Committee members noted this report.

16.

Self Assessment Checklist
The Director of Finance presented this paper advising as part of the audit
requirements in the Scottish Government Audit Committee Handbook each
Board must circulate a copy of the self assessment questionnaire to Non
Executive Board Members. The Director of Finance confirmed this was issued in
October 2014 and included a range of questions with a total of 281 questions
answered from a possible 288 responses.
The feedback from the questionnaires would be used to develop further training
for the Non Executive Board members. A discussion took place on the areas of
weakness and the Director of Finance advised that it was agreed that 2
workshops be set up initially in early January 2015 with one to look at Risk and
the other would be to focus on Financial Reporting.
The Committee Chair agreed to liaise with Non Executive Board Members in
early 2015 to highlight areas they feel would be useful to have further training on.
Action: Committee Chair
Audit and Risk Committee members noted this report.
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17.

Audit and Risk Committee – Terms of Reference
The Deputy Director of Finance presented the Terms of Reference which were
approved at the August Board meeting.
The Committee Chair highlighted that Non Executive Board Members committed
one day per week to undertake Board work including reviewing papers for
meetings. While many non executive members gave much more time to this
work, a five working days lead was often insufficient to effectively review
committee papers given other board and private commitments. Committee
Members made clear their requirement that papers are issued 10 days in
advance of meetings bringing Audit and Risk Committee in line with Board and
other Board Committees.
The Director of Finance agreed to commit to a test of change for the Audit and
Risk Committee in March 2015 by issuing papers 10 working days in advance.
The committee accepted the point made by the Director of Finance that in some
exceptional circumstances this might not be achievable, and she cited the
challenge of papers for the June meeting and the Annual Accounts sign off.
The Board Chairman proposed if papers are issued for meetings and it is noted
within the agenda a paper is to follow as it was not ready by the deadline then a
reason be included as to why the paper is late.
The Committee agreed the change to the terms of reference.
Action: Minute Secretary
Audit and Risk Committee members noted this report.

18.

Finance Quarterly Update
The Deputy Director of Finance spoke to this paper noting a number of updates
for the preparations of the 2014/15 Annual Accounts are underway, however
both the Accounting Manual and Capital Manual are still to be published.
Following the retirement of a Finance Team Member the Banking Signatories for
the Board have been updated.
The report noted £3,667 has been paid out by the Board for losses and special
payments since the beginning of the year.
A total of £2,637.61 has been written off as bad debts as part of the mid-year
review within delegated limits.
The Deputy Director of Finance provided an update with regards to the funds
which have been paid into the wrong bank account previously reported on.
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The Board has successfully moved the Endowment Accounts onto the
eFinancials system which the Finance Team also use for the Board Accounts.
The Deputy Director of Finance noted the Board’s asset register is to be moved
over to a National System called Real Asset Management (RAM) System with
the current proposal for NHS Dumfries and Galloway to migrate on 1st April 2015.
Audit and Risk Committee members noted this report.
20.

Any Other Business
The Board Chairman noted the pending Healthcare Environment Inspectorate
report on the visit to the Galloway Community Hospital. He requested details of
measures that have been put in place to give assurance to the Board of
improvements made. The Board Chief Executive gave assurance to the
committee and informed them that the action plan from the report will be taken to
Healthcare Governance Committee. It was noted that the Nurse Director and
Team have taken mitigating actions following the Healthcare Environment
Inspectorate visit.

21.

Date and Time of the Next Meeting
The next meeting of the Audit and Risk Committee will be held on
16th March 2015 at 10am – 1pm in the New Boardroom, Crichton Hall, Dumfries.
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Agenda Item 56

DUMFRIES AND GALLOWAY NHS BOARD
Audit and Risk Committee
Minutes of the Audit and Risk Committee meeting held on Monday 16th March 2015 at
10am – 1pm in the New Boardroom, Crichton Hall, Bankend Road, Dumfries, DG1 4TG.
Present
Mr R Allan
Dr L Douglas
Ms G Stanyard
Mr A Johnston
Mr A Campbell
In Attendance
Mr J Ace
Mrs K Lewis
Ms J Watters
Ms L Patterson
Mrs S McMeckan

Non Executive Committee Member (Chaired the Committee)
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member

Prof H Borland
Mrs L Geddes

Chief Executive
Director of Finance
Chief Internal Auditor
External Auditor – PricewaterhouseCoopers LLP
Deputy Director of Finance – Governance & Financial
Accounting
Nurse Director
Executive Assistant to Director of Finance (Minute Secretary)

Apologies
Mrs J White
Mr P Jones

Chief Operating Officer
Chairman of the Board

1.

Apologies for Absence
Apologies as noted above.

2.

Declarations of Interest
The Committee Chair asked members if they had any declarations of interest in
relation to the items listed on the agenda for this meeting.
It was noted that no declarations of interest were put forward at this time.
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3.

Minutes of meeting held on 19th December 2014
The Audit and Risk Committee approved the minute from the previous meeting
on 19th December 2014, with no amendments.
The Committee Chair highlighted that the committee meeting on 19th December
2014 had not been quorate and asked members to ratify the details within the
minute. Members were content with the decisions made at the meeting and
approved the minute.

4.

Matters Arising and Review of Actions List
The Director of Finance took members through the actions that had been noted
at previous meetings, giving an update on the progress made against each point.
Audit and Risk Committee members noted the update.

5.

Progress Report
Lindsey Patterson, External Auditor for PricewaterhouseCoopers LLP (PwC)
gave an update on the progress of the external audit timetable, confirming that,
since the last meeting, the interim audit testing has been completed and
preparations are underway for the final audit, which commences on the
5th May 2015.
It was noted that Claire Connor has been appointed as the Board’s new Audit
Manager.
The Director of Finance advised that the Board, in conjunction with Dumfries and
Galloway Council have commissioned PwC to undertake consultancy work
around Due Diligence, to support the implementation of Health and Social Care
Integration.
The External Auditor confirmed that to ensure the transparency and
independence of this specific audit, PwC gained approval from Russell Frith,
Assistant Auditor General, Audit Scotland prior to any discussions with NHS
Dumfries and Galloway around this item.
Audit and Risk Committee noted the verbal update.

6.

Interim Management Letter for year ending 31 March 2015
The External Auditor presented the Interim Management Letter for year ending
31 March 2015 to committee members, which detailed the outcome of the audit
visit undertaken in February 2015.
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As part of the fieldwork for this visit testing was undertaken around the
impairment charge, which the Board are proposing to include in the 2014/15
accounts relating to Dumfries and Galloway Royal Infirmary, as well as
performing controls testing within various aspects of Payroll.
It was noted that the auditors were content with the evidence presented in regard
to the impairment calculations for the existing Dumfries and Galloway Royal
Infirmary as part of the move to the new hospital, as the processes followed the
Capital Accounting Manual.
From the testing undertaken within Payroll, 3 recommendations were highlighted
and detailed within the letter, which related to:
•
•
•

The completion of staff engagement forms
Authorised signatories on SSTS
SSTS Roster Locations for authorisation

All of the recommendations noted within the letter were deemed as medium risk
to the Board.
The Director of Finance confirmed that the Deputy Director of Finance had
reviewed the report with her staff and has provided management responses to
each of the recommendations, which is included within the letter.
Audit and Risk Committee noted the report.
7.

Audit Activity to end February 2015
The Chief Internal Auditor presented the paper on Audit Activity to the end of
February 2015 to committee members, confirming that an Audit Dashboard has
been added as a new addition to the end of the report following requests for
additional information having been put forward at the previous meeting.
It was noted that at the end of February 2015 nine audits had been completed to
reporting stage, with five of them being finalised in year.
An update was given around an investigation which the Internal Audit team has
undertaken, resulting in eight days out of the audit plan being utilised. The Chief
Internal Audit confirmed that although the initial investigation has been
completed, there were still potential additional days needed in relation to
handovers and the acceptance of recommendations by all parties. This has put
pressure on the team to complete the audit plan in year, due to the number of
days given over to the investigation. Any deviation from the audit plan will be
picked up in discussions between the Chief Internal Auditor, the Chief Executive
and the Director of Finance.
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Discussion took place around the outstanding actions from previous audit
reports, where it was noted that from 631 actions, 109 were beyond their target
date, 35 were open and being progressed, 12 were pending review by the auditor
following submission of evidence and 475 actions were closed.
Concerns were raised by members in relation to the overdue actions, which
although the numbers have reduced in recent years, some of the actions are
more than 12 months beyond their target completion date.
The External Auditor suggested that members may want to consider a full review
of the overdue actions with the appropriate General Manager, the Chief Internal
Auditor and the Board’s Management Team, to consider whether any policies
and procedures have changed since they were highlighted and the action
appropriateness within the service since the changes. The Director of Finance
was keen to progress this suggestion and agreed to pick up a discussion with the
Chief Internal Auditor and look to add this item to the Management Team agenda
for full discussion with the General Managers at the end of March 2015.
Action: Director of Finance / Chief Internal Auditor
Audit and Risk Committee members noted the report.
8.

Limited Assurance Audit Update
The Chief Internal Auditor presented the Limited Assurance Audit Update paper
to committee members, highlighting that both the Pool Car Use audit undertaken
in 2011 and the Risk Management audit undertaken in 2013 were given limited
assurance status and to date recommendations are still outstanding on each
audit.
In relation to the Pool Car Use audit, of the 20 recommendations that were put
forward within the limited assurance audit report presented to Audit and Risk
Committee in September 2012, 6 of the actions remain outstanding, however, it
is hoped that the evidence will be made available and the audit report could be
closed by the end of June 2015.
The Director of Finance recommended that a further review on this report be
undertaken at Management Team with the General Manager, when the other
overdue actions are reviewed, to understand why this report has taken so long to
conclude. An update on this report will be brought back to committee in
June 2015.
The Committee Chair asked that Limited Assurance update be added as a
standing items on all future Audit and Risk Committee agendas.
Action: Executive Assistant to Director of Finance
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With regard to the Risk Management Audit, which was undertaken in April 2013
and presented to Audit and Risk Committee in October 2013, it was brought to
the attention of the committee that of the 14 recommendations noted in the
report, five actions remain outstanding.
The Nurse Director mentioned that as part of the actions a Risk Executive Group
has been set up, the remit for which is in the process of being signed off. A Risk
Network Group has also been established and will meet again in March 2015.
The delay in completion of these actions has been around the Board’s
understanding of risk and what is required; however, all overdue actions for this
report will be concluded by June 2015.
Action: Nurse Director
Concerns were raised by Non-Executive Committee members around the length
of time it has taken to progress the two limited assurance audits and agreed that
a further update on the progress of the reports be brought back to the June 2015
committee meeting.
Action: Director of Finance / Nurse Director /
General Manager for Facilities and Operations
Audit and Risk Committee noted the report.
Ian Bryden, Head of Estates and Property joined the meeting.
9.

Internal Audit Plan 2015/16
The Chief Internal Auditor presented the Internal Audit Plan 2015/16 to Audit and
Risk Committee members, highlighting that the plan is based on a current
assessment of risks and exposures that may affect the Board and aims to
provide assurance on the adequacy and effectiveness of the internal control,
governance and risk management processes within the Board.
Members were taken through the paper, with reference made to the 330 audit
days that had been allocated to the plan in 2015/16 and highlighting the key
audits and the wide range of areas being covered within the audit plan.
It was noted that although no provision has been made to undertake an audit in
the 2015/16 plan specifically on Health and Social Care Integration, it will be a
factor of consideration in the scope for every audit from 2015/16 onwards.
Discussions took place around the care for older people and the Inspection
Reports from the visits undertaken at Galloway Community Hospital,
concentrating on the way we learn lessons and implement changes and
improvements within areas following the wide variety of inspections that the
Board is required to undertake.
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It was agreed that an additional audit be added to the plan, to look at the
processes and procedures for dealing with inspection reports across all areas
within the Board. Committee members were asked to review the plan as it stood
and to agree for the Chief Internal Auditor and the Chief Executive to discuss the
requirements for the audit, including the number of audit days needed and revise
the plan. A revised version of the plan will then be brought back to the
June 2015 committee meeting for update.
Action: Chief Executive / Chief Internal Auditor
Audit and Risk Committee:•
agreed the Internal Audit Strategy for 2015 onwards,
•
approved the revised Internal Audit Charter,
•
noted the Risk and Audit Universe detailed in, and
•
approved the proposed Internal Audit Plan for 2015/16 with consideration to
the addition of the Inspection Reports Audit.
11.

Limited Assurance Report – A/06/15 Hospital Waste Management
Ian Bryden, Head of Estates and Property presented the Limited Assurance
Report – A/06/15 Hospital Waste Management paper to committee members,
highlighting that Scottish Government released CEL 14 in July 2013, which
looked at an NHSScotland Waste Management Action Plan spanning 2013-16,
which provided the underpinning information for the audit that was undertaken in
October 2014.
From the audit undertaken five high and three medium risk items were identified.
The Head of Estates and Property mentioned that he had met with the Chief
Internal Auditor to review all of the outstanding actions and to revise the target
completion dates to between 31st March 2015 and 30th June 2015.
Resource issues were highlighted within the report and it has been agreed to
appoint a Waste Monitoring Officer to the team on a fixed term basis to
implement the appropriate processes and procedures to ensure compliance with
the Scottish Government guidance CEL14 in the introduction of kerb-side
recycling.
Audit and Risk Committee members noted the report and confirmed that an
update on this report will be brought back to the October 2015 committee
meeting.
Action: General Manager for Facilities and Operations /
Head of Estates & Property
The Head of Estates and Property left the meeting and David Irving, Programme
Adviser NHS Resilience joined the meeting.
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17.

Business Continuity Update
David Irving, Programme Adviser NHS Resilience presented the Business
Continuity Update paper to committee members, explaining that the main aim for
Business Continuity is to establish a structure, practical framework and process
to help manage issues which may impact on the Board’s ability to deliver its core
function.
It was noted that just over one third of the Board’s continuity plans have been
approved and embedded within the Board’s services, the remaining two thirds
are being progressed and it is hoped to have draft or approved copies in place to
be tested at the Major Incident exercise, which is planned for November 2015.
Reference was made to the Business Continuity Standards, published by
Scottish Government, which the Committee Chair was keen to have sight of.
The Programme Adviser NHS Resilience confirmed that he would circulate a
copy of the standards to committee members.
Action: Programme Adviser NHS Resilience
Audit and Risk Committee members noted the report.
The Programme Adviser NHS Resilience left the meeting.

10.

Limited Assurance Response to A/03/15 – CELs and other SG Guidance –
Circulation & Actioning – Progress Update
The Chief Executive presented the Limited Assurance response to the audit
report A/03/15 CELs and other SG Guidance Circulation and Actioning paper to
committee members, explaining that at the moment the Board operates a large
number of systems to record, review and action the guidance received.
It was noted that a template for recording all of the guidance documents received
from Scottish Government has been trialled for the past 2 months in regard to the
Chief Executive’s Letters (CELs) to streamline the template before rolling it out to
across the Board. The Chief Executive mentioned that he is currently looking at
the level of executive support in the process to ensure sufficient cover is
available to support the implementation of the guidance.
A progress update on this item will be brought back to committee in
October 2015.
Action: Chief Executive
Audit and Risk Committee noted the report.
Campbell Craig, Acute Services Redevelopment Project Manager joined the
meeting.
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15.

Acute Services Redevelopment Project (ASRP) Risk Register
Campbell Craig, Acute Services Redevelopment Project Manager presented the
Acute Services Redevelopment Project Risk Register paper to committee
members, highlighting that the register is regularly updated submitted to the
Project Board for review on a bi-monthly basis.
Since the Project Risk Register was presented to committee in September 2014,
members were made aware of a number of risks that had now become obsolete
as we move through the various stages of the project and have been removed
from the live register, some of which were the high level risks associated with the
Financial Close stage of the project.
The Chief Executive commended the Project Team for their review and
management of the key risks and bringing the project to Financial Close.
Audit and Risk Committee noted the report.
The Acute Services Redevelopment Project Manager left the meeting.

13.

Organisational Risk Appetite for the NHS
The Nurse Director gave a presentation on Risk Appetite to committee members.
As part of the Risk Management Audit that was undertaken it was identified that
the Board is required to consider the Board’s overall appetite for risk.
The presentation looked at what risk appetite was, why it was needed and the
various levels of risk appetite to be considered for all areas of Board business.
It was confirmed that a Board Workshop will be organised around Risk, which will
look at Risk Appetite to allow better understanding of our approach to risk as an
organisation.
The Director of Finance confirmed that two workshops have been proposed for
all Board Members, in conjunction with the new Board Member induction
process, which would focus on the Annual Accounts and Risk. Dates for both of
the workshops will be advised in due course.
Action: Director of Finance
The External Auditor mentioned that she has worked with another Scottish Board
who has undertaken a large piece of work around Risk Appetite and agreed to
ask her contact at the other Board to liaise with the Nurse Director to gain ideas
on best practice and lessons learnt.
Action: External Auditor (PwC) / Nurse Director
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Audit and Risk Committee noted the report and agreed to participate in a Board
Workshop around Risk Appetite later in the year.
Mark Sindall, Project Officer for Waiting Times joined the meeting.
20.

Reshaping Care for Older People (Audit Scotland Self Assessment
Checklist)
Mark Sindall, Project Officer for Waiting Times presented the Reshaping Care for
Older People (Audit Scotland Self Assessment Checklist) report to committee
members, explaining that the report has been brought to committee to give
assurance that a self assessment has been undertaken on the Audit Scotland
report and an action plan drafted and discussed at the Putting You First
Programme Board.
Audit and Risk Committee members endorsed the report.

12.

Corporate Risk Register
The Director of Finance presented the Corporate Risk Register to committee
members, which gives an overview of the risks managed at a corporate level by
the Executive Directors.
The format of the risk register, detailed on appendix one of the paper, has been
changed to include an additional column for mitigation. This new column has
allowed the Directors to review the extensive list of control measures within Datix
and provide a summary of the mitigation for each risk.
Due to the amount of work needed to compile the additional information, it was
agreed that the Directors would provide a summary of the control measures and
mitigation to committee on an annual basis, rather than a quarterly.
It was noted that discussions around the Health Inequalities risk were deferred to
the Risk Executive Group for full review as it is a new risk and a number of
questions have been raised around the level of risk that should be associated
with it. Further updates on this risk will be captured within the Corporate Risk
Register.
Annual Performance Review meetings have recently taken place with the
Executive Directors and General Managers for each of the directorates. It was
suggested that Directorate Risk Registers be brought to future committee
meetings for review. Details on what format and when the registers will be
available to come to committee is being worked through and an update on this
will be captured within the next Corporate Risk Register report to committee.
Audit and Risk Committee noted the report.
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16.

Cresswell Development Project Risk Register Update
The Director of Finance gave a verbal update on the Cresswell Development
Project Risk Register to committee members, confirming that a workshop was
due to be held at the beginning of March 2015 with the Cresswell Team to review
the project risk, however, the workshop was cancelled due to the time critical
work that was being concluded around Financial Close.
Another date for the workshop is being looked at and an update on the progress
of both the project and its risk register will be brought back to the next meeting.
Action: Director of Finance
Audit and Risk Committee noted the verbal update.

18.

Compliance with Standing Financial Instructions (SFIs)
The Deputy Director of Finance presented the Compliance with Standing
Financial Instructions (SFIs) paper to committee members, explaining that the
report identifies any deviations from the tendering processes set out within the
SFIs.
The report confirmed that five new tenders with a value of over £50k had been
received since the last meeting. In each case the submissions with the lowest
tender value were appointed the contracts.
Audit and Risk Committee noted the report.

19.

Audit Scotland Reports Update
The Deputy Director of Finance presented the Audit Scotland Reports Update
paper to committee members, confirming that no new reports had been received
since the last meeting.
The paper presented on Reshaping Care for Older People closed off the
outstanding self assessments due to be presented to Audit and Risk Committee.
Audit and Risk Committee noted the report.
Stewart Cully, Head of Information joined the meeting.

25.

Quality of NHS Dumfries and Galloway Waiting List Records
Stewart Cully, Head of Information presented the Quality of NHS Dumfries and
Galloway Waiting List Records paper to committee members, confirming that the
paper has been brought back to committee to chart the progress that has been
made around Waiting List Records.
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It was noted that although progress has been made in a number of areas, further
work still needs to be undertaken around unavailability as the Board are currently
sitting at a 60% achievement rate for reviewing unavailability within one week.
Audit and Risk Committee members were content to implement and enforce the
review of unavailability through the Patient Access Team, to ensure the
achievement rate against this target increases and comes in line with the
progress being made in all other areas of Waiting Times.
At the last meeting, it was agreed that the Board would adopt a local recording
spreadsheet; however, PricewaterhouseCoopers LLP have since revised their
initial spreadsheet to simplify the process. The Board have now adopted PwC’s
revised version and it was implemented for testing in January 2015.
Audit and Risk Committee noted the report and confirmed that no further updates
were required to be brought back to committee and that assurance would be
provided through the Chief Operating Officers assurance statement to the
Chief Executive.
The Head of Information left the meeting.
21.

Standing Financial Instructions and Scheme of Delegation update
The Deputy Director of Finance presented the Standing Financial Instructions
and Scheme of Delegation paper to committee members, confirming that a local
review has been undertaken, with a number of minor amendments having been
made.
It was noted that all of the amendments made to the Standing Financial
Instructions have been detailed in Appendix A within the paper. The main
changes related to current banking arrangements and the purchase of supplies
and services.
In relation to the Scheme of Delegation, a review of this document has been
deferred for six months to allow for the implementation of Health and Social Care
Integration into the services. An update on this will be brought back to committee
in December 2015.
Audit and Risk Committee:
•
Approved the changes to the Standing Financial Instructions to be
effective from 1st April 2015 and;
•

Noted that the review of the Scheme of Delegation has been deferred
pending joint discussions on Health and Social Care Integration.
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22.

Annual Report Assurances Update Report
The Deputy Director of Finance presented the Annual Report Assurance Update
paper to committee members, giving an update on both the Governance
Statement requirements for the year and the overall assurances required for the
Board’s Annual Report.
It was confirmed that tailored packs have been developed for Executive Directors
and Senior Managers, to streamline the process that has been used in previous
years, ensuring that information is only being requested once. The packs give a
clear timetable of delivery, as well as confirming the responsibilities of the
individual. Similar packs have also been produced for the Standing Committees.
Audit and Risk Committee noted the report.
Angus Cameron, Medical Director joined the meeting.

23.

Revised Audit and Risk Committee Terms of Reference
The Director of Finance presented the revised Audit and Risk Committee Terms
of Reference to committee members, highlighting that a review of the risk
function has been undertaken and two paragraphs have been added to the
Terms of Reference under “Roles and Responsibilities” and “Objectives” to clarify
the expectation of the committee against risk.
Audit and Risk Committee members approved the changes.

24.

NHSScotland Board Diagnostic Self Assessment
The Chief Executive presented the NHSScotland Board Diagnostic Self
Assessment to committee members, explaining that the Executive Directors and
Non-Executive Board Members are required to meet on an annual basis to
discuss their effectiveness in the Board business through the completion of the
Board Diagnostic template.
It was noted that any actions identified from the discussions are pulled together
into an action plan, which is addressed through the facilitation of Board
Workshops and Board Challenge Days.
Audit and Risk Committee noted the report.

26.

Legal Claims
The Chief Executive presented the Legal Claims report to committee members,
which provides an update on the number of claims that are live and the number
of claims that have been settled in year.
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Audit and Risk Committee noted the report.
27.

Finance Quarterly Update
The Deputy Director of Finance presented the Finance Quarterly Update paper to
committee members, which gave an update on a number of financial areas,
including the preparation of the annual accounts, a summary on the technical
bulletins received since the last meeting and finance system changes.
It was noted that both the Annual Accounts and the Capital Accounts manuals
have been received from Scottish Government and are being reviewed to note
any technical changes and changes in format from the previous year’s accounts.
Resource has been secured through agency staff to undertake the Financial
Controller role in relation to the annual accounts.
A Good Practice report has been issued by Audit Scotland, which looks at the
2013/14 annual accounts for all Scottish Health Boards. A review of this report
has been undertaken and a number of best practice ideas are being
implemented into the 2014/15 annual accounts for the Board.
The Committee Chair asked if there was any further update on the Bank Account
error since the December 2014 committee meeting.
The Deputy Director of Finance confirmed that Central Legal Office (CLO) is still
progressing the case and a further update will be brought back to a future
committee meeting.
Audit and Risk Committee noted the report.

28.

Fraud Update
The Chief Internal Audit presented the Fraud Update paper to committee
members, which gives an overview of the work being undertaken around Fraud
with Counter Fraud Services (CFS), as well as information on the 2014/15
National Fraud Initiative exercise.
Following the theft of canisters of Nitrous Oxide gas in 2014, it was confirmed
that the police have made an arrest and the case will be scheduled to be
reviewed by the court.
Information has been received in relation to the 2014/15 National Fraud Initiative
exercise, which has seen the first review of the data matches having been
undertaken and the team are working to close off the high level matches.
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Gill Stanyard, Non-Executive Committee member asked whether there would be
any benefit in reviewing the Fraud Policy in conjunction with the Board’s
Whistleblowing Policy. Further discussions on this matter will be held with the
Workforce Partners for NHS Dumfries and Galloway and the Non-Executive
Committee Member.
Audit and Risk Committee noted the report.
14.

Medical Staffing Issues Update
The Medical Director gave a verbal update on the Medical Staffing Issues to
committee members, highlighting this as a high level of risk for the Board.
The Board have ensured that although the vacancies need to be filled as soon as
possible, there will be no compromise on the quality of the candidates being
appointed.
The new recruitment website for medical vacancies has been created and will be
ready for release to the public in the coming weeks.
An update was given around the pressures that were being faced in key areas
within the Board, specifically in Ophthalmology and Radiology.
A review of the employment status of the General Practitioners (GPs) within the
area has been undertaken and it has been noted that around 25 GPs are due to
retire, or are leaving the area within the next 12 month period.
It was noted that of the 6 people who are due to complete their GP training in the
summer, 5 of the students have confirmed that they would be happy to remain
within the area to work for a GP practice.
Audit and Risk Committee noted the verbal update.

29.

Update on Information Assurance
The Medical Director presented the Update on Information Assurance paper to
committee members, confirming that the reporting process has been amended
and updates on the Information Assurance Committee will now be taken to Audit
and Risk Committee, rather than Healthcare Governance Committee.
The Board are due to be audited by the Keeper of Records under the Public
Records (Scotland) Act to ensure we have undertaken and implemented the
appropriate processes. To ensure all aspects of the compliance work is
undertaken the Board have appointed a fixed term person to implement the
policies and roll them out.
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A piece of work has been undertaken around the inappropriate access of medical
records by staff, which the Board are taking a firm stand on. A disciplinary case
is being investigated as the moment in relation to this.
Audit and Risk Committee noted the report.
30.

Any Other Business
The Committee Chair mentioned that as from 31st March 2015 both
Andrew Campbell and Andrew Johnston, Non Executive Committee Members
will demit office from the NHS Board. The Committee Chair took the opportunity
to thank them both for their input and support in all aspects of the role of the
committee.

31.

Date and Time of the Next Meeting
The next meeting of the Audit and Risk Committee will be held on
22nd June 2015 at 9.30am – 1pm in the New Boardroom, Crichton Hall, Dumfries.
This meeting will be followed by a Special Board meeting at 1pm – 3pm, then the
Endowment Trustees Board meeting from 3pm – 4pm on 22nd June 2015 in the
New Boardroom, Crichton Hall to approve the Annual Accounts and the
Endowment Accounts for the Board.
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Agenda Item 57

DUMFRIES AND GALLOWAY NHS BOARD
Performance Committee
Minutes of the Performance Committee meeting held on 2nd March 2015 at 10.00am in
the New Boardroom, Crichton Hall, Dumfries.
Present
Mr P N Jones
Mrs M Cossar
Mr A Campbell
Mr R Allan
Dr L Douglas
Mr J Ace
Mrs K Lewis
Mrs J White

Chairman (Performance Committee Chair)
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Chief Executive
Director of Finance
Chief Operating Officer

In Attendance
Mrs L Geddes
Mr J Beattie
Mrs P Halliday
Dr A Cameron
Ms C Sharp
Prof H Borland
Mrs V Freeman
Mr G Stewart
Ms L Bryce
Ms G Cardozo

Executive Assistant to Director of Finance (Minute Secretary)
Employee Director / Non Executive Board Member
Non Executive Board Member
Medical Director
Workforce Director
Nurse Director
Head of Strategic Planning
Deputy Director of Finance – Financial Management
Non-Executive Board Members (Elect) (From 1st April 2015)
Non-Executive Board Members (Elect) (From 1st April 2015)

Apologies
Mr A Johnston
Ms G Stanyard
Mr R Nicholson

Non Executive Committee Member
Non Executive Board Member
Non Executive Board Member

The Chair welcomed members to the Performance Committee meeting, thanking other
Non-Executive and Executive colleagues for their attendance. Comittee members were
introduced to Grace Cardozo and Lesley Bryce who have been appointed as Non
Executive Board Members from 1st April 2015, noting that they were attending the
meeting today as observers.
1.

Apologies for Absence
Apologies for the meeting have been noted above.
NOT PROTECTIVELY MARKED
Page 1 of 14

415

2.

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

3.

Minutes of meeting held on
Performance Committee members agreed the minute taken at the previous
meeting on 12th January 2015, with no amendments.

4.

Matters Arising and Review of Actions List
The Director of Finance took committee members through the Actions List from
previous meetings, highlighting the progress that had been made in relation to
the outstanding actions and confirming when further updates would be brought
back to committee.
It was noted that the inspection report following the visit to the Galloway
Community Hospital has now been released and will be discussed in detail at the
Healthcare Governance Committee meeting later in March 2015.
A discussion was held around the processes and procedures for circulating
inspection reports from Scottish Executive to Board members for review and
comment in advance of being signed off. It was noted that the Board did not
have a written draft of the report when members were updated at the Board
meeting in Feburary 2015.
The Chief Executive confirmed that he would be happy to circulate the draft
version of any future reports to update Board members, however, would be keen
to continue to bring verbal updates to committee and Board where appropriate to
ensure Board Members have the most up to date information available.
The Nurse Director supported the Chief Executive’s decision to issue copies of
the draft inspection reports to Board members and gave an update on the
progress that has been made against the actions within the report, giving
assurance to committee members that the appropriate processes and
procedures are in place and the actions are being taken forward.
Members were made aware that a copy of the proposal for investment in Looked
After Children has been shared with the committee members through e-mail,
which now closes an outstanding action.
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At the January 2015 committee meeting, the Chief Operating Officer asked for
the progress information for each of her actions to be updated. This has now
been completed and included in the information provided within the Action List
being presented to committee members.
A discussion took place on the Arts Strategy for the Acute Services
Redevelopment Project (ASRP). It was confirmed that a working group has been
established to look at the art work within health facilities across the region,
including the new hospital. The Chief Operating Officer mentioned that there are
no Non Executive Board Members on this working group, however, if anyone
would be interested they were asked to liaise directly with herself.
Penny Halliday, Non Executive Board Member mentioned that she had met with
colleagues to look a the Art Strategy, specifically for patients suffering from
Dementia. The Chief Operating Officer was keen to link the work being
undertaken around Dementia with the other pieces of over on the overall Arts
Strategy and agreed to pick up further discussions on this item outwith the
committee meeting.
Action: Chief Operating Officer / Non Executive Board Members
It was noted that following approval of the draft Financial Plan at the In
Committee session at NHS Board in February 2015, the draft plan has now been
submitted to Scottish Government.
i)

Clinical and Service Change Programme (verbal update)
Following the presentation that was given to Performance Committee
members at the January 2015 meeting, which highlighted the various
working groups that were being established and their roles within the
programme, it was highlighted that the initial meetings for each of the
workstreams are scheduled throughout March 2015. A cross-check event
has also been organised for early March 2015 to update staff and
workstream members of the designs for the new hospital as well as
introducing the new clinical and service changes that are being put
forward for consideration.

5.

Health and Social Care Integration
The Chief Operating Officer highlighted that Health and Social Care Integration
has been brought to Performance Committee to be discussed and to conclude
the workshop that took place at the beginning of February 2015 for Board
Members. The purpose of the session is to raise awareness on this subject with
Board Members to ensure they are fully informed for the Special Board meeting
on 25th March 2015, where approval will be sought on the Dumfries and
Galloway Integration Scheme proposal.
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i)

Strategic Commissioning Plan
Vicky Freeman, Acting Head of Strategic Planning gave a presentation
around the Strategic Commissioning Plan, which forms part of the overall
Strategic Commissioning Framework.
The Framework will comprise information on the Integration Scheme, the
Strategic Needs Analysis, the Strategic Commissioning Plan for Dumfries
and Galloway, as well as the individual locality plans.
The Strategic Commissioning Plan will cover a 3 year period, which looks
at the performance of the Partnership. The approval of this plan is
essential to ensure the Integration Joint Board is able to undertake its role
and deliver the overall Strategic Commissioning Framework.
A Community Health and Social Care Partnership Board (CHSCPB)
meeting is due to be held in March 2015, where a review of the draft
Integration Scheme will be conducted to demonstrate the progress that
has been made on it to date.
The Locality Plans are a key part of the overall Strategic Plan, as it
considers the delivery of the Planand also scrutinises the plans being put
forward to ensure they give a clear steer as to what the next steps are and
who influences each of the processes.
Grace Cardozo, Non Executive Board Member (Elect) raised questions
around equality and diversity within the Integration Schemes. The Acting
Head of Strategic Planning confirmed that continuous assessment will be
undertaken throughout each stage of the programme and was keen to
pick up further discussions on this topic outwith the committee meeting.
Action: Acting Head of Strategic Planning
A discussion was held around the involvement of General Practitioners
(GPs) within Health and Social Care Integration. The lead GPs will have
input into the development of the locality plans and the models, which are
being progressed.
A Non Executive Committee Member asked about the future involvement
of Public Health within Integration. The Chief Operating Officer confirmed
that the Public Health’s role in the scheme will be reviewed as part of the
planned work during the shadow year, to ensure ongoing delivery of
services and embedding the role into the localities.
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ii)

Draft Integration Budgets
Graham Stewart, Deputy Director of Finance, presented the draft
Integration Budget to Performance Committee members, highlighting that
a draft Integration Budget paper will be taken to the Special Board
meeting on 25th March 2015, for consideration and approval.
The first year of the Integration Scheme will be the shadow year and the
Partnership will undertake due diligence to ensure that appropriate
resource has been set aside by both NHS and Council to cover the
services within the scope of the Integration Joint Board, as well as
reviewing lessons learnt from other boards within Scotland.
There was discussion around the processes for dealing with over and
underspends, the details of which are included in the Integration Scheme.
The Integrated Joint Board (IJB) are not legally entitled to hold capital
assets, therefore, they will be managed locally by the current
organisations and will be bound by the rules and regulations for that
organisation, for example VAT procedures.

iii)

Draft Integration Scheme
The Chief Operating Office presented the Draft Integration Scheme paper
to committee members, highlighting that although the majority of the key
areas had been covered within the presentations, it was felt appropriate to
mention the clinical aspects of the programme.
Both the Medical Director and the Nurse Director would not be voting
members of the IJB, however, they will sit on the Board and give
assurances around any professional issues.
The Nurse Director mentioned that she had recently met with
Lilian Cringles, Chief Social Work Officer to look at the current processes
and to ensure that the correct reporting mechanisms are in place as the
shadow year commences.
The Integration Scheme is currently out for consultation, which concludees
on 6th March. The final version of the Integration Scheme will be
presented to the Special Board meeting later in the month for formal
consideration and sign off.

Performance Committee members noted the Integration update.
The Deputy Director of Finance and Lesley Bryce, Non Executive Board Member
(Elect) left the meeting.
NOT PROTECTIVELY MARKED
Page 5 of 14

419

Ian Hancock, General Manager for Mental Health and Learning Disabilities.
Denise Moffat, Community Mental Health Nurse Manager and Lynnette Dickson,
Inpatient Services Manager joined the meeting.
13.

EMI Redesign
The General Manager for Mental Health and Learning Disabilities presented the
Elderly Mentally Infirm (EMI) Redesign paper to Performance Committee
members, confirming that the paper focuses on the reprovision of the EMI
service within Midpark Hospital, which could release a funding stream to help
provide enhanced services to patients.
Following a review of the service, the paper propose to implement the following
new and enhanced services to help patients suffering for various stages of
Dementia:
•

Introduce monthly visits to patients from a Specialist Dementia Nurse
following diagnosis of the illness. The aim is to deliver this service to
approximately 1000 patients each month.

•

Introduce a CATS 24/7 Team, which has a team of staff trained in Mental
Health Assessments, to be made available 24 hours a day to attend
patients admitted to hospital with suspected mental health illnesses,
allowing quicker treatment for the patient, which is also tailored to the
patients needs.

•

Continue with the Ideas Team, which was started under the Putting Your
First (PYF) programme, which aims to help those in Cottage Hospitals,
communities and care homes understand the symptoms and key signs of
dementia patients.

•

Review and restructure of the current bed capacity within Midpark, to allow
for more Older Adult care, which will increase the beds available within the
Community and Cottage Hospitals. This will enhance the services
provided, creating a calmer environemtn for patient recovery.

The Community Mental Health Nurse Manager mentioned that the models noted
within the paper had been tested over an extended period of time and links with
Community Councils, Social Work and the NHS are being progressed to ensure
full engagement of all services in line with the redesign of the inpatient services.
The Chief Operating Officer mentioned that this paper is being brought to
Performance Committee to highlight the direction of travel with this area of
redesign and to get assurance that committee members are happy for the team
to progress to the next level of public consultation.
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A discussion took place around the provision for respite care within the west of
the region, where concerns were noted by a Non Executive Board Member
around the distance that families would be asked to travel, if all community beds
for Dementia patients were moved to Midpark Hospital. The Community Mental
Health Nurse Manager explained that there are a number of initiatives, including
the community transport involvement, as well as the ability to provide a more
patient centred service, and to provide additional support for carers.
Penny Halliday, Non Executive Board Member asked for more information
around the support for carers and knowledge that carers have been consulted on
the proposals being put forward.
The Medical Director asked that team to consider the emphasis that is being
placed on specialist services, as the more time and effort we place on them the
less support is being delivered to Primary Care and the development of this
service.
Moira Cossar, Chair of the Area Clinical Forum and Non Executive Committee
Member asked that a further paper on this topic be brought to Area Clinical
Forum for discussion, as part of the consultation process.
Action: General Manager for Mental Health and Learning Disabilities
The Director of Finance mentioned that it would be good to see the consultation
outcomes and how they are being worked through the proposals as part of the
next paper coming to committee. The Chief Operating Officer confirmed that she
would work with the General Manager for Mental Health and Learning Disabilities
to map out a timeline on the project to ensure that person centred care and
delivery of the service is achieved within 2015/16.
Action: Chief Operating Officer /
General Manager for Mental Health and Learning Disabilities
Performance Committee noted the direction of travel for this paper and asked for
further details to be brought back to committee later in the year.
Phil Myers, Health and Wellbeing Specialist and Dennis O’Keeffe, Acute
Services Redevelopment Project Director joined the meeting
The General Manager for Mental Health and Learning Disabilities, Community
Mental Health Nurse Manager and Inpatient Services Manager left the meeting.
15.

Smoke Free Policy – Communication Plan
Phil Myers, Health and Wellbeing Specialist presented the Smoke Free Policy –
Communication Plan paper to Performance Committee members, confirming that
the Board are required to make all NHS properties in the region smoke free
zones for patients and staff by 31st March 2015.
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The Communication Plan will ensure that patients, staff and visitors are updated
on the smoke free zones over the next few weeks, with the release of the
national Smoke Free campaign in newspapers, television and radio from
2nd March 2015.
A number of information sessions have been held with Managers around the
Smoke Free campaign, who have cascaded the information to their staff, as well
as undertaking roadshows across the region to raise as much awareness as
possible before the end of the month..
The new campaign will mean that no staff will be allowed to smoke on Health
Board property and anyone caught doing so will be liable for disciplinary
processes for not adhering to Board Policies.
Midpark Hospital is exempt from this policy for the time being, due to the nature
of the mental health patients that are accommodated within the hospital.
However, they are encouraged to develop a policy to reduce smoking within the
facility.
Performance Committee noted the paper.
The Health and Wellbeing Specialist left the meeting
16.

Acute Services Redevelopment Project Update
Dennis O’Keeffe, Acute Services Redevelopment Project Director presented the
Acute Services Redevelopment Update paper to committee members, confirming
that further information had become available since the circulation of this paper
and an updated timeline for the project was issued to members at the meeting.
It was hoped that the project would reach Financial Close on 25th February 2015,
however, due to challenges that were faced this process has been moved to
either 6th March 2015.
The legal teams are working on the commercial and legal documents to finalise
them and an audit of the financial model will be undertaken in advance of the
Financial Close.
The Acute Services Redevelopment Project Director took members through the
revised timeline, which highlighted the day to day activity that needed to be
concluded in the coming week prior to formal sign off for the project.
Progress is being made around the design for the new pumping station and it is
hoped to commence construction in the Summer 2015.
Grace Cardozo, Non Executive Board Member (Elect) left the meeting.
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Confirmation has been received from the Scottish Futures Trust that the Key
Stage Review has now been signed off.
Highwood Health are in discussions with employment agencies to look at
opportunities and a Vacancy Portal will be developed and made available
through the internet as we move closer to the construction phase of the project.
A new website is being developed for the Clinical and Service Change
Programme, which is hoped to be live in Summer 2015.
Concerns were raised a by Non Executive Committee Member around the
accountability placed on the construction companies to ensure the building is fit
for purpose and to avoid a similar situation to the DGOne facility.
The Acute Services Redevelopment Project Director confirmed that, as well as
the Independent Tester, who will be appointed from an independent architectural
company to ensure that project specifications are being followed, there would be
a presence from the project team on site.
At the end of the project if there are any concerns around the specifications or
quality of work, which would stop the building being signed off by the
Independent Tester and Building Control, then no payment will be released to
Highwood Health.
A further paper will be brought back to the next committee meeting, which will
focus on the team responsible for delivery, construction and commissioning of
the project, as detailed within the Full business Case.
Action: Chief Operating Officer
Performance Committee noted the report.
The Acute Services Redevelopment Project Director left the meeting.
6.

Performance Report
The Chief Operating Office presented the Performance Report paper to
committee members, confirming that during January 2015 the Board has seen an
increase in in-patient Treatment Time Guarantee (TTG) breaches and outpatient
12 week breaches. However, a small reduction in diagnostic breaches, against
increased activity during the winter period was evidenced.
It was noted that various oscopy procedures have seen an increase in
cancellation over recent weeks and although the levels are higher than in
previous months, they are not outwith the limits for Scotland.
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A Surgical Assessment Unit has been set up along with the Medical Assessment
Unit to improve patient flow through Accident and Emergency admissions, which
is working well, with the new hospital having a Combined Assessment Unit put in
place, which will cover both medical and surgical intervention.
A Non Executive Committee member asked for additional information around the
HEAT targets to be added to the next report, with a summary table detailed at the
front of the paper, which would list all of the HEAT targets, the target levels and
the performance achieved by the over over the past 2 – 3 months.
Action: Chief Operating Officer
The Medical Director confirmed that five letters have been issued through the
Choices Guide around Delayed Discharges, however, no responses have been
received to date.
Performance Committee noted the paper.
7.

Financial Performance – Month 10 to 31st January 2015
The Director of Finance presented the Financial Performance – Month 10 to 31st
January 2015 paper to committee members, highlighting an underspend of
£1.571m, against the target underspend of £2m agreed with the Scottish
Government for carry forward into 2015/16.
NHS Lothian have issued a revised costing model detailing an increase to the
current Service Level Agreement of £858k, which is significantly more that the
original costing model for cancer treatment. Discussions are ongoing with NHS
Lothian to understand the increase before sign-off.
A draft copy of the Financial Plan was submitted in February 2015, for formal
review with Scottish Government in early March 2015, before the finalised
Financial Plan is taken to Board on 13th April 2015 for approval and final
submission with the Local Delivery Plan.
Performance Committee noted the paper

9.

Prescribing Budgets and Expenditure
The Director of Finance and the Medical Director presented the Prescribing
Budgets and Expenditure paper to committee members, highlighting that the
Board is facing an overspend of £900k, mainly through primary care prescribing.
It was noted that the draft budgets for 2015/16 have been set, showing an uplift
of 6.7% in Primary Care and 11.2% in Secondary Care, before efficiency savings
are considered.
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The efficiency target of 4% in 2015/16 will be challenging, with the main focus on
achieving efficiencies through prescribing, however, the list of possible schemes
is becoming more and more complex.
Performance Committee noted the paper.
8.

2015-16 Local Delivery Plan Submission
The Chief Operating Officer presented the 2015/16 Local Delivery Plan to
committee members, confirming that the final submission of the plan needs to be
made to Scottish Government by the 20th March 2015.
This year’s Local Delivery Plan (LDP) continues to evolve from the format in
previous years, with an increasing focus on Health and Social Care integration
and also a move away from HEAT targets and standards, to fifteen ‘LDP
Standards’.
Members were given a brief summary of the various sections within the LDP,
explaining their purpose and what is being covered.
Performance Committee approve the Local Delivery Plan (LDP) for 2015-16 to
be submitted to Scottish Government for the 20th March 2015 deadline and noted
that a further review and refinement of the Local Delivery Plan will be undertaken
during March 2015 in advance of submission.

10.

Medical Locum Costs
The Medical Director presented the Medical Locum Costs paper to committee
members, highlighting that the Board is projecting additional spend over
substantive budgets of £4.6m on locum spends this year.
It was noted that there is a significant number of medical vacancies at present in
a number of speciailist fields, however, since this paper was written the Palliative
Care, Ear Nose and Throat (ENT) and Anaesthetics middle grade posts have
been filled, which is positive news for the Board.
In relation to General Practitioner (GP) recruitment, 8 GPs who finish their
training in August 2014 have been contacted with a view to encouraging them to
remain within the region. Currently 5 of the newly qualified GPs have agreed to
meet with the Medical Director to discuss options.
A provision of £4.8m has been allocated for 2015/16 on a non-recurring basis to
cover medical locum costs, however, this is not a sustainable option as we
progress into future years.
Performance Committee noted the paper.
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11.

Cost Pressures and Developments Report 2015/16 to 2019/20
The Director of Finance presented the Cost Pressures and Development Report
for 2015/16 to 2019/20 paper to committee members, explaining that it is being
brought to committee as an addition to the draft Financial Plan paper taken to the
Board in February 2015, highlighting that a recurring sum of £3m and a nonrecurring sum of £7.8m has been set aside in 2015/16 to cover the cost of future
regional and national developments, cost pressures and any other critical or must
do developments.
It was noted that services are currently being reviewed to look at possible
redesign options making the services more streamline and patient centred as
well as possible efficiency savings that could be made.
Performance Committee noted the paper.

12.

2015/16 Quality and Efficiency Programme
The Director of Finance presented the 2015/16 Quality and Efficiency
Programme paper to committee members, explaining that the paper shows the
progress made around bridging the £3m gap noted within the paper presented to
board in February 2015 and what schemes have been agreed.
The approach to acheiving efficiencies this year has changed compared to
previous years, with the focus on individual schemes adjusting to look at
efficiencies from a number of agreed workstream areas.
It was noted that the recurring Cash Releasing Efficiency Saving (CRES) gap
has reduced to £2.4m, with an in year gap of £1.6m, which forms part of the
overall £7.5m target.
We have a non recurring gap of £1.6m, but have a number of options open to the
Board if not able to bridge the gap.
Further details on the Efficiency Target will be brought back to committee, along
with details of the possible savings from any service redesigns.
Action: Director of Finance
The Chief Operating Officer confirmed that she will work with the General
Manager for Mental Health and Learning Disabilities to bring back a paper on the
EMI Redesign as soon as possible to allow any in year changes to be
implemented.
Action: Chief Operating Officer /
General Manager for Mental Health and Learning Disabilities
Performance Committee received and discussed the paper.
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14.

Developing a Strategic Framework for General Practice
The Medical Director presented the Developing a Strategic Framework for
General Practice paper to committee members, explaining that as part of an
action from a previous committee meeting, he had been asked to write a strategy
around General Practice, which has seen a number of challenges including
recruitment of staff.
Of the GPs who are training within the region, five have agreed to remaining
within the region once they qualify in August 2015 and will have some degree of
involvement within the Out of Hours rota.
Concerns were raised at the Primary and Community Care Management Board
around the recruitment of families to the west of the region to fill the vacant
doctors posts. One of the main reasons being the lack of opportunities within
secondary school education.
The Medical Director mentioned that he is trying to set up a meeting with the
Director of Education to discuss education options.
Performance Committee noted the paper and approved the development of a full
General Practice Strategy.

17.

Challenge Day Programme
The Acting Head of Strategic Planning presented the Challenge Day Programme
paper to committee members, explaining that the aim of the programme is to
designate a number of full day sessions with all Board members.
The programmes for three Challenge Days being proposed will be externally
facilitated.
Performance Committee approved the programme for the first three Board
Challenge Days.

18.

Draft Performance Committee Agenda – 11th May 2015
The Director of Finance presented the draft agenda for the next Performance
Committee meeting to committee members for information, to raise awareness of
the various topics noted for discussion and to also allow for a little more forward
planning.
Performance Committee noted the agenda and acknowledged that this was a
working document and will change before the next meeting as further items are
added.
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19.

Revised Performance Committee Terms of Reference
The Director of Finance presented the revised Terms of Reference for
Performance Committee to committee members, highlighting that two changes
have been made to the Role and Function section and the Objectives section, to
take into account the committees evolving role around risk.
Similar wording has been proposed to be added to the Terms of Reference for all
Standing Committees.
Performance Committee approved the amendments to the Terms of Reference.

20.

Any Other Business
No items were put forward for discussion under this item.

21.

Date and time of next meeting
The next Performance Committee meeting will be held on 11th May 2015 at
10am – 1pm in the New Boardroom, Crichton Hall, Dumfries.
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PUBLIC HEALTH COMMITTEE
Friday 12 December 2014
New Boardroom, Crichton Hall, Bankend Road, Dumfries
Present:

Dr Laura Douglas (Chair)
Ms Michele McCoy (Consultant in Public Health/Joint Interim DPH)
Mrs Moira Cossar (Non-Executive Member)
Mr Andrew Johnston (Non- Executive Member)
Mr Robert Allan (Non-Executive Member)

Apologies:

Mr Ronnie Nicholson (Non-Executive Member)
Professor Hazel Borland (Executive Director of Nursing)
Mrs Julie White (Chief Operating Officer)
Councillor Andy Fergusson
Mr Richard Grieveson (Head of Resource & Community Service)

Attending:

Dr Nigel Calvert (Consultant in Public Health Medicine)
Mrs Julie Hunter (Oral Health Programme Manager)
Claire Thirlwall (Health and Wellbeing Officer)
Catherine Mackereth (Consultant in Public Health)
Dr Andrew Carnon (Consultant in Public Health Medicine/Joint
Interim DPH)
Stuart Hamilton (Principal Officer Safe & Healthy Communities)
Di Brough (Executive Assistant to Director of Public Health)

Item
1

Apologies for absence
Apologies for absence were noted as above.

2

Declarations of Interest
There were no declarations of interest noted.
Minutes of Meeting 4 September 2014
The minutes of the meeting held on the 4 September 20014 were agreed as
an accurate record.
Summary of key points from workshop 4 September 2014
The Chair summarised the key points from the workshop. These were:

3

3a

Following discussion it was agreed that although this was not a statutory
governance committee, the approach taken to the business of this committee
would be as with all other statutory committees. It was agreed that the
governance responsibility for this committee was to assure the Board of
delivery on Public Health programmes. This committee allows members to
consider work programmes across all functions of Public Health to include;
Health Protection and Screening Services, Health Intelligence, Health
Improvement and Health Services. This will take account of and support the
work in greater depth around the health improvement agenda but also across
all aspects of Public Health including any national work that is deemed
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appropriate.

3b

Terms of Reference
Committee members discussed the revised Terms of Reference and following
discussion it was agreed to change the wording in Bullet point 4 Section 2
from ‘review’ to ‘scrutinise’.
Under Section 4, membership was discussed. It was felt that there was no
formal requirement for Consultants in Public Health to be members of the
committee and perhaps only one Consultant would be required. Agreed that
Consultants would attend each meeting as deemed appropriate. It was also
agreed that the Director of Public Health (DPH) should become a member of
the committee rather than only an attendee. All non-executives have an open
invitation to attend the Public Health Committee and currently there are 5
non-executives who are members. In order to firm up committee membership
Ms McCoy, Joint Interim Director of Public Health and the Chair shall meet
prior to the next meeting in February.
Action: The Chair and Ms McCoy

4

Health improvement
Mental Wellbeing and Community Resilience
Ms Thirlwall, Health and Wellbeing Officer, gave a brief summary of the
Mental Wellbeing and Community Resilience paper, highlighting the recent
national policies; Mental Health Strategy 2012-15 and the Suicide Prevention
Strategy 2013-16. Ms Thirlwall also reported on the work being led by DG
Health & Wellbeing (DGHWB) to support the delivery of local actions in
response to these national strategies.
Ms Thirlwall highlighted that a recent local community engagement exercise
had involved 443 people. This exercise had helped to gain an insight into
people’s perceptions of mental health and wellbeing in the community,
resulting in a better understanding of the influencing factors. Some of the
findings from this exercise were: the level of stigma and discrimination in
communities; the perceived balance between control and level of support
available. A more specific issue about GPs being gatekeepers and whether
they could take a more holistic approach to mental health issues was also
highlighted. These findings will be used to support future local policy decision
making.
This paper was welcomed and Ms Thirlwall was asked whether consideration
had been given to undertaking a case review of suicide victims and their
contact points with agencies. She confirmed that discussions with colleagues
in mental health services are currently underway and a specific piece of work
on this will be taken forward in January 2015. Consideration will be given to
the underlying factors resulting in suicide , providing the opportunity to
determine what lessons can be learned .It was noted that research suggest
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only 20% of those who commit suicide have previously been in contact with
mental health services.
Mrs Cossar, Non-Executive Committee Member, reported on the work of the
Drug Death Group and a current model currently being used within Drug and
Alcohol Services. This model reviews all suicides by taking into account
whether contact was made to Mental Health services 12 months prior to
death. It was felt that learning from both could help support future delivery
with a better understanding of suicides.
It also highlighted that there could be an opportunity to do some work with the
Police Scotland to ensure that they are familiar with local service provision
and Ms Thirlwall had agreed to explore this further.
The Chair sought clarity on how we are dealing with the challenges of stigma
noted by the consultation exercise and asked whether there is anything we
could be doing differently. Ms Thirlwall reported that through the ‘See Me’
campaign it is apparent that evidence based posters don’t work and what
people need is face to face contact and support. Ms Thirlwall reported that
there is a ‘See Me’ Champion in D&G who resides in Moffat who will support
work to tackle the stigma and discrimination of mental ill-health. Ms Thirlwall
also reported on the Stewarty Windmill Pin Badges which is a project run by a
gentleman who has had previous mental health issues. This gentleman now
provides a support group in the local community. The aim of this work is to
alleviate mental health stigma. Ms McCoy confirmed that early intervention is
fundamental to building ‘community resilience’ and it is anticipated that we
can extend this work through the Health and Social Care agenda. Ms McCoy
also noted that the community engagement exercise undertaken would be
included in Strategic Needs Assessment being undertaken for Health and
Social Care Integration.

5

Action:
Ms Thirlwall
Health Protection
Presentation: Ebola – National Planning and D&G Preparedness
Dr Calvert, Consultant in Public Health Medicine, gave a presentation on
Ebola which detailed how NHS Dumfries & Galloway have undertaken
preparedness training exercises with staff across A&E, Laboratories, and the
Mortuary.
The Scottish Government have asked all Boards to confirm that they have
adequate supplies of Personal Protective Equipment (PPE) and also to
confirm that robust local and regional protocols are in place. Dr Calvert
reported that a desktop exercise will take place early next week covering
Primary Care, Police, and Transport in order to cover all agencies should we
have an outbreak in D&G.
The Committee welcomed the update.

6

Health Services/Health & Social Care Integration (HSCI)
Public Health contribution to HSCI planning focus on Strategic Needs
NOT PROTECTIVELY MARKED
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Assessment
Dr Andrew Carnon, Joint Interim Director of Public Health, gave a
presentation and highlighted the following :
• where Public Health might sit within HSCI
• strategic needs assessment and actions that Public Health will
progress
He explained the basic principles and the approaches to a needs assessment
which includes epidemiological, comparative, qualitative and research-based
data gathering.
Work is under way to begin the assessment of need for older people and
further priority groups are to be agreed.
The data required may be from a number of sources. These could be Health
Services, Council, or other national and local sources. Dr Carnon highlighted
that some of the challenges will be obtaining access to local data from partner
agencies where there is no data sharing agreement.
The Chair welcomed the update and queried whether there was a draft vision
for HSCI ie what is the main focus/drive. Ms McCoy confirmed that both she
and Dr Carnon are members of the work stream responsible for developing
the Joint Strategic Plan, chaired by the Acting Director of Strategic Planning.
Ms McCoy also confirmed that there is willingness from the Scottish Directors
of Public Health to share and help add to our local capacity in undertaking the
strategic needs assessments to underpin HSCI planning and service delivery.
7

Update Report
DG Health & Wellbeing – Customer and Community Services Committee
9 December 2014
Ms McCoy confirmed that the work of Dumfries and Galloway Health &
Wellbeing (DGHWB) team was reported to the Council’s Community Services
Committee (CSSC) on 9 December 2014. Following discussion at the CSSC
meeting it was agreed that a seminar would take place with full Council to
help increase understanding of the work of DGHWB which is complex, long
term in nature and undertaken in partnership. Ms McCoy agreed to bring the
updated action plan to the next meeting of the Public Health Committee.

7a

Action:
Ms Brough
National Dental Inspection Programme Results
Mrs Hunter, Oral Health Programme Manager, presented the Dental
Inspection Programme results.
The Chair asked whether there was anything that could be done differently to
improve results. Mrs Hunter reported that there has been a lot of work
undertaken with the practices to get children registered at an early age, and
NOT PROTECTIVELY MARKED
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also oral health promotion work in nurseries through to Primary 4. Mrs Hunter
also reported that although work with practices has been undertaken there is
a need for cultural change so that work on prevention is the focus rather than
a treatment model of care.
Non Executive Committee Member enquired whether work was being
undertaken with Maternity Services. Mrs Hunter confirmed that there has
been work progressed as part of the national Early Years Collaborative
programme, undertaking local ‘tests of change’ ( Improvement Methodology )
to improve outcomes. Ms McCoy also reported that Getting It Right For Every
Child (GIRFEC) will support a more holistic approach to health and wellbeing
for children with pathways of care and support from Maternity right through to
primary school.
Non Executive Committee Member enquired about the existing payment
mechanisms and why was this not seen as an incentive to General Dental
Practitioners to encourage early registration of patients. Mrs Hunter reported
that when the Child Smile Programme was first introduced it was on an ‘opt’
in pilot. All practices now have the opportunity to receive payment to
participate in the programme but some practitioners view the computer
claiming system as complex and may not submit a claim.
Clarity was also sought regarding the accuracy of the reported figures for two
applications. Mrs Hunter confirmed this was a complex target and that the
child had to receive the two applications within the year they were aged three
or four. This could mean that if they received a second application beyond the
stated time frame, it would not be counted.
Mrs Hunter also reported that a communications programme had recently
been undertaken to encourage parents to go into their practices and ask for
Child Smile.
8

Any Other Business
Reducing Health Inequalities
Mr Johnston noted the document published by Health Scotland, Reducing
Health Inequalities: What NHS Non-Executive Directors can do to make a
difference (2014). Mr Johnston asked whether this would be relevant to the
Public Health Committee. Ms McCoy commented that it would be useful to
review the Audit Scotland Report on health inequalities and also the report
published by the Scottish Public Health Observatory, ‘Informing investment to
reduce health inequalities (III) in Scotland: a commentary’ to establish the
local position on addressing health inequalities.
Action:
Agenda item for February Committee
Increase in GP Appointments
Mr Johnston brought to the Committee’s attention work that he understood
had been undertaken with GPs to test whether increased appointment times
with patients improved outcomes. Mr Johnston noted that findings from this
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pilot indicated that it did prevent repeat appointments and wondered if
learning from the pilot could be rolled out across Dumfries and Galloway.
Dr Carnon reported that this was trialled in Annandale and Eskdale with Dr
Kelly’s practice in Annan and agreed there had been very positive feedback
however was not aware of any plans to roll this out across Dumfries and
Galloway.
Ms McCoy agreed that she would explore this further with the Public Health
Practitioners and provide an update at the next committee in February.
Action:
Ms McCoy
McKinsey Report
Ms McCoy noted the recent McKinsey report, ‘Overcoming obesity: An initial
economic analysis’ and suggested sharing this with the Committee in
February and this was welcomed.
Action
Agenda item for February Committee

NOT PROTECTIVELY MARKED
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Agenda Item 59
PUBLIC HEALTH COMMITTEE
Monday 23 February 2015
New Boardroom, Crichton Hall, Bankend Road, Dumfries
Present:

Dr Laura Douglas (Chair)
Dr Andrew Carnon (Consultant in Public Health Medicine
/Joint Interim DPH)
Mrs Moira Cossar (Non-Executive Member)
Councillor Andy Fergusson
Mr Robert Allan (Non-Executive Member)
Catherine Mackereth (Consultant in Public Health)

Apologies:

Mr Ronnie Nicholson (Non-Executive Member)
Mr Andrew Johnston (Non- Executive Member)
Professor Hazel Borland (Executive Director of Nursing)
Mrs Julie White (Chief Operating Officer)
Mr Richard Grieveson (Head of Resource & Community Service)
Ms Michele McCoy (Consultant in Public Health /Joint Interim DPH)

Attending:

Di Brough (Executive Assistant to Director of Public Health)
Dr Nigel Calvert (Consultant in Public Health Medicine)
Stuart Hamilton (Principal Officer Safe & Healthy Communities)
Davy Irving (Health Resilience Programme Officer)
Jo Kopela (Health and Wellbeing Specialist)
Christopher Topping (Health and Wellbeing Specialist)
Gillian Stanyard (Non-Executive Member)
Penny Halliday (Non-Executive Member)

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 12 December 2014
The minutes of the meeting held on the 12 December were agreed as an accurate
record.

4

Matters arising and Review of Actions List
Agenda Item 4 - Mental Wellbeing and Community Resilience
Catherine Mackereth reported that due to the adverse weather the meeting had to be
cancelled but a new date is planned and feedback will be brought to the next
meeting of the committee on the 25 May 2015.
Agenda Item 8 – Increase in GP Appointments
Dr Carnon reported that an informal email communication was sent to all Practice
Managers following discussion at the last Committee. He reported that of the
responses received it appeared practices were using 10 minute slots as standard for
consultation but many practices would allow longer appointments for those who had
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either complex conditions or long term conditions.
Views across practices were also varied. Some felt it would be helpful to have
longer appointment times while others were sceptical. It was noted that longer
appointments would require funding otherwise would lead to fewer patients being
seen. Dr Carnon highlighted that General Practitioners (GPs) are not NHS
employees and suggested he would take forward a discussion with the Medical
Director to see if there would be any interest in piloting longer appointments.
It was also highlighted that under the Joint Strategic Plan Workstream elements of
this could link in under Health and Social Care Integration.
Action: Dr Andrew Carnon
Matters Arising
Councillor Fergusson asked if links could be made for all the Public Health
Committees to be put into the Council’s Central Diary. Stuart Hamilton agreed to
make links with appropriate person and liaise with Di.
Action: Stuart Hamilton

5

Terms of Reference
The Terms of Reference (TOR) were agreed on the basis that Quorum details were
included as the following:
‘The Public Health Committee will be quorate with four members, including the chair,
present, two of whom shall be non executive members’.
Di to send updated TOR to Jennifer Wilson so they can put onto the next NHS Board
agenda for approval.
Action: Di

6

Tackling Health Inequalities in Dumfries & Galloway
Dr Andrew Carnon gave a brief overview of the paper highlighting the 4 single
reports,
1. Reducing Health Inequalities: what NHS non-executive directors can do to
make a difference (NHS Health Scotland)
2. Health Inequalities in Scotland: impact report (Audit Scotland)
3. Informing investment to reduce health inequalities in Scotland: a commentary
(ScotPHO)
4. Fair Society, Healthy Lives (Michael Marmot)
The first report had particular importance as it includes actions that the NHS Board’s
Non-Executives Directors can take to hold the Board to account for addressing
health inequalities using the actions from the NHS Health Scotland Report.
The paper’s recommendations were approved, including the need to develop a
Health Inequalities Strategy and that the Director of Public Health attends future
Community Planning Partnership meetings and the Integrated Joint Board. The
Chair agreed to liaising with the Board Chief Executive for approval on the basis that
the last Director of Public Health was formerly a member of the Community Planning
Partnership.
It was queried what groups would be included in developing the Strategy. Catherine
Mackereth, Consultant in Public Health, confirmed that there will be community
engagement through participatory appraisal and that requests have already been
received from local people wishing to be included.
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Dr Carnon reported that a previous report had been produced by the Health
Intelligence Unit several years ago which gave more details of the level of health
inequalities seen in Dumfries & Galloway. The Chair requested that this report be
shared with the Committee, notwithstanding that the data it contained was out of
date.
Councillor Ferguson mentioned that the Council have commissioned a piece of work
with the Crichton Observatory Commission to get a deeper understanding of the
realities of our region from a deprivation point of view. The team should be
connecting with their Council colleagues on this point to understand what data can
be shared.
Action: Chair
Dr Andrew Carnon

7

Addressing Obesity levels in Children and Young People in Dumfries and
Galloway
Jo Kopela, Health and Wellbeing Specialist, presented the paper. Jo highlighted that
if we are going to tackle what is an epidemic in obesity globally we need to develop a
strategy of significant scale to lead the way in addressing public health outcomes
related to obesity among children and young people in Dumfries and Galloway. Jo
also highlighted that it is equally important to drive this forward with our partners
ensuring it is on the health inequalities and Community Planning Partnership’s
agenda and importantly also needs community engagement.
The Chair informed the committee about the ‘Corporate Athlete Programme’ which
looks at physical, nutritional, mental and spiritual wellbeing and it was felt that this
programme could be helpful to staff. The Chair agreed to share the link.
A concern was raised that shorter stays in maternity hospital after delivery might be
contributing to lower breast feeding rates and Dr Carnon agreed to liaise with Joyce
Reekie to provide feedback.
The Committee supported the development of the strategy but requested that
appropriate links are made to the health inequalities agenda to prevent duplication.
The non-executives also gave guidance that the strategy MUST focus on areas
where we can make a meaningful difference for D&G (some of the items for
exploration e.g. working with food outlets and producers... etc. feel like they are too
‘big’ for us to impact. The Non executives also commented that any and all strategic
work must be clear on expected outcomes, and that whilst the non exececutives
recognise that some of the overall outcomes might be longterm, it is expected that
shorter term goals are also pinpointed upfront in order to provide assurance that the
work is progressing on track towards the longterm goal. This comment is applicable
for all strategic work, not just the work on Obesity.
There was a discussion on how we can get nutritional information out to young
people and their families at a grass roots level. It was suggested that there could be
a fruitful connection with the region’s sports clubs and in particular with the coaches
and volunteers. Agreed that Chris Topping and Andy Ferguson would liaise to
assess the feasibility of such an approach.
Action: Chair
Dr Andrew Carnon
Chris Topping
Andy Fergusson
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8

Physical Activity
Chris Topping, Health and Wellbeing Specialist, presented this report highlighting the
recent national policy National Physical Activity Implementation Plan: A More Active
Scotland- Building a Legacy from the Commonwealth Games (2014-2024), the
establishment of a Physical Activity Alliance, which is a multi-agency collaborative
leading on the delivery of local policy and practice in response to this strategy, and
the wide range of multi-agency physical activity interventions being delivered at
individual and community level across Dumfries and Galloway. He reported that
levels of physical activity remain lower than desirable for prevention of ill health.
He also reported on a recent programme in Upper Nithsdale where approximately
200 people had initially signed up and would hope to report on outcomes in
June/July.
It was queried whether only local Looked After Children (LAC) receives free access
to local facilities and not those coming into the area. Stuart Hamilton agreed to
feedback at next meeting regarding this.
Action: Stuart Hamilton

9

Mass Prophylaxis Plan
David Irving, Health Resilience Programme Officer presented this paper. He
informed the committee that a brief table top exercise will be taking place w/c 2
March looking at pharmacy and access to stocks.
With regards to section 5 of the Plan, in response to a question from the Chair, David
Irving confirmed that there is a cascade approach in place to contact all key staff
if/when such a programme is required.
The paper was well received and the Chair endorsed this plan.

10

Update on work being progressed by Public Health on Health & Social Care
Integration (HSCI)
Dr Andrew Carnon reported that he attends the Strategic Plan Workstream which is
one of the seven workstreams that have been created to assist with the work on the
Health and Social Care Integration (HSCI) agenda. Currently working on the Joint
Strategic Needs Assessment and should be able to provide first report in the
Summer. The locality plans require to be consulted on by December and Locality
Manager posts are out to advert and should be in post June/July.
Funding to take forward the qualitative work is being progressed through discussion
with Julie White. The Integration Scheme will be going to NHS Board in March for
agreement prior to being sent to Scottish Government.

11

Updated Action Plan for the work of Dumfries and Galloway Health and
Wellbeing (DGHW)
Catherine Mackereth, Consultant in Public Health, updated the Committee on the
work being taken forward through Dumfries and Galloway Health and Wellbeing
(DGHW). This included short term, medium term and long term outcomes, and
these will be achieved through capacity building and engaging with communities
using an assets-based approach across the life course. There was need to work in
partnership with individuals, communities and agencies.

NOT PROTECTIVELY MARKED

438

The Committee noted the updated action plan.
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Agenda Item 60
DUMFRIES AND GALLOWAY NHS BOARD
HEALTHCARE GOVERNANCE COMMITTEE
9 March 2015
9.30 a.m., New Board Room, Crichton Hall

Present:

Mr. Andrew Johnston
Mr. Jeff Ace
Prof. Hazel Borland
Dr. Angus Cameron
Dr. Andrew Carnon
Dr. Martin Connor
Mrs. Moira Cossar
Dr. Laura Douglas
Dr. Ken Donaldson
Mrs. Penny Halliday
Mrs. Gillian Stanyard
Mr. Bill Rogerson
Mrs. Alice Wilson

Non Executive Member (Chair)
Chief Executive
Nurse Director
Medical Director
Joint Interim Director of Public Health
Infection Control/Consultant Microbiologist
Chair – Area Clinical Forum
Non Executive Member
Associate Medical Director
Non Executive Member
Non Executive Member
Lay Member
Deputy Nurse Director

Apologies:

Mr. Philip N. Jones
Dr. Ewan Bell
Dr. John Locke
Dr. Michele McCoy
Mrs. Elaine Ross
Mrs. Julie White

Chairman
Associate Medical Director
Lead Clinician, Primary Care
Joint Interim Director of Public Health
Infection Control Manager
Chief Operating Officer

In Attendance:

Robert Allan
Margaret Johnstone

Non Executive Member
E.A. to Nurse Director

1.

Apologies for Absence
Apologies as noted above.

2.

Declarations of Interest
There were no declarations of interest.

3.

Minute of the meeting held on 19 January 2015
Approved.

4.

Matters Arising
Older People Inspection Visit, Galloway Community Hospital
A Non Executive Director asked about progress of the audit to give a
level of assurance around standards of care and levels of professional
practice. The Nurse Director confirmed that the audit had taken place
across all hospitals in the Board area looking at the key findings from
the Galloway Community Hospital (GCH) inspection and a follow-up
meeting with the Lead Nurses for acute and community services will
take place to address the key points and the issues raised at GCH.
NOT PROTECTIVELY MARKED
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Feedback from Children’s Services Follow Up Inspection
The Nurse Director noted that we are still awaiting formal feedback from
the Care Inspectorate.
5.

Action List
Updated action list tabled.
The Chief Executive noted that he would bring a paper to the May
meeting around the refreshed strategy for Breastcare Radiology.

STANDING ITEMS
6.

Improving Safety Reducing Harm
Acute Adult Patient Safety Programme
The Deputy Nurse Director presented the paper explaining that
although the programme is entitled Acute Adult Patient Safety we have
also implemented the relevant elements across all our cottage
hospitals. She highlighted the national nine “point of care priorities”
which have been implemented across Scotland, noting that NHS
Dumfries and Galloway have added a further priority around handovers.
The Deputy Nurse Director explained that there is a lot of work going on
around ensuring that the priorities have been implemented and to
maintain sustainability, alongside the focus on the work we have
planned for this year. She noted that the Patient Safety Teams have
changed the way the workstreams are supported, bringing everyone
together three or four times a year for learning sets. The Patient Safety
Team now meets monthly with the Acute Management Team to ensure
managers are aware of ongoing work. She explained that lots of work,
for example around preventing pressure ulcers, goes on in other areas
but only the monitored areas are included in this paper.
A request was made for Non Executive Members (NEMs) to be
included in the Leadership Walkrounds. Agreed that a workshop would
be held in April 2015, following the appointment of the two new
members, and participation in the Leadership Walkrounds would
commence from May 2015.
In response to a query in relation to heart failure secondary to LVSD the
Medical Director noted that lots of work is being done in other areas but
this report focuses on the monitored areas. He noted that the results
say we are doing very well and that all of the evidence based
interventions are offered. The Nurse Director noted that the report
specifically focuses on LVSD but other patients will be receiving other
interventions. The Medical Director offered to bring back an update
report to a future committee.
The Medical Director noted that our last quarter HSMR figure was 0.9
and the latest figure has reduced to 0.86 although this figure varies
from month to month. He commented that a short time ago there was
concern around stroke but following investigation there was nothing to
evidence undue issues. The Nurse Director advised the Committee
NOT PROTECTIVELY MARKED
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that discussions are being held nationally with the Scottish Government
and that changes to national reporting may result in coming months.
The Committee:
• Noted the report and improvement in HSMR
• Heart Failure paper to future meeting
• Agreed that NEMs will be included in Leadership Walkrounds
during 2015
7.

H.A.I. Report
The Infection Control/Consultant Microbiologist explained that, as
confirmed at the last Committee meeting, we have unfortunately missed
the HEAT targets - C.Diff target was 40 and we currently have 55, SAB
target was 26 and we currently have 32. Our final data will be
confirmed at Board on 13 April. The Nurse Director explained that a
significant number of other Boards in Scotland had also struggled to
achieve the targets which would remain the same for the next two
years. The Nurse Director noted that the Infection Control Manager is
working closely with Health Protection Scotland (HPS) and there is
some level of assurance in that HPS are content with the actions we
are taking although HPS and the Chief Nursing Officer are very clear
that nationally there is still a level of avoidable patient harm we are not
achieving and we hope to shape and influence this over the next year.
The Nurse Director flagged up to the Committee the continuing
challenges around recruitment to the Infection Control Team, with the
Senior Nurse post having been vacant for a year and the Infection
Control Manager picking up other significant pieces of clinical work.
She noted that the Infection Control Committee are aware of and will
discuss this although appointment of experienced infection control
nurses is currently a problem across Scotland. Locally we are trying to
train up our own staff by putting them through Masters but unfortunately
the last member of staff to achieve this then left.
Although we have also had a part-time medical locum from an Infection
Control Doctor and Infection Control Nurse perspective we are really
stretched.
The Chair commented on the importance of recruiting to
these posts and that the Committee is now aware of this and noted that
the Nurse Director was saying that this had not caused the failure to
meet the targets.
A Non Executive Member commented on ‘Healthcare Associated
Infection’ and ‘Hospital Acquired Infection’ noting that the targets do not
allow for this distinction and the reports do not show this and asked if
this would make a difference at national level. The Nurse Director
explained that the data presented to Board and this committee does
articulate hospital acquired, community acquired and healthcare
associated, and that we use the definitions recommended by HPS. Any
national report produced by HPS also describes the data in these
terms. The Non Executive Member explained that she felt training our
own staff was the way forward and asked if the NHS Board financed the
NOT PROTECTIVELY MARKED
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Masters training was there nothing in the terms and conditions around
claiming the money back. The Deputy Nurse Director explained that it
was very difficult to recoup funding under employment law.
The Committee:
• Noted the report
• Noted the recruitment challenges being experienced within the
Infection Control Team
• Noted that the HEAT targets have been missed
THEME: Patient Experience and Quality
8.

Older People in Acute Hospitals (OPAH) Inspection Report
The Nurse Director presented the paper explaining that members would
recall the previous discussion and briefing on the verbal feedback
received from the inspectors. The briefing was also presented ‘in
committee’ to the February Board. The report was published in
February 2015 together with our high level action plan on the
Healthcare Improvement Scotland (HIS) website. Before asking the
Deputy Nurse Director and the Associate Medical Director to describe
the work done to date at the Galloway Community Hospital (GCH) the
Nurse Director said she would like to help the Committee members
understand our local report in the national context:
•
•

•

This is a report covering treatment, medical care and nursing
care.
The Nurse Director reviewed four OPAH reports from other
Boards during 2014 to see where we could learn from?
However, what this revealed was that, although there were
pockets of good practice, all these other reports also described
clinical teams struggling with:
 DNACPR
 Adults with Incapacity
 Power of Attorney
 Care planning/documentation
 Completion of range of assessments including nutrition
and cognitive impairment
Our uniqueness is Stranraer and the additional challenges it
faces with regard to recruitment and retention of senior medical
and nursing staff, both of which the Board is aware of.

The Nurse Director commented on the culture of GCH explaining that
Garrick Ward and Dalrymple Ward appeared to be functioning as two
separate hospitals within one hospital and we did not realise the extent
of this cultural challenge when the hospital was first built 10 years ago.
She felt that HIS would be back to visit in Stranraer before the end of
March 2015.
The Chair commented that what stood out most in the report for him,
and was really worrying, was the HIS comment with regard to a
disconnection between staff and senior management. He explained
NOT PROTECTIVELY MARKED
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that he remembered a very positive change in culture in the ICU report
and this seems to be what is missing in Stranraer, especially the
suggestion that staff are deliberately not working together. The Nurse
Director highlighted the previous HEI/HAI report which raised issues
within ITU at DGRI, explaining that the approach taken was so
successful that this was the reason we applied the same approach to
GCH but it did not work.
A Non Executive Member noted that she had received lots of comments
and feedback from both staff members and local community members.
She commented that her perception was that staff morale has been
very low. She asked about the staff who had disengaged themselves
from the process, asking if they were still off sick and, if they were, how
do we change this culture. The Deputy Nurse Director responded that
there is no easy answer but that the sickness levels have reduced quite
significantly with some staff still off. She went on to say that if HIS
visited GCH now they would see a huge difference already with a much
calmer environment.
The Deputy Nurse Director explained that the HIS Care of Elderly
People in Hospital Standards will be published very soon and will be
implemented across Dumfries and Galloway with audits being carried
out in all areas. In relation to the Care of Older People in Acute
Hospitals we need to reassure ourselves around the standards of care
and the Deputy Nurse Director noted that she will be responsible for
this piece of work. Further to the GCH inspection, HIS have funded an
Improvement Adviser post for a year to focus on care of older people
improvements, with the postholder reporting directly to the Deputy
Nurse Director. This will enable us to focus and move forward the lots
of good work we are doing, for example, around preventing pressure
ulcers and falls.
The Deputy Nurse Director noted that the nursing documentation
requires to be simplified and amended with registered nurses being
encouraged to use their knowledge and skills to identify patient needs
and risks and the new documentation being implemented will help to
ensure this. She also highlighted Active Patient Care records, noting
that audits are being undertaken. Work is also being taken forward to
improve nutritional care for patients with a planned programme of
activity with regard to supported mealtimes. A new fluid balance chart
is being tested in DGRI and will then go out to all hospitals. The Deputy
Nurse Director noted that we are now recording our pressure ulcers on
DATIX making sure a clear plan is written for the patient and
appropriate equipment is in use.
Responding to a Non Executive Member’s earlier comments in relation
to registrants, the Deputy Nurse Director explained that when presented
with the inspector’s findings the staff concerned could not understand
what the problem was. The Deputy Nurse Director was very clear that
the responsibility of a registrant is different from a HCSW, explaining
that the registrant is more experienced and skilled than HCSWs.
NOT PROTECTIVELY MARKED
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Registrants appeared to have lost the distinct unique responsibility of
their role and when the SCN was not there registrants were not doing
some tasks because they said they were HCSWs jobs and there was a
feeling of just being left to get on with it.
The Deputy Nurse Director explained that after the second inspection
discussions with staff had raised some of the points described,
deliberate actions by the staff; more about feeling hard done to; felt they
were on their own and problems with senior nursing staff and medical
staff recruitment.
It was noted that the SCN post had been appointed to at the beginning
of March and there were two external applicants for the Nurse Manager
post with the interviews being held at the end of March. The Deputy
Nurse Director described that we are currently giving clear responsibility
and support to Deputy SCN and registrants at Band 6 and Band 5
around what we are asking them to do as opposed to the HCSWs. The
HCSWs have been given a clear message and asked to escalate if they
feel they are not being listened to.
A Non Executive Member highlighted the staff engagement work we
have being doing as this has obviously not worked, requesting to see
and hear evidence that we have engaged with staff and try to
understand why did they not understand the first report. She felt we
required to take action to engage with staff and get feedback as soon
as possible around what happened.
The Deputy Nurse Director advised the committee that after the first
inspection, a Nurse Manager had spoken individually to each member
of staff, going through the issues raised in the report asking for their
thoughts about any problems and that their role in resolving them might
be. It was these interviews that highlighted when the SCN and Band 6
were not there the Band 5s did not carry out certain tasks. The Deputy
Nurse Director explained that there had been lots of inter-action with
staff since the end of November, noting that there was a huge
difference within the hospital with more leadership and structure in the
wards. The new SCN has been in post for three weeks, and an
experienced SCN from DGRI was in post for seven weeks prior to that.
Simple changes are making a big difference to the way ward staff work.
For example, staff are regularly going through patient records and care
plans so that when the SCN and a member of nursing staff speak to
relatives they can confidently answer questions.
A Non Executive Member asked why we did not see this coming and
the Nurse Director responded that this was exactly what she and her
Deputy had asked each other – what could we have done differently?
She highlighted the inability to recruit to an SCN post for two years,
resulting in a temporary situation of one SCN overseeing both wards
with additional Band 6 posts. For the first year of this arrangement the
Nurse Manager was in post to provide support and this worked well but
the Nurse Manager was then promoted to Lead Nurse for the Primary
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and Community Care Directorate. The Nurse Manager post has also
been vacant for a number of months, with the Lead Nurse doing her
own role and trying to fulfil the Nurse Manager role too, which brings us
back to the unique recruitment challenges with regard to Wigtownshire
and the difficulties this poses.
The Deputy Nurse Director explained that one of the things we have
learned was the need not to always be reassured by measures already
collected, explaining that Dalrymple Ward achieves well on PVC
interventions and we were reassured by this. She explained that staff
were continuing to do lots of personal things for patients, i.e., cleaning
false teeth; that on a rehabilitation ward patients should be being
encouraged to achieve an increased level of independence with in
preparation for returning home. Since the second inspection how to
achieve the delicate balance of care and rehabilitation has been
reviewed. She noted that the first inspection did say staff did not keep
records as well as they could have been doing but the patients looked
well cared for.
The Deputy Nurse Director noted that the routine use of medical locums
was not helpful. She explained that relationships with the Mental
Health Liaison Nurse had been optimum but the implementation of a
flow chart clearly instructing who to contact and where to get advice has
helped this.
The Deputy Nurse Director noted that training is ongoing with new
documentation. She explained that Dalrymple Ward works as a cottage
hospital and Garrick Ward works as an acute ward. The new
documentation is being tested in Garrick Ward and there is a
programme to introduce this in Dalrymple Ward with lots of training from
the Band 6 responsible for implementing this. Weekly audits are being
carried out within the hospital and bi-weekly audits from outside the
hospital. An external Senior Nurse had also reviewed casenotes for
patients who were in GCH at the time of the inspection. Every
registered nurse, once a month, will take a set of patient records for
audit and this will be ongoing.
The Deputy Nurse Director highlighted activity to improve nutrition and
hydration care explaining that the new food chart will be implemented
soon. She noted that prescription of PEG feeding has been reviewed
and moved to sit together with the patient’s medication chart.
The Associate Medical Director noted that GCH is two separate wards
in one small hospital with Dalrymple Ward supported by rural GPs and
Garrick Ward supported by locums. Locum use is a big issue with the
impact upon nursing staff difficult to measure.
He highlighted
medicines reconciliation explaining that as GCH has no junior doctors
and no pharmacists this is almost impossible. Permanent staff are
doing this very well but the locum staff are not so good.
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The Associate Medical Director further highlighted cognition and
capacity assessment challenges noting that the assessment of capacity
is also a challenge at national level. The appropriate forms were not
being filled in although this has been addressed following a training
session with Dr. Fraser Gibb, Consultant Psychiatrist, and the staff are
happier about this and using the forms. He went on to say that at the
time of the inspection DNACPR forms were not being filled out, with
very few discussions with
relatives/families, and this has been
addressed by implementing the admission pro forma used in DGRI.
The Associate Medical Director described the longer term vision,
explaining that support would come from DGRI and he would attend
once a week. There will be changes in the way clinics are taking place
and we will restructure so that we have a consultant attending on a
regular basis. There is currently no Pharmacy input and this has been
raised with Michael Pratt, Chief Pharmacist. There are also IT issues.
He suggested that we should cover GCH with both junior doctors and
rural practitioners with ANPs also being part of the solution.
The Associate Medical Director noted that we are definitely in a better
place than at the time of inspection. He would say confidently, if HIS
return, we are in a better place although we still have some way to go.
The Nurse Director reminded the committee that in discussions at the
January meeting she had explained that at that time she was seeking
reassurance with regard to whether staff were not competent, did not
have capacity or were being negligent. She explained that since the
second inspection the nursing team had responded very well to
leadership from an experienced SCN and are contuing to respond
positively to the changes made and what they are being asked to do.
Our approach was to give reassurance to the Chief Executive rather
than stop admissions which carried a significantly higher risk for
patients. The Chief Executive commented that future management
models for GCH are under discussion.
A Non Executive Director noted that the Deputy Nurse Director had
explained an apparent lack of a joined up system. He suggested that
this was a form of serious mis-management, asking how can we have
these differences and how do we know it is not like this elsewhere, how
do we know patient care is not at risk elsewhere. The Nurse Director
reminded committee members of the earlier comments about both
wards having different purposes and functioning differently, with cover
from different teams of medical staff. For example, when Dalrymple
Ward requires a doctor out of hours (OOH) they are currently required
to contact the OOH Doctor on call and are not allowed to call the doctor
from Garrick Ward. This issue is very particular to GCH and is not in
place anywhere else across the region.
A Non Executive Member asked if the audits referred to were similar to
internal audits and the Nurse Director responded that the internal audit
focus is traditionally very different from this with the Chief Executive
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commenting that Internal Audit does not have a remit to look at clinical
quality. The Nurse Director advised the committee that HIS usual
process is to conduct a sixteen week follow up, seeking confirmation of
progress with the action plan.
A Non Executive Member asked if we could extend the senior nursing
staff looking at casenotes and make this more formal and the Deputy
Nurse Director responded that we have already started this and will
formally tie in within the planned outcomes for which staff take
responsibility.
A Non Executive Member asked if the students had been put back on
the wards and about communication with UWS around them being
withdrawn. The Deputy Nurse Director confirmed that she had
contacted UWS. The next allocation of students is not due until August
and the suitability of learning environment will have been approved by
this time.
A Lay Member suggested using the shift overlap to free up staff to carry
out inspection process and the Deputy Nurse Director explained that we
already use this time for training, audit and speaking to relatives and
patients. She explained that we are thinking about the possibility of
The Lay Member
mock inspections from an HIS perspective.
suggested the public partnership involvement and using volunteers
when thinking about long term sustainability to provide reassurance.
The Nurse Director explained that patient experience and getting some
volunteers involved is the next step and the Chief Executive has been
in touch with the Action Group who have indicated they would be happy
to help.
A Non Executive Member noted that these are critical issues in the
organisation with the geographical distance making people feel cut off
and it will make a big difference having senior staff in. She was sad to
hear of registered staff losing their way and suggested, in the same way
as doing an audit, going back to staff and asking how this experience
was for them. The Deputy Nurse Director explained that engaging with
staff was an ongoing process throughout this work.
The Nurse Director highlighted work being undertaken with regard to
our organisational culture, especially since the NHS Grampian report.
She reminded the Non Executive Members of the ACF/APF event
which is already planned which will explore in more depth with staff the
issues in the Grampian report with key questions around the challenge
– could this be happening here? This will come through the Staff
Governance Committee, will be important and can give us a valuable
touchstone in relation to quality and care.
A Non Executive Director commented that she had noticed there had
been eighteen obituaries, December to January, reported in the local
paper, which felt like an increase. She asked how do we know there
has not been a death which is related to poor care in the GCH and
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suggested looking at mortality figures for the GCH for the last year.
She wondered if the next enhanced patient experience event could be
held in the West to try and restore confidence.
The Medical Director noted that he felt that looking at HSMR, because
numbers are so small, would tell us nothing. He noted that the GPs
concerned had raised nothing with him. The Associate Medical Director
noted that the GPs are generally supportive of the hospital and
confirmed that any future Enhanced Patient Experience will pick up the
issues highlighted.
The committee requested that further work be undertaken to look into a
perceived increase in locally reported deaths in order to get
reassurance with regard to care in GCH.
A Non Executive Member raised the issue of patient complaints at the
GCH, asking how can we be sure when someone complains to a nurse
that something is being done about that as in a small community people
may be reluctant to put complaints in? The Nurse Director explained
that in relation to complaints, taking action at ward level is something
we do expect with our SCNs and that they should then communicate
back to the person about what we have done. The Deputy Nurse
Director highlighted people not knowing how to complain and if people
are listening to them and explained the “Here to Help” initiative which
had taken place at DGRI which may be useful in GCH.
A Non Executive Member asked about DATIX information asking if this
information tells us anything highlighted by the report such as adverse
events and near misses, or anything we can learn for the future. The
Nurse Director reminded the committee that she had previously
requested a SAE review based on a serious complaint received into the
care of a patient at GCH and this investigation was ongoing when the
inspection took place. She further explained that DATIX is already
being used for issues such as pressure ulcer reporting and a patient fall
would also be reported in DATIX.
A Non Executive Director commented that the work that has been done
is having a good effect at the GCH but her question is are we testing
the efficiency of this plan so that it is rolled out and looked at beyond
this and driven across the organisation? The Nurse Director responded
that as earlier explained to the committee an audit against the key
findings across the cottage hospitals and the wards in DGRI is already
under way and will report to her.
She explained that HIS has a sixteen week follow up and look for
evidence of improvement. The Deputy Nurse Director commented that
she believed that culturally there is a change in attitude already and HIS
will see and feel a big difference.
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The Nurse Director put an invitation to the Non Executive Members to
shadow an SCN in DGRI and Dalrymple Ward to give a level of
understanding and reassurance from staff directly. Colleagues agreed
to contact the Nurse Director outwith the meeting to arrange this
opportunity. The committee also noted that the Board Chairman and
the Non Executive Members were hoping to visit GCH as part of their
role demonstrating good leadership within the organisation. The Chief
Executive commented on the need to ensure that such visits do not put
pressure on staff. We have made it clear to staff what is expected of
them, their responsibilities and a good way forward.
Non Executive Members requested a dedicated ‘in committee’ session
for full Board at the April meeting so that all colleagues have the
opportunity to hear at firsthand about the inspection, action plan and
subsequent improvement activity and reassurance.
The Committee:
• Noted the action taken to date and the positive impact being
reported by staff leading the work
• Noted the ongoing recruitment challenges across medical and
nursing disciplines
• Supported the invitation to NE members to shadow an SCN in
DGRI and GCH
• Agreed that an ‘in committee’ session be held on 13 April after
the formal Board meeting, and that the lay member also be
invited to this session
• Noted that HIS will formally follow up the action plan at 16 weeks
as per their usual inspection processes
• Agreed that further work to examine the perceived increase in
number of locally reported deaths in Wigtownshire be
undertaken and reported back to the committee
INTERNAL REPORTS FOR NOTING
9.

Cervical Screening Annual Report
The Committee:
• Noted the report

10.

Breast Screening Annual Report
The Committee:
• Noted the report

11.

Diabetic Retinopathy Screening Annual Report
The Committee:
• Noted the report
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12.

Alcohol and Drugs Partnership Annual Report
The Committee:
• Noted the report

ITEMS FOR NOTING
13.

Minutes of the Adult Protection Committee – 13 November 2014
The minutes of the Adult Protection Committee held on 13 November
2014 were noted.

14.

Minutes of the Healthcare Scientists Advisory Committee – 25
November 2014
The minutes of the Healthcare Scientists Advisory Committee held on
25 November were noted.

15.

Minutes of the Health Child Protection Committee – 3 December
2014
The minutes of the Health Child Protection Committee held on 3
December 2014 were noted.

16.

Minutes of the Hospital Transfusion Committee – 17 December
2014
The minutes of the Hospital Transfusion Committee held on 17
December 2014 were noted.

17.

Minutes of the Infection Control Committee – 25 November 2014
The minutes of the Infection Control Committee held on 25 November
2014 were noted.

18.

Any Other Competent Business
The Nurse Director thanked the Chair for his Chairmanship of the
Committee over recent years noting that he had been a constructively
challenging and supportive Chair.
The Non Executive Directors thanked the Chair for the support,
experience and expertise shared with them.

19.

Date of Next Meeting
Monday 18 May 2015, at 9.30 am, New Board Room, Crichton Hall.
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Agenda Item 61

DUMFRIES AND GALLOWAY NHS BOARD
PERSON CENTRED HEALTH AND
CARE COMMITTEE
9th February 2015
1.30 pm, Conference Room, Crichton Hall
Present:
Jim Beattie, Non Executive Employee Director, and Chair of Area Partnership Forum
Dr Andrew Carnon, Joint Interim Director of Public Health
Moira Cossar, Non Executive Director and Chair of Area Clinical Forum
Vicky Freeman, Acting Head of Strategic Planning
Carolyn Hornblow, Volunteer Member
Jan Lethbridge, Inter Faith Council member
Mandy Spence, Midwife
Gill Stanyard, Non Executive Board Member – Chair for the meeting
Shirley Turberville, University of West of Scotland
Phyllis Wright, Council representative
Attending:
Professor Hazel Borland, Nurse Director
Caroline Sharp, Workforce Director
Jeff Holt, Scottish Health Council
Hilary Butterworth, IPIQ Officer
Jan McCulloch, Committees’ Co-ordinator
Apologies:
Penny Halliday, Chair, Non Executive Board Member
Dr James Clark-Maxwell, GP, Dalbeattie
Dr Ken Donaldson, Consultant Physician
Lesley Grainge, Midwife
Rev Douglas Irving, Church of Scotland
Michele McCoy, Joint Interim Director of Public Health
Canon Robin Paisley

1.

Apologies for Absence

2.

Declarations of Interest
There were no declarations of interest intimated.

3.

Note of the previous committee meeting
The minute of the previous committee meeting held on 11 December
2014 was approved with the previously circulated addition from Phyllis
Wright.
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4.

Matters Arising

STANDING ITEMS
5.

Patient Experience
5.1 A Draft Framework for collecting and using patient stories for
service improvement in NHS Dumfries and Galloway
Hazel Borland outlined the paper and explained that the draft framework
has been designed by Yvonne Christley as a result of previous
discussions that have been on-going for some time, from both PCH&CC
and Healthcare Governance Committee about gathering patient stories
directly from patients. The framework has recognised systems and
acknowledges the importance and need to have formality and structure
to the processes. The draft framework will also go to the March meeting
of the Health Care Governance committee and after comments are
combined, will then be signed off at the April PCH&CC meeting.
It was highlighted that there was a need to ensure that the stories and
information given is kept safe and appropriate consent obtained and
participants are kept informed about retaining ownership. Professor
Borland explained that there was an expectation of consent and patients
would be told clearly how the information would be used and kept safely
and compliant with the required policies and processes.
It was also agreed it was important to feedback to patients that by telling
their stories they have made a difference. How their stories will be used,
followed up and what feedback they receive will be particularly
important, especially if they have had a difficult and painful story to tell.
A member questioned that if someone was particularly unhappy about
the way a patient was treated would a disciplinary process be
considered. Caroline Sharp responded that the relationship between
NHS D & G and the employee has to be confidential and the same level
of disclosure and protection would apply to all employees as did to all
patients. Professor Borland supported this and said that staff stories
were considered equally important and the same rules should also apply
to all. She added that if someone was really dissatisfied, they would be
encouraged to go through the official complaints system.
Dr Carnon commented that the framework was very focused about
individuals’ stories and suggested that the information obtained from the
patient stories could be shared and used in qualitative analysis that
would help to identify health needs.
Jeff Holt said there was a Care Opinion pilot scheme currently being
undertaken by both NHS Fife and NHS Ayrshire and Arran that was
similar to Patient Opinion and that this could be considered as another
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way to feed into the stories. Jeff Holt will keep Professor Borland
updated on the progress of the pilots.
Professor Borland said that if a Carer came forward with a story and
there were concerns about the patient’s ability to consent, a
conversation with the Caldicott and Welfare Guardian would be needed
about the ability to consent.
Mrs Freeman said that she was unsure about the language of the
document and asked if Patient Stories should be changed to People’s
stories and include Carers and Health care professionals stories as they
make up the whole range of people who will have something to tell
about Patients’ Experience. Vicky commented there were 22,000 carers
in Dumfries and Galloway and if we don’t understand their experience,
an important message could be missed.
Professor Borland reiterated that this piece of work was particular to
Patient stories and the patient voice. This was the first step in finding the
right way to gather stories and having the appropriate framework,
structures and governance arrangements in place and acknowledge the
limitations for now.
Professor Borland said that the primary focus has been on patients’
stories and although there is an appreciation of the work that has been
done by PYF and Building Healthy Communities through Public Health,
she was thoughtful about resource implications for expanding the
programme to include others. Professor Borland has spent time recently
with Chest Heart and Stroke to discuss about specifically concentrating
on patients and focusing on their distinct experiences of Healthcare, but
acknowledged that a future review may change things and others could
be included.
Ms Hornblow asked if it would be more beneficial for a person to tell
their story to the whole health board. Professor Borland suggested that
the framework needs to be tested and following evaluation, patients
should then decide what the key learning points are and this committee
would then decide how to share the points and where this should be
done. Discussions and agreement with the individual telling their story is
needed, as the way that stories are shared will be crucial and will
influence how things are done in the future. It was agreed that the
consent structure needs to be comfortable for people who will just want
to share their experiences.
It was agreed that the way typical in which NHS D &G business is
carried out through committee structures may concern some individuals
and this should also be considered as it was fundamental that
individuals are not inhibited by organisational systems and structures.
Professor Borland confirmed that there would be an agreement about
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who will have access to patient stories and how and who will share
them.
Jeff Holt told the meeting that NHS Ayrshire and Arran have person
stories presented at Board meetings and he will find out if they have a
structure in place and feedback to Professor Borland.
There were some discussions about definition of ‘recent’ healthcare and
although no time frames have been decided, there was some thoughts
whether a story from a number of years ago would really be helpful in a
current situation, as the primary driver of sharing patient stories was to
support service improvement and it was important to engage with recent
experiences. Although it was agreed that the word ‘recent’ should be
kept there was also agreement that clarification and definition was
needed.
The committee agreed that the framework should be included in the
April PCH&CC agenda along with the opinion of the Healthcare
Governance Committee.
5.2 Participation Standards Self Assessment – Paper
Professor Borland brought this paper to the committee for information
and explained that this assessment enables the Board to measure itself
on public participation.
It has been 2 years since the assessment was last done and with the
process steered by the Scottish Health Council, this time the
assessment will focus on patients’ rights. The developing level in
Section 1 of the complaints and feedback Annual Report should provide
the evidence needed for this.
Professor Borland said that the assessment should be seen as a
positive exercise and the complaints co-ordinator and IPIQ officer will
provide help for Professor Borland to understand the process and
outcomes required for the report. The report has to be submitted by the
end of June 2015. The Complaints Annual Report will go to Health Care
Governance Committee in May 2015 to be published in November.
5.3 Public Involvement Panel
Jeff Holt, Scottish Health Council attended the meeting to speak
about the Scottish Health Council (SHC) supporting the design and
delivery of a public involvement service and developing an ‘engagement
vehicle’ with NHS D & G that would comply with the legal duty to engage
with the public.
Mr Holt explained that the newly formed Public Involvement Panel (PIP)
would be replacing the former Public Partnership Forum (PPF) that
hadn’t really taken off in the past and was now unfit for purpose. The
impending integration of Health and Social Services has given an
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opportunity to establish a model to obtain public opinion and establishing
the PIP was a starting point in the process.
The newly formed PIP would mean that participation would return to
localities where it would be locally managed. A steering group has been
formed that will design a framework for public involvement and a shared
electronic database of individual members of the public, registered to
participate, will be held by NHS D &G. Jeff explained that this will fit with
current and ongoing developments and it will become almost like a one
stop shop for NHS D & G and its partners to obtain public opinion. The
next step in engagement is a meeting arranged for the 23rd February
with16 members of the public, including former PPF members, who will
be given the model for discussion.
Professor Borland spoke of the importance to move on from the PPF
and this would be a starting point. This group would not replace current
public involvement links and would be complementary to the other
groups.
Dr Carnon expressed some concerns that this model was choosing
unrepresentative people to form the panel and felt this was not a random
sample of the public, but agreed that the model was better than what
had been in place before.

6.

Patient Experience
6.1 Equality and Diversity Half Year Update
Caroline Sharp spoke to the paper from Lynsey Fitzpatrick, Equality and
Diversity Lead.
Ms Sharp informed members that the report will come routinely to the
committee twice a year and will ensure an open and clear oversight of
issues on the Equality and Diversity issues and agenda. Ms Sharp
spoke about how the issues impact across the organisation and also for
users and carers who use the services and the importance of
underpinning and improving the experience.
Ms Sharp explained that this was the middle of a 4 year journey and the
quality outcomes gave the background and context. The next key stage
would be at the end of April 2015, when the first 2 yearly update will give
the current position and where the organisation is with the 5 long term
quality outcomes that were agreed 18 months ago.
Ms Sharp spoke of the methodology of improvement learning and the
positive work achieved as a whole system with a well networked group
across the council, police and other partners. Actions from the group will
be circulated and an 18 month progress will be made available giving a
current position and further /real times update.
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It was recognised that recording of some of the outcomes had not yet
been implemented and it was anticipated that the new national system
would plug reporting gaps. It was also acknowledged that work is still to
be done in Primary Care in partnership with GPs and although a large
amount of work is already being done, there is still a significant piece of
work to be done around vulnerable groups.
Members noted that page 16 of the report highlighted the links with the
3rd sector /independent groups and some ethnic minorities. Ms Sharp
confirmed that Lynsey was working closely with other groups that may
have a range of complex needs and by sharing information and linking in
with them this could avoid multiple contacts.
Professor Borland commented that a similar paper had been taken to
Healthcare Governance Committee in January where it was agreed that
this area sits more naturally with PCH&CC.
7.

Building Community Resilience
Vicky Freeman, Acting Head of Strategic Planning
Attending her first meeting of the PCH&CC, Mrs Freeman commented
that many aspects and areas of the PCH&CC overlapped with work
being undertaken in the community plan and within the community
empowerment Act. Mrs Freeman also thought that there were
opportunities through the work of the Joint Strategic Planning Group to
establish further networking opportunities with many committee
members from today’s discussions.

8.

THEME: Spiritual Care
Professor Borland updated members in Rev Dr Kelly’s absence and
informed members that the Rev Dr Kelly was currently working his way
around groups and communities throughout the region and organisation.
Members were asked to noted that a cultures and values Event was
being arranged, bringing staff together to build up relationships.
A spiritual care policy update will be brought to the April meeting.
Feedback on values based reflective practice has been given to the
project team and contact made with the Education group.

9.

PCH&CC Programme for 2015
Noted
Professor Borland also asked members to note that a National Event for
Person Centred Health and Care Programme is taking place tomorrow
10th February and a group of point of care staff will attend. A
Webex/teleconference is also available and Jan will email details to
PCH&CC members after this meeting to allow them to participate if they
wish.
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Hazel also informed members a letter had recently been received from
Healthcare Improvement Scotland (HIS) that has informed Boards that
HISe are currently looking at the future of how the Person Centred
collaborative will look. Professor Borland will have a better idea about
how things will look for the April PCH&CC meeting
10.

Any Other Business

11.

Date of Next Meeting:
Monday 20th April 2015, at 1.30 pm, in the New Board Room, Crichton
Hall
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