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78 Chairman’s Opening Remarks 
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80 Declarations of Interest 
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81 Minute of the Meeting held on 1 June 2015  
 
The Board is asked to approve the minute of the meeting held on 1 June 
2015. 
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83 Improving Safety, Reducing Harm:  Risk Annual Report  

 
This report brings to the Board the summary of the risk management journey 
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and Care Collaborative. 
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Page 133 
 

89 Review of HEAT targets and standards:   Quarter 4 – 2014 / 2015 Update 
(End of Year Report) 
 
This paper brings to Board progress on and delivery of HEAT targets and 
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Page 253  



 

NOT  PROTECTIVELY  MARKED 
 

 

99 Minute of the Community Health and Social Care Partnership Board held on 
15 June 2015 
 
The minute of the Community Health and Social Care Partnership Board held 
on 15 June 2015 is presented to Board. 

Page 259 
 

100 Date of Next Meeting 
 
The next formal meeting of the NHS Board will be held on Monday 5 October, 
2015. 
 

101 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 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
Minute of the meeting Dumfries and Galloway NHS Board held on 1 
June 2015. 
 
 
 
Minute Nos:  35 - 63  
 
 

Present 
  
Mr P Jones Chairman 
Mr J Ace Chief Executive 
Mr R Allan Non Executive Member 
Mr J Beattie Employee Director 
Professor H Borland Nurse Director 
Ms L Bryce Non Executive Member 
Mrs G Cardozo Non Executive Member 
Mrs M Cossar Chair of Area Clinical Forum 
Dr L Douglas Non Executive Member 
Mrs K Lewis Director of Finance 
Mr R Nicholson Non Executive Member 
Miss G Stanyard Non Executive Member 

 
Apologies 
  
Dr A Cameron Medical Director 
Mrs P Halliday Vice Chair 

 
Attending 
  
Ms M McCoy Joint Interim Director of Public Health 
Mr K McFadzean Head of Ambulance Services Dumfries and 

Galloway and Ayrshire and Arran (for item 53) 
Dr A McCullough Acute Services Medical Director 
Mr P Myers Health and Wellbeing Specialist (for item 46) 
Ms C Sharp Workforce Director 
Mrs J White Chief Operating Officer 
Mrs J Wilson Corporate Business Manager 
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35 Chairman’s Opening Remarks 
 
The Chairman welcomed everyone to the meeting of the NHS Board. 
 

36 Apologies 
 
Apologies as noted above. 
 
The Chairman intimated that Dr McCullough was deputising for the Medical 
Director and the Vice Chair was attending a meeting in Edinburgh on his behalf. 
 

37 Declarations of Interest 
 
There were no interests declared. 
 

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

39 Matters Arising 
 
There were no matters arising. 
 

40 Minute of the Meeting held ‘In Committee’ on 13 April 2015 
 
The minute of the meeting held ‘In Committee’ on 13 April 2015 was approved 
as an accurate record. 
 

41 Matters Arising 
 
There were no matters arising. 
 

42 Improving Safety, Reducing Harm:  Scottish Patient Safety Programme Annual 
Report 2014 / 2015   
 
The Nurse Director presented the annual report and reminded colleagues that 
the various programmes were at different stages and this was reflected in terms 
of data and trends. 
 
Mr Nicholson declared an interest in this item and advised he would leave the 
room when appropriate if required. 
 
In response to comments Members were advised:- 

• the Medical Director is engaging with individual practices and 
undertaking a piece of work in respect of the Warfarin bundle; 

• the Nurse Director was unable to advise if any patients had suffered 
harm in terms of compliance with the Warfarin bundle and undertook to 
investigate this and report to Healthcare Governance Committee, the 
minute of which will be noted at Board; 
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• every Board and every Acute Hospital across NHSScotland is 
responsible for delivering the relevant branches of the Scottish Patient 
Safety Programme; 

• where patients are treated in tertiary centres there will be a Service Level 
Agreement and relevant standards of care apply;  and 

• the theoretical risk of tertiary centres, such as assisted conception in 
Glasgow, should be considered. 

 
The Chief Executive suggested that risk associated with trauma centres and 
increasing centralisation of some services may be something that the respective 
national Chief Executive and Chairs Groups should consider. 
 
Members also discussed the opportunities for staff with regard to learning and 
development and the challenges in respect of time away from the ‘day job’ to 
think strategically, acknowledging the challenges around recruitment / retention, 
learning and development at the point of care and backfill to release staff. 
 
Members were advised that resource had been made available for this 
programme over the years and whilst not making more staff available it ensures 
staff and staff side are able to participate in the programme. 
 
In response to comment in respect of the transfer to the new hospital, Members 
were advised that there were open discussions with the teams in Glasgow and 
other areas where new facilities have been opened, in terms of challenges, 
lessons learned etc. 
 
The Board, following discussion:- 

• noted the Scottish Patient Safety Programme Annual Report 2014 / 
2015. 
 

43 Patient Experience Report 
 
The Nurse Director presented the report which provided an overview of a 
number of key pieces of work. 
 
In response to comment, Members were advised:- 

• the Spiritual Care Lead is taking forward the recruitment and in-depth 
training programme in respect of the Staff Listening Service;  and 

• a paper will be presented to the Person Centred Health and Care 
Committee to take forward a joint dialogue and start the process of 
developing a pilot of staff listening. 

 
The Board, following discussion:- 

• noted the report. 
 

44 Prevention and Control of Infection 
 
The Nurse Director presented the report highlighting:- 

• the Infection Control Annual Report was presented to the Infection 
Control Committee in May; 
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• disappointing to miss the HEAT (health improvement, efficiency, access, 
treatment) target in regard to SAB (staphylococcus aureus bacteraemia) 
whilst recognising the significant reduction;  and 

• a specific paper to the Infection Control Committee provided assurance 
there was no link, cross-over or outbreak in respect of the CDI 
(Clostridium difficile infection) cases noted. 
 

In response to comment, Members were advised:- 
• Hospital Management Board are undertaking a piece of work to 

understand the issues in respect of hand hygiene – as discussed at 
Healthcare Governance Committee it may be that observations have not 
been undertaken and therefore no data recorded. 
 

The Board, following discussion:- 
• noted the report. 

 
45 Scottish Public Services Ombudsman:  NHS Dumfries and Galloway 

Investigation Report 
 
The Nurse Director presented the report and highlighted the varying timescales 
of the recommended actions which are being monitored by both herself and the 
Hospital Management Board.   A report will be presented to Healthcare 
Governance Committee in September prior to a report being submitted to the 
Scottish Public Services Ombudsman confirming completion of the actions. 
 
In response to comment, Members were advised:- 

• individuals are engaged with in a variety of ways, depending on their 
wishes, including meetings with senior staff; 

• some of the actions chime with a significant amount of the work already 
being taken forward;  and 

• a full description of the actions already taken will be presented to 
Healthcare Governance Committee in September. 
 

The Board, following discussion:- 
• noted that the report was taken to Healthcare Governance Committee on 

18 May and discussed at length;  and 
• agreed the recommendation from Healthcare Governance Committee 

that the action plan go back there in September for assurance purposes 
with regard to completion. 

 
46 ‘Carer Positive’ Employer Kite Mark 

 
The Chairman introduced this item, noting that Carers Week is 8 – 14 June, 
providing Board with an ideal opportunity to reflect on carers in the organisation. 
 
Mr Myers, Health and Wellbeing Specialist, presented the paper which set out 
to achieve:- 

• agreement for the Board to move forward with the Carer Positive Kite 
Mark; 
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• identify a Member as a champion to support this area of work;  and 
• recognition that this work fits within a wider area and stream of work in 

supporting broader health and wellbeing of staff. 
 
Mr Myers commented that carers are increasing, getting older, working longer 
and adjusting to the balance of being an unpaid carer and continuing in 
employment.   Supporting carers to have a positive input to the organisation 
supports recruitment / retention, skills, knowledge and the individual being able 
to participate in meaningful life outside their caring role. 
 
Carers Scotland is implementing a Carer Positive Kite Mark, raising the profile 
and awareness of the increase in number of carers and recognising those 
employers who support employees in the workplace.   The identification of 
carers remains an issue of concern. 
 
In response to comment, Members were advised:- 

• the NHS in Scotland already has underpinning policies in place and there 
is a need to ensure these are effective, providing individuals with the 
information they need; 

• carer issues may be masked through sickness / absence levels currently; 
• there may be some resource issues with financial consequences and 

these will need to be addressed organisationally as they arise;  and 
• there have been initial discussions with the Council’s HR team. 

 
Members fully supported the ambition and Mrs Bryce volunteered to become 
the Board champion.     It was agreed that Staff Governance will be the lead 
committee linking to both the Person Centred Health and Care Committee and 
the Public Health Committee in the first instance. 
 
The Board, following discussion:- 

• noted the contents of the report in relation to the Carer Positive Kite 
Mark; 

• agreed to support the ambition that NHS Dumfries and Galloway works 
towards achieving Cater Positive Employer Kite Mark status;   

• accepted Mrs Bryce’s offer to become the designated ‘champion’ for this 
initiative; 

• noted and agreed the broader requirement for a ‘Carer Aware’ workforce 
in NHS Dumfries and Galloway;  and 

• noted National Carers Week takes place between 8 and 14 June 2015. 
 

47 Adult Health and Social Care:  Integration Joint Board – Proposed Board 
Membership 
 
The Chief Executive presented the paper reminding Members that individuals 
had been identified through various discussions / meetings.   The Chief 
Executive sought Board’s agreement to the proposed nominations following 
which he would formally notify the Chief Officer of the Integration Joint Board. 
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The Board:- 
• agreed the proposed nominations for membership of the Integration Joint 

Board. 
 

48 Code of Corporate Governance 
 
The Chief Executive presented the revised Code of Corporate Governance 
highlighting the change around the appointment of a Vice Chair and noting the 
other minor administrative amendments 
 
The Board:- 

• endorsed the revised Code of Corporate Governance. 
 

49 Financial Performance:  2015 / 2016 Month 1 Report 
 
The Director of Finance presented the report advising Members:- 

• the full external audit review of 2014 / 2015 was currently ongoing; 
• the Local Delivery Plan (LDP), which includes the financial plan, has 

been signed off by Scottish Government; 
• currently undertaking a review of financial estimations and projections set 

in the LDP, particularly in those areas where this is greater financial risk; 
• CRES (cash releasing efficiency savings) currently  show a £1.4m non-

recurring gap and the robustness of the plans in place is being reviewed 
and assessed; 

• initial assessment on the new year, although reporting an overspend, is 
satisfactory noting resources to budgets for cost pressures identified 
have not yet been released;  and 

• the significant financial challenge in 2015 / 2016. 
 
In response to comment, Members were advised:- 

• in respect of the spend on medical locums there are open discussions 
with the acute team as to different ways of managing services;  and 

• GP prescribing remains a financial challenge, particularly the increases in 
volume. 

 
The Board, following discussion:- 

• noted the financial position presented for the month 1 of the 2015 / 2016 
financial year. 
 

50 Capital Performance 2014 / 2015 
 
The Director of Finance presented the report advising Members of the close of 
2014 / 2015 position.    Work delivered in year included the Dalbeattie and 
Dunscore Health Centres, enabling works for the acute services redevelopment, 
HEPMA (hospital electronic prescribing and medicine administration) system 
and the equipment replacement programme. 
 
The capital budget for 2015 / 2016 is very tight and work has commenced on 
the Women and Children’s Hub, further enabling work on the acute services 
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redevelopment including fibre work through a joint contract with the Council, the 
pumping station and conclusion of gas and electric supply enabling works.   
There is a review of the ongoing replacement programme which is very much 
linked in with the equipment replacement programme for the new hospital and 
the Property and Assessment Management Strategy.    
 
In response to comment, Members were advised:- 

• ongoing maintenance at Dumfries and Galloway Royal Infirmary is within 
the revenue budget and will continue to be an ongoing risk; 

• there is an assumption around the delivery of some capital receipts in 
year;  and 

• the Community Empowerment Act gives groups the opportunity for first 
refusal of any property disposals and the duty of Board is to maximise 
the return to the Health Board.  There is a balance between what the 
Board is required to do in the Property Transactions Handbook and with 
our partners – the challenge the Board faces with this new legislation is 
to do the right thing whilst remembering the obligation to the Health 
Board. 

 
The Board, following discussion, noted:- 

• delivery of a balanced outturn against the budget capital plan for 2014 / 
2015; 

• the allocations received to year-end; 
• the project budget updates;  and 
• the draft capital plan for 2015 / 2016. 

 
51 Performance Report 

 
The Chief operating Officer presented the report highlighting a number of areas 
including:- 

• the Treatment Time Guarantee (TTG) performance has improved on the 
previous month but there remain challenges; 

• orthopaedic challenges remain and forecasting similar figures in May but 
expect to see a significant reduction in June; 

• a new general surgery rota has been introduced which is anticipated to 
lead to some additional capacity in vascular; 

• the remaining breaches are due to sickness absence within the clinical 
teams; 

• one elective operation was cancelled in April due to norovirus and bed 
capacity; 

• there are significant challenges within outpatients and diagnostics, 
particularly in urology – audit nurse reviewing overdue returns; 

• slight dip in month with the 62-day cancer performance target; 
• 4-hour Emergency Department target remains above 95%, a reflection of 

how the whole system is working;  and 
• delayed discharge performance improved and seeing the impact of the 

implementation of Choice Guidance. 
 
In response to comment, Members were advised:- 
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• there are daily hospital huddles bringing staff across the hospital 
together;  and 

• the recent Scottish Government review of performance in mental health 
highlighted the implementation of the hospital huddle at Midpark. 

 
The Chief Executive highlighted the recent visit of Paul Gray, Director General 
of Health and Social Care and Chief Executive of NHS Scotland, which started 
with the hospital huddle and also included a visit to Midpark. 
 
The Board, following discussion:- 

• noted the contents of the report. 
 

52 Review of Health Services Performance – Winter 2014 / 2015 
 
The Chief Operating Officer presented this paper which provided a review of lat 
winter and a forward look to next winter.   A report has been submitted to 
Scottish Government.     The report recognises performance of the system over 
a period of hugely increased activity which also delivered reduced length of 
stay, reduced sleepers, a reduction in Emergency Department attendance and 
improved 4-hour compliance.     
 
The Chief Operating Officer also highlighted:-  

• the norovirus outbreaks in December, March and early April; 
• the significant challenges in terms of bed capacity;  
• the proxy measures for quality including fewer elective cancellations, 

reduction in the number of complaints in acute services and the rise in 
delayed discharges which is now showing a reduction; 

• ward and whole hospital huddles which have been very positive in 
improving understanding of the whole system pressures; 

• the partnership working with the Scottish Ambulance Service and with 
the voluntary sector;  and 

• the seven day discharge pilot over the winter with increased medical 
staff, social work staff, AHPs (Allied Health Professionals) and pharmacy 
staff over the weekend. 

 
The Board:- 

• noted the performance of health services during the pressures of winter 
2014 / 2015. 
 

53 Performance Update from the Scottish Ambulance Service 
 
Mr McFadzean, Head of Ambulance Services Dumfries and Galloway and 
Ayrshire and Arran, presented a performance update.    A number of areas were 
highlighted including:- 

• ambulance cover across Dumfries and Galloway; 
• impact of pension changes on staffing and two year minimum training for 

paramedics; 
• Glasgow Caledonian University now delivering training and the service 

currently developing an academic pathway for those staff who don’t 
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currently meet the university admission criteria; 
• performance against targets; 
• changes to the patient transport service; 
• challenge of day of discharge requests; 
• future opportunities, for example assisting out-of-hours services when 

shortages of medical cover and paramedical practitioners; 
• opportunities to work with partner agencies to develop pathways to 

reduce the number of people taken to hospital; 
• potential contribution to the further development of health and social care 

partnership;  and 
• impact on performance of external factors such as staffing and imaging 

at Galloway Community Hospital (GCH). 
 
In response to comment, Members were advised:- 

• imaging challenge at GCH primarily the reduced number of 
radiographers available to operate scanner out of hours; 

• General Manager will take forward operational engagement with the 
ambulance service; 

• response time measured from the moment location confirmed; 
• retired / retiring staff generally do not return part-time or as bank 

personnel;  and 
• patient requests for transport are taken through a needs assessment – 

Health Boards can make a direct booking. 
 
The Board, following discussion,:- 

• noted the performance update from the Scottish Ambulance Service. 
 

54 Board Briefing 
 
The Chief Executive presented the Briefing and highlighted: 

• the BMJ award for members of the team engaged with international work 
which adds to a sense of the Board as an organisation that will support 
this additional work; 

• the finance trainee winning a national prize; and 
• the appointment of an ENT consultant, adding that an appointment had 

also been made in Microbiology. 
 
The Board:- 

• noted the Briefing. 
 

55 Minute of the Audit and Risk Committee held on 19 December 2014 
 
The Chair of the Committee drew colleagues’ attention to Item 5 – External 
Audit Progress Report and Item 7 – Internal Audit Activity to End November 
2014. 
 
The Board:- 

• noted the minute of the Audit and Risk Committee held on 19 December 
2014. 
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56 Minute of the Audit and Risk Committee held on 16 March 2015 
 
The Chair of the Committee drew colleagues’ attention to Item 6 – Interim 
Management Letter for year ending 31 March 2015 and Item 7 – Audit Activity 
to end February 2015. 
 
The Board:- 

• noted the minute of the Audit and Risk Committee held on 16 March 
2015. 

 
57 Minute of the Performance Committee held on 2 March 2015 

 
The Board:- 

• noted the minute of the Performance Committee held on 2 March 2015. 
 

58 Minute of the Public Health Committee held on 12 December 2014 
 
The Board:- 

• noted the minute of the Public Health Committee held on 12 December 
2014. 
 

59 Draft Minute of the Public Health Committee held on 23 February 2015 
 
The Board:- 

• noted the draft minute of the Public Health Committee held on 23 
February 2015. 

 
60 Draft Minute of the Healthcare Governance Committee held on 9 March 2015 

 
The Board:- 

• noted the draft minute of the Healthcare Governance Committee held on 
9 March 2015. 
 

61 Draft Note of the Person Centred Health and Care Committee held on 9 
February 2015 
 
The Board:- 

• noted the draft note of the Person Centred Health and Care Committee 
held on 9 February 2015. 
 

62 Any Other Competent Business 
 
There was no other competent business. 
 

63 Date of Next Meeting 
The next formal meeting of the NHS Board will be held on Monday 3 August, 
2015. 

 The meeting concluded at 12.50 
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DUMFRIES and GALLOWAY NHS BOARD 
 

3 August 2015 
 
 
Improving Safety, Reducing Harm 
Risk Annual Report 
 
Author: 
Maureen Stevenson 
Patient Safety and Improvement Manager 
 
Kenny Degnan, Risk Co-ordinator 
 

Sponsoring Director: 
Hazel Borland  
Nurse Director           
 
 

Date:  24 June 2015  
 
 
RECOMMENDATION 
 
The Board is asked receive the Risk Annual Report 2014-2015, noting the report has 
been considered by Healthcare Governance Committee and Audit and Risk 
Committee. 
 

 

CONTEXT 
 
Strategy / Policy:  
Managing Risk and protecting our patients, staff and visitors from harm is a key 
strategic objective of the Board. 
 
NHS Dumfries and Galloway Board has a duty to deliver healthcare – both within the 
law and without causing harm or loss to the organisation and all it represents.   It 
does this by ensuring that an effective governance framework is in place and 
operating effectively.   This report sets out to confirm that there have been adequate 
and effective risk management arrangements in place throughout the year and 
highlights material areas of risk. 
 
Organisational Context / Why is this paper important / Key messages: 
The attached Risk Management Annual Report summarises the risk management 
journey over the last twelve months and looks forward to our plans for 2015 / 2016 
for NHS Dumfries and Galloway.   
 
 

 

Agenda Item 83 

 
NOT  PROTECTIVELY  MARKED 

 

15



 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

GLOSSARY OF TERMS 
 
DGRI   Dumfries and Galloway Royal Infirmary 
GTT   Global Trigger Tool 
HIS   Health Improvement Scotland 
NHS D&G   NHS Dumfries and Galloway 
PC   Primary Care 
QPSLG  Quality and Patient Safety Leadership Group 
SAE(s)  Significant Adverse Event(s) 
SPSP   Scottish Patient Safety Programme 
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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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1) Introduction 
 

The duty of NHS Dumfries and Galloway Board is to deliver healthcare – both within 
the Law and without causing harm or loss to the Organisation and all it represents.  It 
does this by ensuring that an effective Governance Framework is in place and 
operating effectively. This Report sets out to confirm that there have been adequate 
and effective risk management arrangements in place throughout the year and 
highlights material areas of risk. 
 
Good Risk Management has the potential to impact on performance improvement, 
leading to: 

• improved safety of patients, staff and visitors 
• improvement in service delivery 
• more efficient and effective use of resources 
• promotion of innovation within a Risk Management Framework 
• reduction in management time spent ‘fire fighting’ 
• assurance that information is accurate and that controls and systems are 

robust and defensible. 
 

Application of the Risk Management Framework will ensure the Organisation’s 
management understands the risks to which it is exposed and deals with them in an 
informed, pro-active manner.  Staff are empowered to use their professional 
judgement in deciding which risks are significant. 
 
The complete elimination of risk will not be a feasible goal for the Board – however, 
in certain circumstances, calculated Risk Management will be required to achieve 
creative or innovative solutions that will help to improve the services to patients. 

 
In seeking to deliver these objectives the Board’s Management Team will advise 
on/oversee and/or support: 

• implementation of the Risk Management Strategy 
• management of Risk within the Board 
• the Risk Register process 
• investigation of complaints and Significant Adverse Events. This will include 

receiving assurance on the implementation of corrective action 
• assessment of the impact of new legislation and guidelines 
• Risk Tolerance measures. 

 
2.1 Why is Risk Management so important to us?  

 
Risk is inevitable in any complex system and, no matter how dedicated and 
professional our staff are, it is impossible to completely eliminate risk from 
healthcare. 

 
‘Everyday more than a million people are treated safely and successfully in the NHS 
but evidence tells us……..things will and do go wrong………and when things go 
wrong patients are at risk of harm.’ 
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(‘Seven Steps to Patient Safety’ National Patient Safety Agency 2004)  
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However, we believe that a coordinated approach to risk management can help: 

• protect the safety of patients, staff and visitors 
• minimise risks affecting the delivery of service 
• secure our services, reputation and finances. 

It is therefore essential that we recognise that managing risk is everyone’s responsibility 
whether working in a clinical or non-clinical role. We believe that tackling risk in a collective 
and systematic way can have a positive impact on the quality of care and the experience of 
care and create a framework for learning and improvement. 

 
2) Assurance Statement 
 

As a result of a review in March 2014 The Audit Committee agreed to include elements of 
the Boards Risk Management functions in their terms of reference, and to include a 
stronger reference to Risk.  
 
The name of the committee has been amended to the Audit and Risk Committee and 
clarified the role of the committee.  
 
The Audit and Risk Committee shall seek assurance that: 
 

• There is a comprehensive risk management system in place to identify, assess, 
manage and monitor risk at all levels of the organisation.  

 
• There is appropriate ownership of risk in the organisation and that there is an 

effective culture of risk management: 
 

• The Board has clearly defined its risk appetite and the Executives approach to risk 
management is consistent with that appetite. (This has been discussed at 
Management Team and is ongoing)       

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

• review of the NHS Dumfries and Galloway Risk Management Strategy endorsed by 
the Management Team and approved by the Board 

• defining risk appetite for NHS Dumfries and Galloway 
• review and launch of the Risk Management Guidance on HIPPO – Incident 

Recording; SAER using Root Cause Analysis 
• Regular (usually weekly) meeting of the Quality & Patient Safety Leadership Group 

to consider Significant Adverse Events, commission investigations and seek 
assurance with regard to action. 

• use of incident data to inform local and national Quality Improvement initiatives 
overseen by Management Team and aligned to programmes of improvement, e.g. 
Scottish Patient Safety Programme 
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• Continuous review of Risk Profile through the management of the Corporate Risk 
Register to reflect current and emerging risk through Management Team. 

 
Work activity identified for 2014/2015 (as set 
out in 2013/2014 Annual report ) 

Activity Progress 

SAE Documentation Management Audit of SAE documentation complete 
Engagement with patients, families and staff Improved engagement with families, further 

work in 2015/2016 
review of Incident Management Guidance  - 
‘How to’ Guides, LearnPro & Report 
Templates 

Completed and now on HIPPO 

Upgrading of the Risk Management DATIX 
System to Version 12.3 (or most appropriate 
version) 

Not completed due to DATIX issues. To be 
completed in 2015/2016 

Validation of CHI numbers in Datix through 
Sci store 

Not completed due to DATIX IT issues. To 
be further explored in 2015/2016 

Develop a LearnPro Adverse Event Module    Completed and now live on Learnpro 
Datix Risk portal on HIPPO    Completed 
Risk Register Development and Upgrade Not completed, to be focus of 2015/2016 
Monitoring Risk tolerance for NHS Dumfries 
and Galloway.  

This has been discussed at Management 
Team and is ongoing    
 

Review and launch of updated Risk 
Management Strategy 

Completed  

 
 

2.2 Overall Organisational Arrangements: Governance  
 

The Board is a board of governance and is corporately responsible for NHS Dumfries & 
Galloway’s risk management strategy and for ensuring that significant risks are adequately 
controlled. To support the Board a number of formal committees have been established 
and are responsible for various aspects of risk management in NHS Dumfries & Galloway– 
principally these are the Performance, Audit & Risk, Staff Governance and Healthcare 
Governance Committees. 
 
In addition each Directorate will, through their management board, monitor and review the 
effectiveness of their governance arrangements. For corporate functions this will be 
addressed at Management Team. 

 
The combination of these arrangements will ensure that from a governance perspective 
there is a clear focus and accountability within Operational and Corporate Directorates. 
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3) Risk Management 
 

The Risk Management function is integrated into the Patient Safety and Improvement Team 
with Executive Leadership and direction provided by the Executive Nurse Director who has 
overall lead for Patient Safety delegated from the Chief Executive Officer. The Team 
provides clinical quality, patient safety and risk management advice, guidance and support 
to the NHS Board, its Managers and staff.  All Directors have a clear responsibility and a 
role in the management of risk.  
 
Directorate Management Boards receive risk updates as a standing item with the remit to 
discuss and share learning across the organisation.  

 
There are, in addition, Risk Facilitators in each of the Directorates who do this as a 
component of their role. The Risk Facilitator for each directorate is the person with 
delegated responsibility for the management of risk / adverse events. Their role is pivotal to 
providing organisational support to their own directorate and providing feedback to 
Management Boards to link with Management Team.  
 
They also: 
• provide support and co-ordination during an adverse event and risk investigation and 

are the first point of contact in their directorate.    
• develop and maintain efficient and effective systems that ensure lessons are learned 

and shared, as appropriate, to continually improve services across NHS Dumfries and 
Galloway  

• manage the investigation and development of clinical / non-clinical risk across their 
Directorate, ensuring risk and patient and staff safety underpins the directorates 
Adverse Event and Risk Management Strategy. 

• take responsibility for the effective management and coordination of all clinical / non 
clinical risks and adverse events across the directorate.  

• facilitate the implementation and delivery of a Directorate Risk Management Group.  
 

Risk Executive Group  
 
An Executive Risk group consisting of The Chief Executive, Executive Nurse Director, 
Director of Finance and the Head of Patient Safety has recently been formed. The role of 
the Risk Executive Group is to:- 
 

• agree the Risk Management strategy for NHS Dumfries and Galloway, overseeing 
and directing the Risk Management agenda 

• oversee and provide assurance to the Audit and Risk Committee of the 
effectiveness of the Risk Management arrangements 

• Provide direction and guidance of the Risk Management Network, Management 
Boards and General Managers Group.  

• Ensure that Risk Management is integral to all business decision making, planning, 
performance reporting and delivery processes. 

• Set a model for agreeing and monitoring risk appetite 
• Have responsibility for the review and monitoring of the Corporate Risk Register and 

any escalated/uncontrolled risks from Directorates.  
 
 

 
NOT  PROTECTIVELY  MARKED 

 

24



 
 
 
 
Risk Network Group 
 
A Risk Network exists to provide support and guidance to local Risk Facilitators.  This 
Group acts as advisors in the development and implementation of Board Strategy, Policy 
and Procedure in relation to Risk Management – ensuring that our formal risk systems are 
fit for purpose. 

 
3.1 Work Activity identified for 2015/2016 

 
Identified Activity 
 

• Risk Management System (DATIX)  to be upgraded to Version 12.3 (or appropriate 
version) 

• Validation of CHI numbers in Datix through Sci store 

• Risk Register Development and Upgrade 
• Reporting Schedule for: 
• NHS Board 
• Healthcare Governance Committee Management Team 
• Quality and Patient Safety Leadership Group 
• Hospital Management Board 
• Primary and Community Care Management Board 
• Mental Health Management Board 
• N & M Strategic Leadership Forum 
• Define Risk Appetite and Risk Tolerance for NHS Dumfries and Galloway 
• Human Factors Training  
• Routine development of Risk Management System which includes: 
• Reprogramming of Harm Categories for Scottish Patient Safety Programme 

Indicator 
• Integrated Joint Board – develop Risk Strategy and Implementation Plan 
• Improve and monitor system for SAER and subsequent monitoring of lessons 

learned and recommendations 
• Structural changes in directorates within  Datix 
• New build project and Clinical Services Strategy to be considered at respective 

project boards.  
 
3.2 Risk Management Audit        
 
 During 2013 NHS Dumfries and Galloway Risk Management process was subject to 
 internal audit. The purpose of the audit was to provide assurance on the effectiveness of 
the Risk Management Strategy in practice and subsequently, to determine the level of risk 
maturity of NHS Dumfries and Galloway. 

  The audit of Risk Management formed part of the 2012/13 annual audit plan as approved 
by the Audit Committee and aims to provide assurance on the effectiveness of the Risk 
Management Strategy in practice and subsequently, to determine the level of risk maturity 
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of NHS Dumfries and Galloway. The audit received a limited assurance. 
The subsequent action plan in response to this audit is detailed below.  
 
 

Risk Management Action Plan 

Recommendation Progress 

Risk Management Strategy to be 
on policy register 

Completed 

Review of Risk strategy to ensure 
local implementation and 
available to all staff 

Strategy updated and placed on HIPPO. Complete 

The Board must define its risk 
appetite with a robust follow up 
process to risks 

Risk appetite discussed at Management Team. Not yet complete 

Risk Management Strategy to be 
more explicit in detailing the 
Boards response to risk 

Amendments made to the Risk Strategy. Complete. 

Operational coordination for risk 
management must be clearly 
defined, assigned and acted upon 
in accordance with strategy 

Reference to the Risk Coordinators in directorates included in 
Strategy update. Complete. 

Local risk management 
arrangements must be in 
accordance with the Risk 
Management Strategy 

Management Boards now have a reference to risk in their Terms 
of Reference.  

There must be evidence to 
support the governance 
committee’s review of corporate 
risks.  

This has now been evidenced. Complete 

The governance arrangements for 
risk management must be 
addressed and formally 
articulated. 

The Risk Management Policy is currently being revised to reflect 
changes in Governance arrangements. Management Boards 
have responsibility to oversee operational arrangements with a 
new Executive Risk Group established to define policy. The Audit 
and Risk Committee seek to provide overall assurance on Risk 
Management arrangements on behalf of the Board.  

The Datix risk register module 
must reflect current directorates 

Work is currently underway to re-develop the Risk Register. Not 
complete. This the focus for 2015 with a completion date 
anticipated August 2015.  

Risks must be re-assigned from 
leavers to new staff 

Datix Team now receive a leavers list and this is actioned on the 
Datix system. Complete.  

Create further mandatory fields to 
ensure key information is 
recorded.  

A number of mandatory fields have been created, further work will 
be considered in the Risk Register and system upgrade in 2015. 
Complete.  
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A central quality checking 
mechanism must be established 
much like that adopted to support 
adverse incident management.     

The quality assurance of Risks is devolved to Directorates; 
centrally the Risk Coordinator and the Risk Project Officer also 
carry out quality checks.  

4) Performance for Strategy and Framework Year 2014/2015 
 
 4.1: Risk Management Strategy Review 
 

The NHS Dumfries and Galloway Risk Management Strategy was reviewed in 2013/2014. 
It was consulted on through the Area Clinical Forum, Area Partnership Forum, 
Management Boards, Healthcare Governance and Audit Committees. Formal approval of 
the strategy was in May 2014 
 
 The Strategy sets out: 
- Risk Management Guiding Principles 
- Aims and Objectives 
- Scheme of Delegation 
- Implementation of the Strategy and Framework 
- Communication of the Strategy Framework Progress 
- Risk Management Steering Group Terms of Reference. 
 
Through the Management Team, NHS Dumfries and Galloway are considering how to 
define Risk Appetite and Tolerance.  Early discussions have taken place in this regard and 
are ongoing.  

 
 4.2: Communication of Risk Management Information 
 

Since 2008 all risk information and guidance is hosted within the Datix Risk Management 
Portal on HIPPO, this was reviewed in 2014.    
 
The Datix portal enables access to the Risk Management Strategy, Risk Management 
Guidance, SAER Management, ‘How to Section’ and direct links to other associated 
internal and external web sites: 
 
- Health and Safety Executive 
- Occupational Health and Safety (SALUS) 
- Scottish Patient Safety Programme (SPSP) 
- DATIX 
 
 

 The updated Web page for Datix includes: 
- Guidance for Managers on Approving and Managing Incidents (DATIX Flowchart  
 and Guide) 
- Grading Matrix 
- SAE Process 
- Risk Management Strategy 
- How to report an Adverse Event Guide  
- Searching and building reports guide for managers 
- Maternity Adverse Event reporting guide.  
-  

 
Throughout the year information has been provided by way of: 
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Formal reports to: 
 

- NHS Board 
- Healthcare Governance Committee 
- Management Team 
- Quality and Patient Safety Leadership Group 
- Hospital Management Board 
- Mental Health Management Board 
- Primary and Community Care Management Board 
- Acute Services Newsletter 
- drop in sessions 
- training sessions 
- face to face sessions with a variety of staff and managers 

 
Risk facilitators guide and direct staff in their Directorates in respect of Adverse Events and 
Risk. Risk is also discussed as a standing item at directorate annual performance reviews 
and local Management Team meetings and at Risk Triage Groups. 

 
4.3 Organisational Structure – Risk Management Reporting  

 
The reporting in 2014 structure for the Risk Management function is outlined in the Risk 
Management Strategy. The Management Team has the responsibility to develop, refine, 
review and oversee the implementation of the Strategy in collaboration with the 
Governance Committees. 

 
 Monitoring 
 

Following a review the Audit Committee have revised their terms of reference to include the 
elements of the Boards Risk Management functions. They will now be named the Audit and 
Risk Committee and are responsible for monitoring and reviewing the effectiveness of Risk 
and its deployment across the Board.   

 
 The Audit and Risk Committee shall seek assurance that there is a comprehensive risk 
 management system in place to identify, assess, manage and monitor risk at all levels of 
 the organisation.  
 
 4.4. Electronic Risk Management System (DATIX) 
 

NHS Dumfries and Galloway commissioned Datix as its Risk Management System. It 
includes modules on  Adverse Events, Risk Register, Complaints and Claims. The system 
has been live since May 2008.   

 
4.4.1 Adverse Event Data 
 
Monitoring of adverse event data (in particular Significant Adverse Events (SAEs)) has 
improved over this year. The Quality and Patient Safety Leadership Group screen and 
review all SAEs. They assess the need for a Root Cause Analysis investigation and where 
relevant commission a Significant Adverse Event Review, with clear Terms of Reference to 
guide the investigator.  
 
HIS Framework: In September 2013 HIS published the Framework for Adverse Event 
Reporting for NHS Scotland. In the main our policy adhered to their recommendations, the 
main changes were around the categorisation of incidents and times to closure. Our 
strategy and policies have been amended to reflect this.  
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The closure times for Adverse Events are: 

 
      Categories A – D Close within 10 working days: 

Category A:  Circumstances or events that have the capacity to cause error 

Category B: An error that did not reach the patient or person 

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

Category D:  An error that reached the patient and required monitoring or               
intervention to confirm that it resulted in no harm to the patient or person 

 

      Categories E – F Close within 6 weeks: 

Category E: Temporary harm to the patient or person and required intervention 

Category F: Temporary harm to the patient or person and required initial or  
 prolonged hospitalization 

 

     Categories G – I Close within 3 months. (Significant Adverse Events): 

Category G: Permanent patient or person harm 

Category H: Intervention required to sustain life 

Category I:    Patient or person death 

. 
    For 2014/2015, the overall NHS Dumfries and Galloway figure for adverse events was: 

 
 Total 

Closed 
Closed 

within 10 
working days 

Closed 
within 6 
weeks 

Closed 
within 3 
months 

Outwith 
timescales/remain 

open 
Category A 
to D 

3468 1450 42% 1135 33% 525 15% 10% 

Category E 
and F 

922 443 48% 270 29% 121 13% 10% 

Category G, 
H or I 

59 7 22% 13 22% 10 17% 39% 
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As of 1 April 2015 there were 4668 events recorded within the DATIX system for the period 1 April 
2014 to 31 March 2015 
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The number of adverse events recorded within the Directorates for 2014/2015 was: 

 
Directorate 2013/2014 2014/2015 +/- % 

Acute and Diagnostics 1457 1697 +16% 
PCCD East and West 806 1260 +56% 
Operational Services 84 71 - 18% 
Women and Children’s Services 235 337 +43% 
Mental Health, Learning Disability, Psychology 1062 1206 +13% 
Corporate 88 97 +10% 
Total 3732 4668 +25% 

 
In April 2014 we began to record all pressure ulcers on Datix and also historical Grades 1 
and 2  this has contributed to a higher than normal increase in Adverse Events.  
 
The Top 10 reported Category of adverse event/accident occurring across Dumfries and 
Galloway is set out below for 2012 - 2015 
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2012/2013 2013/2014 2014/2015 
1)  Slips, Trips and Falls (1166) 
2)  Violence and Aggression (409) 
3)  Medication Incident (322) 
4)  Communication (139) 
5)  Incident which May Result in 

Injury  
         (134) 
6)  Other Incidents (100) 
7)  Needlesticks/Sharps Injury (94) 
8)  Patient Records (82) 
9)  Non-Compliance with 
       Policy/Guideline/ Protocol (78) 
10) Moving and Handling (73) 

1) Slips, Trips and Falls (1196) 
2) Violence and Aggression (549) 
3) Medication Incident (406) 
4) Other Incidents (148) 
5) Communication (123) 
6) Challenging Behaviour (108) 
7) Non-Compliance with 

Policy/Guideline/ Protocol (89) 
8) Incident which May Result in 

Injury (86) 
9) Treatment Problem (79) 
10) Medical Devices and Equipment 

(77) 

1) Slips, Trips and Falls (1410) 
2) Violence and Aggression (631) 
3) Treatment Problem (535)* 
4) Medication Incident (416) 
5) Other Incidents (168) 
6) Communication (155) 
7) Non-Compliance with Policy/ 

Guideline/Protocol (109) 
8) Challenging Behaviour (85) 
9) Incident which May Result in Injury 

(82) 
10) Needlesticks/Sharps Injury (70) 
 
*Pressure ulcers  

 
Adverse Event data has been reviewed and informs both local and national quality 
improvement initiatives aligned to programmes of improvement, e.g. Scottish Patient Safety 
Programme. 

 
4.4.2 Risk Registers 
 
The Risk Registers are hosted on Datix. Our Risks are divided in to 5 Levels: 
 
- Level 1 - Corporate 
- Level 2 – Directors 
- Level 3 -  General Managers 
- Level 4 -  Speciality 
- Level 5 -  Ward/Unit 
 
 
 Each risk on the Corporate Risk Register is reviewed by the nominated Executive Director 
(owner) with a review of the full Register undertaken by the Audit and Risk Committee. 
 
Each Director and Directorate will be responsible for maintaining its own Risk Register. The 
risk register will be used by each Management Team to inform priorities for the local 
implementation and monitoring of agreed mitigating controls. Each risk will be allocated a 
risk owner(s) who will be responsible for taking appropriate action to minimise its impact.  
Review of the risk register will be a standing Management Team agenda item that will help 
inform planning, management decisions and priorities. Management Teams will be 
expected to regularly review and update their risk registers 
 
NHS Dumfries & Galloway Board Management team is responsible for maintaining a 
Corporate Risk Register which records and reports on action being taken to manage the 
strategic risks facing NHS Dumfries & Galloway. The risks included on the Corporate Risk 
Register will be informed by the escalation procedures noted below, as well as the 
collective input of corporate functions and the NHS Dumfries & Galloway Board.   
 
NHS Dumfries and Galloway has an established Corporate Risk Register around the core 
areas of  
 

- Governance: 
- Information Governance 
- Staff Governance 
- Financial Governance 
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- Clinical Governance. 
 
The Corporate Risk Register has been monitored and reviewed throughout the year and 
overseen by the Management Team, Board and Audit and Risk Committee and 
recommendations taken forward.  The NHS Dumfries and Galloway Corporate Risk 
Register is managed via the electronic DATIX system and the process for review, changes 
and production of reports is currently facilitated by the Risk owners/ Executive Directors.   
 
The Directorate Risk Registers are reviewed and monitored by Directorate Management 
Teams and reflect core business.  These Risk Registers are reviewed annually as part of 
Performance Review Process.  The Review Process is fully owned by the Directorate 
Management Team.  The Risk Registers are managed in Directorates by Risk Facilitators 
(Key Contacts) on behalf of General Managers. They are maintained on the DATIX system 
with nominated persons to manage changes and provide reports. 
 
All risks shall be assessed using a standard classification matrix which will be applied 
consistently across NHS Dumfries & Galloway. This will involve the assessment of risk in 
terms of the consequences and the likelihood of occurrence. In the last year Directorates 
have been working on updating and rationalising the numbers of risks held on their Risk 
Registers, where appropriate they have been updated, or closed if the Risk has been 
negated. 

 
 
 
 
 
 
 
 
 
 
 
 

As at 31 March 2015 the number of Risks identified and assessed per Directorate is shown 
below: 
 

Area/Directorate 2013/2014 2014/2015 +/- % 

NHS Dumfries and Galloway Corporate Risk Register 37 28 -24% 

Acute and Diagnostics 264 174 -34% 
PCCD East and West 538 398 -26% 
Operational Services 199 190 -5% 
Women and Children’s Services 98 45 -54% 
Mental Health, Learning Disability, Psychology 228 210 -8% 
Corporate inc financial, Medical etc 49 49 - 
Human Resources and Workforce Strategy 55 52 6% 
Allanbank  26 26 - 
Total 1494 1172 -22% 

 
The confirmed Risk Grading Profile is: 
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 Low Medium High Very 

High 
NHS Dumfries and Galloway Corporate Risk Register 1 12 14 1 

Acute and Diagnostics 51 53 27 0 
PCCD East and West 186 164 7 0 
Operational Services 71 61 17 0 
Women and Children’s Services 11 22 4 0 
Mental Health, Learning Disability, Psychology 48 75 17 2 
Corporate inc financial, Medical, NMAHP & Public Health 48 64 11 1 
Human Resources and Workforce Strategy 11 25 2 0 
Allanbank 1 24 1 0 

  
The agreed timescales for reviewing risks are: 

 Low – at least annually 
Medium – at least 6 monthly 
High – at least quarterly 
Very High – at least monthly 
A number of risks have not been updated for several years; Directorates are currently 
working through these and updating or closing them. Risks at High and Very High are 
generally reviewed within the timescales. Once the Directorates have updated their risks 
further discussions will be held with General Managers regarding the timescale 
requirements. 
Overall, risk analysis has identified the following as high risks on the Corporate Risk 
Register for NHS Dumfries and Galloway. These have the potential to undermine the ability 
to meet the Corporate Objectives and include areas such as: (NB : this is not the totality of 
the Corporate Risk Register) 
 

• Inadequate Information Security resulting in the loss of sensitive information 
• Risk to the organisations reputation if we fail to follow agreed Public Engagement guidance 

for major service change 
• Integration of Health and Social Care does not deliver the required improvements in service 

provision and patient outcomes 
• A Looked After (or Looked After & Accommodated) Child suffers significant harm due to 

service failures 
• The Board is unable to meet its financial targets 
• Delay to Future DGRI project compromises the quality of patient care. 
• High sickness absence levels result in adverse service delivery and financial impact 
• Patient, staff or visitor is significantly harmed by contracting HAI as a result of failed 

systems/processes of care 

Within this cohort there are no risks that are assessed to have inadequate controls. 
These are reviewed at Management Team and Audit and Risk Committee. 

 
4.4.3 - Internal and External Hazard and Safety Notices and Alerts 
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In order to discharge its governance responsibilities in respect of Internal and External 
Hazard and Safety Notices and Alerts NHS Dumfries and Galloway must ensure that 
appropriate action is taken (if deemed necessary), as specified in accordance with Notices 
and Alerts.  

NHS Dumfries has in place a protocol which outlines how notices and alerts received into 
the organisation are reviewed, risk assessed, implemented and monitored. The target 
return date is 20 days. This can often take much longer to facilitate for directorates due to 
checking every ward, area etc. In the event the notice is classed as urgent, immediate 
action is taken by directorates to action.  

The table below details last year’s activity. 

Type  Total Received Returned within 20 days %  compliance 

Product Recall Notice 21 4 20% 

Medical Device Alert 48 9 19% 

Field Safety Notice 8 3 38% 

Customer Alert Notice 37 9 25% 

Patient Safety Alert 4 4 100% 

Estates Facilities Alert 1 1 100% 

 
The percentages shown in the table reflect the compliance within 20 days as per our 
guidance document, out with those timescales all notices are fully actioned and complied 
with and where appropriate reported nationally or to manufacturers. 

4.5 Finance 
 
The Board has identified a number of financial risks which are incorporated into the 
corporate risk register.  These are monitored and reviewed throughout the year and 
updated in Datix and routinely reported to the Audit and Risk Committee. 
 
These include: 

• Risk of not obtaining the best value  
• Risk delivery of efficiency savings 
• Risk of the Board not delivering on its financial targets  
• Risk of breach of corporate governance targets 

 
 

Management of these risks are ongoing and will never be completely mitigated due to the 
nature of the risks. 
 
Areas which have been reviewed in the year include: 
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• Ongoing review of financial reporting to Board, Performance Committee and Management 
Team including key financial risks. 

• Review of the role of the efficiency group, capital investment group and procurement 
steering group to support the in year financial management and delivery of best value. 

• Annual review of standing financial instructions and scheme of delegation. 
• Internal process started for reviewing all risks held by finance to ensure they are 

appropriate, assigned correctly are reviewed and reported regularly.  
• Review of financial operating procedures. 
• Update and review of procurement strategy and associated guidance and procedures 

including enhanced monitoring of all trade spend over £5k to detect non compliant spend 
and to ensure follow up / corrective action takes place to ensure delivery of best value. 

• Identifying through the local delivery plan, areas of greater financial risk development and 
highlighting this to the Board (such as Acute Services Redevelopment, Cresswell Project). 

• Reconfiguration of the Efficiency Programme into a workstream based approach to ensure 
that savings are based on a ‘whole system’ approach. 

• Enhanced reporting to Audit and Risk Committee of SFI breaches. 
• Review of the budget setting framework to ensure consistency to manage delivery of 

financial targets. 
• Improved joint working between NHS and Council finance teams in relation to Health and 

Social Care Integration including regular meetings to agree changes to the joint finance 
action plan and highlighting the key areas of concern. 

 
Areas for improvement and under review for 2015/16 include: 

• Review of financial planning processes. 
• Review of financial risks as develop plans for Health and Social Care Integration 
• Further review of the role of the finance team to support new structure and organisational 

financial risks. 
• Continued refinement of internal process for management of finance risks within 

department. 
• Approval of internal audit plan for 2015/16 reflecting risk priorities across NHS Dumfries 

and Galloway. 
• Implementation of Public Contracts Scotland eTender module to ensure that all tenders 

(over £50k) will follow an electronic rather than paper based process which will ensure 
standardisation and full transparency. 
 
 
 
4.6 Training, Education and Development 
 
This year, training requests have been managed by the Risk Coordinator and the DATIX 
Project Officer to meet individual and team needs. To sustain basic training for individuals, 
an Adverse Event Recording Module is now available on LearnPro. 
 
An ongoing programme of Human Factors training has taken place within this year 
facilitated by the Director for Medical Education. In this year, four courses training 61 
members of staff were run.  
 
Human factors training aims to increase the understanding of factors involved in human 
error, and developing this understanding across NHS Dumfries and Galloway is leading to 
changes in how risk is managed, and incidents handled. The course is aimed at team 
leaders ideally, however anyone is welcome. Some doctors in training have attended 
however the course is directed at permanent staff aiming to result in improved incident 
management and reliability, thus impacting on doctors in training  
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To implement the strategy and to ensure that as a system we learn, become more resilient 
 and continuously improve the quality of care and planning, focused and effective learning 
 and development interventions are essential to achieve:  
 
• A workforce with the competence and capacity to manage risk and handle risk 

judgements with confidence; 
• An organisational focus on identifying malfunctioning systems rather than people  
• Organisational learning from adverse events.  
The focus of training and development during 2015/2016 will focus on the proactive 
identification and management of risk. Themes from recurrent risks will continue to be an 
integral component of our safety and improvement programmes.  

 
 

4.7 Risk Management Guidance   
 

There is a full set of Risk Management Guidance available through HIPPO, which includes: 
 

- Risk Management Strategy 
- Adverse Event Management 
- Significant Adverse Event Management 
  

 
The Guidance sets out: 

• NHS Dumfries and Galloway’s approach to reporting, recording, managing, 
investigation, reporting on outcomes and learning lessons regarding adverse events 

• the Risk Register section sets out the development process, grading based on the 
NHS QIS/AS/NZ Standard Matrix and the escalation process. 

 
It also sets out the key roles and responsibilities of Managers, General Managers and 
Directors in improving the corporate approach to managing risk.   
Clinical Risks and patient harm identified through Adverse Events reporting are 
incorporated in our Patient Safety and improvement Programmes.  
 
We currently have programmes in: 

 
• Acute (including sepsis/VTE) 
• Primary Care 
• Mental Health  
• Maternal/Neonates/Paediatrics 

 
Each of the programmes has distinct aims, interventions and a management framework to 
assess impact. These are reported through Management Boards, Healthcare Governance 
Committee and NHS Board.  
 
Areas of high risk being address include:- 
 

• Medication Management 
• Management of patient deterioration  
• Falls 
• Communication 

 
 

5. Provision of Support and Information  
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The availability of timely and accurate risk information is necessary to support the 
management of risk. Accordingly, the Patient Safety Risk Team will:  
 
• Support the continued development of systems to support risk assessment, 

identification and the sharing of lessons as an integral part of performance monitoring;  
• Develop relevant policy guidance and ensure that it is kept up to date and remains 

easily accessible;  
• Put in place effective systems of communication to make sure everyone in the 

organisation is sufficiently informed about risk management; 
• Promote continuous improvement and the sharing of good practice. 
  
6. Conclusion 
 
Over the past 2-3 years our focus for Risk Management has been to improve our approach 
to how we manage adverse events, significant adverse events in particular. This was in 
direct response to a National review by Healthcare Improvement Scotland.  
 
During 2014 – 2015 we have continued to refine our approach to adverse event 
management but we have also fundamentally reviewed our Risk Management Strategy and 
our Risk Register Policy and Procedure. We concluded that we need to strengthen our 
governance of Risk Management and have done this by ensuring that Management Boards 
have an explicit responsibility for Risk Management by putting in place a Risk Management 
Executive Group to drive the Risk Management agenda.  
 
In 2015 – 2016 we will work with our local authority partners to develop an integrated Risk 
Management Strategy and to simplify our current Risk Register process.  
The report evidences significant progress refining our Risk Management systems and in 
strengthening Governance arrangements.  
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RECOMMENDATION 
 
The NHS Board is asked to receive this report which provides: 

- An overview of the Board’s annual complaint performance for 2014/15 
(Appendix 1).  

- Spiritual Care update 
- #hellomynameis 

 
 
Strategy / Policy:  
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. 
 
Organisational Context / Why is this paper important / Key messages: 
Learning from patient experience in order to improve our services is one of the most 
important tools at our disposal. 
 
Key messages: 

• A significant amount of activity is taking place with the aim of improving 
patient experience from a number of different perspectives. 

• The number of complaints received has increased by 18% from 255 in 
2013/14 to 301 in 2014/15. 

• The % response within 20 working days has increased by 11% from 47% in 
2013/14 to 58% in 2014/15. 

 
 
GLOSSARY OF TERMS 
in document 
  

Agenda Item 84 
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MONITORING FORM 
 

Policy / Strategy  Healthcare Quality Strategy 
 

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

Financial Implications Not required 
 

Consultation / Consideration Not required 
 

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

Sustainability Not required 
 

Compliance with Corporate 
Objectives 
 

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

Single Outcome Agreement 
(SOA) 
 

Health inequalities 
 

Best Value Commitment and leadership 
Accountability 
Responsiveness and consultation 
Joint Working 
 

Impact Assessment 
Not undertaken as learning from patient feedback applies to all users 
Complaint Policy has undergone EQIA 
Spiritual Care Policy is undergoing EQIA 
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1. Updating NHS Dumfries and Galloway Spiritual Care Policy 
In early 2014 the Scottish Government instructed the Programme Director for Health 
and Social Care Chaplaincy and Spiritual Care, NHS Education for Scotland (NES) 
in collaboration with the Scottish Health and Social Care Chaplaincy Strategic 
Leadership Group to develop a National Delivery Plan for Chaplaincy and Spiritual 
Care in Scotland. This was performed in consultation with health boards across 
Scotland and the final draft of the delivery plan is now with Scottish Government for 
ratification. As a result each health board is being asked to: 

• update their spiritual care policy in light of national delivery plan 
• contextualize and implement the delivery plan locally 

 
The main thrust of the delivery plan is to: 

• promote assets based approaches to resilience and wellbeing in all areas of 
practice 

• enable and support health and social care staff to enhance spiritual wellbeing 
• further develop an evidence base for spiritual care 

 
NHS Dumfries and Galloway has been actively developing such activity over the 
past 2-3 years through Community Chaplaincy Listening (CCL), Values Based 
Reflective Practice (VBRP) and now the CCL PROM (Patient Related Outcome 
Measure). 
 
An NHS Dumfries and Galloway Spiritual Care delivery plan will be drafted and 
discussed at a local stakeholder group early in July. Following this engagement the 
NHS Dumfries and Galloway Spiritual Care Policy will be updated and equality 
impact assessed before both local delivery plan and updated policy are brought to 
the Person Centred Health and Care Committee in August for approval. 
 
2. #hellomynameis Campaign 
 

 
 

On Tuesday 23 June 2015 NHS Dumfries and Galloway were proud and delighted to 
welcome Dr Kate Granger to Easterbrook Hall where she spoke to over 150 
healthcare professionals.  
 
Kate, and her husband Chris Pointon, had embarked on a two week whirlwind tour of 
15 healthcare organisations around the UK to promote their campaign which began 
in August 2013. We are really privileged as Dumfries was their only stop in Scotland 
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and early on in her presentation Kate explained why. As part of her clinical 
attachments at medical school in Edinburgh she spent four weeks in Dumfries 
working with Dr Ian Hay in Elderly Care medicine. She had such a good time, and 
was so inspired by Ian, that she chose to specialise in Elderly Care and is now a 
Consultant in Yorkshire. 
 
She is very matter of fact about her diagnosis of terminal cancer, her journey through 
chemotherapy and the complications that ensued…and her prognosis. The power of 
a clinician seeing care “from the other side” cannot be underestimated. 
   
On one occasion, after a change of ureteric stents, Kate became unwell with a fever 
and had to be admitted to hospital. A nurse took her history in the emergency 
department, as did a young doctor and another nurse administered antibiotics. She 
is unable to tell us their names as they never told her. In fact the nurse who gave the 
antibiotics didn’t even check her name band or allergy status before plugging her into 
a drip and starting them running – all the time talking to another colleague. 
 
However she did remember Brian’s name. Brian was the porter who took her from 
the ED to the ward. He introduced himself, asked her how she was, recognised she 
was in pain and ensured that he pushed her bed slowly over all the bumps as to 
minimise her discomfort. In short he was kind. He cared. Unfortunately there were 
other examples of poor introductions and she found herself ‘Emotionally Reflecting’ 
(or as Chris pointed out ‘Whinging’) about this and decided to do something – hence 
#hellomynameis was launched in August 2013. 
 
This is about more than just an introduction. It’s about effective, skilled and 
compassionate communication. It’s about the little things, a smile, a hand on hers, 
the offer of a drink. It’s about true person centred care and seeing every patient as 
an individual, a person. ’See me’ as Kate puts it. If when you enter a patient’s room 
you lower yourself to their level and introduce yourself with a smile then your 
conversation will follow a different tack than if you stand towering over them 
eulogising to the entourage of nameless followers at the end of the bed. 
 
Hospitals in many countries including the USA, Australia, Italy and Sierra Leone 
have embraced it. The latter example is extremely powerful as, during the Ebola 
outbreak when clinicians were forced to be completely sealed in protective clothing, 
#hellomynameis stickers could be put on the visors of helmets so that patients would 
know the name of the doctor or nurse caring for them. 
 
NHS Dumfries and Galloway is in good company as we have also adopted this as 
one of our key concepts for delivering person centre care. 
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Introduction 
 
Feedback, comments, concerns and complaints form a critical part of NHS Dumfries 
& Galloway’s mechanisms for listening, learning and improving the care delivered to 
patients, families and communities. This report provides an overview of the 
feedback, comments, concerns and complaints received by NHS Dumfries & 
Galloway between April 2014 and March 2015. The report is comprised of five 
sections and is in compliance with guidance issued by the Scottish Health Council 
(SHC) and the requirements set out in the Patient Rights (Scotland) Act 2011. 
 
Section 1 
 
Encouraging and Gathering Feedback 

 
1.1 Feedback 
 
Feedback is central to the NHS Dumfries & Galloway’s commitment to deliver safe, 
effective and person-centred care and is obtained using a variety of approaches. 
These different approaches allow patients, carers and visitors to choose the 
feedback mechanism that best suits their needs. With this in mind, NHS Dumfries & 
Galloway seeks feedback in many different ways. These include by feedback in 
writing, by email, by telephone, text, the web, social media, face-to-face as well as 
proactively seeking feedback via surveys and focus groups. Information for the 
public is available on the NHS Dumfries & Galloway website. Posters and patient 
information leaflets about feedback and complaints are readily available in all NHS 
Dumfries & Galloway hospitals and clinics. All ward and clinic areas have comment 
cards for patients and relatives to provide feedback about their experience.  
 
All of these feedback mechanisms provide individuals with an opportunity to express 
concern, receive an apology where appropriate and is used to inform actions aimed 
at maximising learning and minimising the potential for reoccurrence. It also allows 
the Board to collect a range of quantitative and qualitative data to evaluate our 
services. Also, the Patient Advice and Support Service (PASS) provide a further 
route and source of support for anyone wishing to provide feedback or make a 
complaint. While PASS work independently of NHS Dumfries & Galloway information 
about their services is widely available throughout our inpatient wards/clinic waiting 
areas, notice boards and intranet/ internet. NHS Dumfries & Galloway has a small 
Patient Services team who act as a central point of contact for the patients, the 
public and staff. Any feedback received is either verbally or formally acknowledged 
giving details about the process and the time frames.  
 
1.2 Patient Opinion 
 
NHS Dumfries & Galloway recognises that more people can access digital channels, 
which offers us an opportunity to broaden patient and public feedback from across 
the region. The Board subscribes to Patient Opinion, an electronic independent 
feedback system, which is open, transparent and simple for people to use. 
The service is actively promoted both electronically and through posters and leaflets.  
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Patient Opinion allows people to share their experience of local health and care 
services. Stories can be submitted to Patient Opinion online, by post or by 
telephone. Links to Patient Opinion are available on the NHS Dumfries & Galloway 
website.  
 
Thirty-two stories about care experiences at NHS Dumfries & Galloway feature on 
the Patient Opinion website in the past year and can be viewed by visiting: 
www.patientopinion.org.uk. Table 1 provides a summary how critical the stories were 
and the number of times these were seen by the public and staff. Story criticality is 
rated by Patient Opinion and is a measure of how critical the most significant part of 
a story is, according to a criterion-based system. Patient Opinion posts receive a 
prompt, open and honest response, which demonstrate NHS Dumfries and Galloway 
commitment to listen and respond promptly to feedback. 
  
Table 1 Patient Opinion 

 
 
1.3 Patient Surveys 
 
NHS Dumfries & Galloway learns a great deal about patient experience from patient 
surveys. In 2014-2015 NHS Dumfries & Galloway participated in the Scottish 
Inpatient Patient Experience Survey. The survey gathers feedback from patients who 
have been admitted to a hospital overnight and uses their experiences of health and 
care to identify areas for improvement. The Scottish Government manages the 
survey in partnership with ISD Scotland (part of NHS National Services Scotland). 
The survey asks questions about people’s experiences of admission, the hospital 
ward and environment, care and treatment, operations and procedures, staff, leaving 
hospital, care after leaving hospital and medicines. The response rate for NHS 
Dumfries and Galloway was 52 % (1,202 people).  
 
The top three positive responses for NHS Dumfries and Galloway were as follows: 
 

• In Accident and Emergency 98% of patients reported that they had enough 
privacy when being examine or treated. 

• 96% of patients reported that hand-wash gels were available for patients and 
visitors to use. 

• 96% of patients said that they understood how and when to take their 
medicines. 

 
 

Patient Opinion  Number of 
Stories 

Number of Views  
 

 Story Criticality Score  Public Staff 

Criticality Score 3 (moderately critical) 5 1095 109 
Criticality Score 2 (mildly critical) 5 1707 122 
Criticality Score 1 (minimally critical) 3 441 35 
Criticality Score 0 (not critical) 19 3623 323 
Totals 32 6866 599 
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The top three negative responses for NHS Dumfries and Galloway were that only:  
 

• 65% of patients reported that they saw/received information on how to provide 
feedback or complain about the care they received. 

• 46% of patients knew which nurse was in charge of the ward. 
• 42% of patients knew which nurse was in charge of their care. 

 
The results identified the aspects of patient experience that patients consider 
important to them and where they consider improvements could and should be 
made. The findings from the 2014 survey can be viewed by clicking on the link 
below: www.scotland.gov.uk/Topics/Statistics/Browse/Health/InpatientSurvey 
 
1.4 Patient Feedback 
 
NHS Dumfries and Galloway received 223 items of feedback from patients who did 
not wish to raise formal complaints. 
 
The issues raised are consistent with our formal complaints in relation to care and 
treatment, attitude and behaviour and communication.  Other issues raised included 
waiting times for appointments and policy decisions made by the Board.   
 
As expected the majority (66%) were received by Acute and Diagnostic services as 
this directorate covers the largest area of hospital specialties.  Acute and Diagnostic 
Services have a dedicated Patient Experience Officer who investigates and 
responds to complaints and patient feedback for the directorate and also have 
access to the electronic complaints system (DATIX) which allows them to capture 
feedback received in real time.  The Patient Services Team aim to roll DATIX out 
across the Board in order that all Directorates can capture feedback regarding their 
services in the same way. 
 
In addition to the feedback above, Patient Services received 83 compliments in 
relation to excellent care and services across the Board.  It is also acknowledged 
that individual wards and departments also receive many other compliments directly 
throughout the year, however NHS Dumfries and Galloway have not developed a 
formal method of capturing this feedback at this time. 
 
Section 2 Encouraging and Handling Complaints 
 
2.1 Summary Complaints Data 
 
NHS Dumfries & Galloway seeks to learn from complaints and use them to improve 
services. Figure 1 below provides an overview of the number of complaints received 
by the Board per year since 2008 to present and Table 2 shows a quarterly summary 
of complaints data for 2014/15. In the past year, NHS Dumfries & Galloway received 
a total of 301 complaints, an increase of 18% on 2013/14. The number of complaints 
received across all four quarters has remained consistently higher than in previous 
years.  
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Figure 1 Number of complaints per year – 2008 – 2015 
 

 
 
Table 2 Summary Complaints Data by Quarter & Annual Total (2014/15) 

 
 
Figure 2 shows the percentage of complaints acknowledged within 3 working days. 
The percentage of complaints acknowledged within 3 working days nationally for 
2013/14 was 94%. NHS Dumfries & Galloway has achieved an over overall 
compliance figure of 99%.   
 
Figure 2 Percentage of complaints acknowledged within 3 working days 
 

 

 Q1 (Apr-Jun 
2013) 

Q2 (Jul-Sept 
2013) 

Q3 (Oct-
Dec) 

Q4 (Jan-Mar 
2014) 

Annual 
Total 

Complaints received 73 80 69 79 301 
Complaints 
acknowledged within 3 
working days  

72 (98%) 79 (98%) 68 (98%) 78 (98%) 297 (99%) 

Complaints completed 
within 20 working 
days  

36 (49%) 54 (68%) 43 (62%) 43 (54%) 176 (58%) 
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In the past year, responding to complaints within 20 working days has proved 
challenging. A total of 58% of complaints received a response within the 20 working 
days falling short of the target set by the Board of 70%. The percentage achieved 
nationally for 2013/14 was 66%.  The increase in the complexity of complaints and 
the continuing rise in the number of complaints received have impacted on the 
Board's ability to meet the 20-day target. The average number of days taken to 
respond to a complaint was 24 days.  
 
In response, the Board undertook an extensive review of the complaint management 
and handling process.  The review highlighted areas of duplication in process and 
multiple processes within individual Directorates.  There is a need for a single 
process across the Board which enables complaints to be dealt with as quickly and 
efficiently as possible and to ensure that complainants receive the same service 
across the Board regarding of which service they complain about.  A new 
streamlined process is currently being trialed in Acute and Diagnostic Services and 
Women and Children’s services.  This trial will run from 1 June 2015 for two months.  
It is hoped that the process will not only improve the Board’s compliance figures 
against the target of responding in 20 working days but it is hoped that it will also 
make the complaints process more person-centred.   The complaint investigator will 
make initial contact with individuals making a complaint within three working days to 
identify what matters most to the person making the complaint and develop a 
complaint-handling plan that best meets the needs and expectations of the 
individual. An offer to meet with staff also provides an opportunity to establish a 
relationship and create clarity about the complaint handling process.  A flow chart 
summarizing the key steps is in Appendix 1.   
 
Figure 3 and 4 provide a more detailed breakdown of the number of complaints 
received and responded to within 20 working days of each month. The provision of 
timely responses is taken very seriously. However, the quality of response and 
complainant satisfaction is prioritised over the speed of resolution. In situations 
where complaint responses fell outside the 20-day target these were typically 
because the complaint was complicated and often involved meeting with the patient 
(at their convenience).  
 
Figure 3 Percentage of complaints responded to in 20 working days 
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Figure 4 Number of complaints received and percentage completed in 20 
working days 
 

 

2.2 Outcome of Complaints  
 
NHS Dumfries & Galloway is required to publish data on the outcome to complaints 
– how many have been upheld, partly upheld or not upheld. In 2014/15 56% of 
complaints were fully or partially upheld and 39% were not upheld. Table 3 shows 
the outcomes assigned to complaints in 2014/15.  
 
Table 3 Outcome of Complaints 2014/15 
 
Outcome of Complaints No. % 
Upheld 127 42% 
Not Upheld 118 39% 
Partially Upheld 43 14% 
Complaint withdrawn 6 2% 
Still Open 6 2% 
Transferred to another Department 1 0% 
Totals: 301 

  
Table 4 identifies the top 5 issues, which generated the most complaints. A 
complaint may be recorded under one issue or several different issues, depending 
upon the nature and complexity of the complaint. As is evident in the table the 
majority of complaints received by NHS Dumfries & Galloway were about clinical 
treatment, staff attitude and behaviour, communication and waiting times.  
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Table 4 Top 5 Complaints by Issue Category  
 
Complaint Issue Total % 
Clinical Treatment 173 47% 
Staff communication (oral) 54 15% 
Staff attitude and behaviour 49 13% 
Waiting time for date for appointment 18 5% 
Staff communication (written) 15 4% 

 
Table 5 provides a more detailed breakdown of these complaint issues by location. 
As expected clinical treatment is the top complaint issue across all directorates and 
no specific trends or patterns have been identified.  
 
Table 5 Top Complaints Issues by Directorate  
 

Complaint 
Issues 

Acute & 
Diagnostics 

Mental 
Health 

Operational 
Services PCCD 

Women 
and 

Children's 
Services 

Prison Corporate Total 

Clinical 
Treatment 75 7 0 24 19 47 1 173 
Staff 
communication 
(oral) 29 2 0 8 11 1 3 54 
Staff attitude 
and behaviour 23 2 1 7 12 0 4 49 
Waiting time for 
date for 
appointment 10 2 0 4 0 0 2 18 
Staff 
communication 
(written) 4 2 0 0 2 2 5 15 
Other 22 2 2 11 12 4 6 58 

* Corporate Services includes Finance, Medical, NMAHP, Public Health, Strategic Planning and 
Workforce Directorate 

2.3 Patient Advice and Support Service 
 
NHS Dumfries and Galloway received 21 Formal complaints through the Patient 
Advice and Support Service. Four complaints were received through the Dumfries 
and Galloway Advocacy Service. 
 
2.4 Scottish Public Services Ombudsman  

Individuals who are dissatisfied with NHS Dumfries & Galloway’s complaint handling 
or response can refer their complaint, for further investigation to the Scottish Public 
Services Ombudsman (SPSO).  
 
In 2014/15 the Board received 22 decision letters from the SPSO.    
 
9 of these 22 complaints were raised with the SPSO in 2013/14 reporting period. 
 
13 of these 22 complaints were both raised and decisions made in the 2014/15 
reporting period. 
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Of these 22 complaints 40 issues were raised. 
 
Care and Treatment 17 
Communication 8 
Complaint Handling 9 
Problems with Diagnosis 2 
Attitude and Behaviour 2 
Medication issues 2 
 
SPSO decision on the 40 issues raised: 
 
Upheld 22 
Not Upheld 12 
Withdrawn 1 
SPSO Not Investigating 5 
 
The SPSO decisions match the original decisions made by the Board in all cases. 
 
Of the 22 complaints the SPSO made 39 Recommendations to the Board. 
 
A further  9 complaints have been raised with the SPSO in 2014/15 however shall 
have their decisions reported in the 2015/16 reporting period. 
 
For each recommendation made by the SPSO the Board develops an action plan, 
detailing the recommendations made and the actions taken to implement the 
recommendations.  Each completed action plan is laid before the Board’s Healthcare 
Governance Committee to provide assurance that the recommendations have been 
implemented and appropriate lessons have been learned and action taken to 
improve services.   
 
2.5 Family Health Services (FHS), Independent Contractors Feedback, 
Comments and Complaints  

 
Since April 2012 FHS contactors (GPs, Dentists, Pharmacies and Opticians) have 
been required by law to provide NHS Dumfries & Galloway with data on complaints 
they have received about their services.  
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Table 6  Family Health Service/Independent Contractor Complaints 
 

 
Issues of complaints raised are consistent with Hospital Services complaints with the 
top issues being Care and Treatment, Staff Attitude and Behaviour, Communication 
and Delays in appointment/Clinics. 
 
Comparison of 2013/14 FHS data to 2014/15 FHS data 
 
Contractors 
 
The overall number of contractors replying has reduced from 92 in 2013/14 to 78 in 
2014/15; a 15% decrease.  For GPs and Dentists the reduction is 28% and 43% 
respectively.  This has had an impact on the overall contractor rate which was 79% 
in 2013/14 and has fallen to 62% in 2014/15.  This reduction was not expected as 
Patient Services spent a considerable amount of time trying to simplify the reporting 
process by designing a simplified form which mirrored the information requested by 
Information Services Scotland (ISD).  Three reminders were also sent to all 
contractors reminding them of their obligation to provide the information.  Further 
work will be required in 2015/16 to improve compliance. 
 
Complaint Numbers 
 
The overall number of complaints has halved (50% decrease) going from 167 in 
2013/14 to 84.  For GPs and Dentists the reduction is 51% and 89% respectively.  A 
contributing factor to this decrease could be due to the reduced number of 
contractors replying; however there may be other reasons over and above this one 
possible explanation which will be difficult to explore as there are too many variable 
factors to understand whether there is any significance to this.  
 
 

 General 
Practitioner Dentist  Pharmacist  Optician  

Total Number of contractors 34 30 34 28 

No of Contractors replying 21 16 28 13 

Complaints received 56 8 21 6 

Complaints completed 
within 20 working days 

39 4 18 4 

Complaints where 
alternate dispute 
resolution was used 

1 0 0 2 

Complaints upheld 13 0 0 1 

Complaints Not upheld 17 0 0 3 

Complaints Partially 
Upheld 

5 2 0 0 

Outcome Unknown 17 2 21 0 
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Response Times 
 
The number of complaints responded to within 20 days has decreased from 158 in 
2013/14 to 65 in 2014/15; a 59% fall.  The overall response time percentage within 
20 days has reduced from 94.6% in 2013/14 to 77.4% in 2014/15. 
 
Whilst the complaints still open (unknown response times) have decreased by 30% 
(20 in 2013/14 to 14 in 2014/15), the unknown response rate has increased from 
12% in 2013/14 to 17% in 2014/15. 
 
2.6 Alternate Dispute Resolution 

 
In 2014/15 Alternate Dispute Resolution such as the Medication Service were not 
used to resolve any NHS Dumfries and Galloway complaints. However, anyone 
wishing to make a complaint is signposted to the Patient Advice and Support Service 
(PASS) for any assistance they might need. The PASS Patient Advisers often 
accompany those they are supporting to meet with staff. Family Health Service 
Contractors have however reported that they have used Alternate Dispute 
Resolution in the handling of 3 complaints in 2014/15. 
 
2.7 Prison Service Complaints 

 
NHS Dumfries & Galloway is responsible for the provision of healthcare to prisoners 
at HMP Dumfries.  In 2014/15, NHS Dumfries & Galloway received a total of 53 
formal complaints from prisoners.  
 
Table 7 Summary of Prison Service Complaints Data by Quarter and Annual Total  

 

 

 

 

 

 

 

 

Table 8 Summary of Prison Service Complaint Outcomes  

 Q1 (Apr-Jun 
2013) 

Q2 (Jul-Sept 
2013) 

Q3 (Oct-
Dec) 

Q4 (Jan-Mar 
2014) 

Annual 
Total 

Complaints 
received 

14 10 14 15 53 

Complaints 
acknowledged 
within 3 working 
days 

100% 100% 100% 100% 100% 

Complaints 
completed 
within 20 
working days 

14 (100%) 10 (100%) 13(92%)  13 (86%) 50 (94%) 

Number of 
Complaints 

Q1 (Apr-Jun 
2013) 

Q2 (Jul-Sept 
2013) 

Q3 (Oct-
Dec) 

Q4 (Jan-Mar 
2014) 

Annual 
Total 

Upheld 2 1 1 2 6 (11%) 

Partially upheld 2 0 0 1 3 (6%) 

Not upheld 10 8 12 11 41 (77%) 

Withdrawn 0 1 1 1 3 (6%) 
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In 2014/15 77% of prison healthcare complaints were not upheld and 17% were 
partially or fully upheld. Table 9 below provides a breakdown of prison healthcare 
complaints by issue. Most of the complaints received about clinical treatment relate 
to drug administration and the numbers of complaints are very high for the relative 
size of the population. NHS Dumfries & Galloway has been worked closely with HMP 
Dumfries to ensure that appropriate information on how to complain is available and 
that healthcare staff are aware of the NHS Dumfries & Galloway complaints process. 
 
Table 9  Top 4 Prison Healthcare Complaints by Issue Category  
 

 

 

 

 

 
Section 3 Building a Culture of Learning from Feedback, Comments, Concerns 
and Complaints  
 
NHS Dumfries & Galloway participated in many development and training activities 
aimed at improving and learning from complaints. 
 
3.1 Complaint Experience Study  
 
In partnership with the University of the West of Scotland NHS Dumfries & Galloway 
has jointly funded a PhD study designed to explore the experiences of patients, 
families and staff involved in managing and resolving complaints. The study seeks to 
use the principles of restorative practice so that patients, families and staff can work 
together in ways that value the expertise of all involved. This means coming together 
to understand what has happened and its effects and the working together to co-
construct the way forward. Three aspects of the study have been completed and are 
summarised below: 
 
3.1.1 Individual Interviews  
 
Interviews have taken place with patients and families who have made a complaint, 
front-line staff involved in complaints; members of the complaints team, senior 
managers and executive and non-executive board members. Key themes from these 
interviews amongst other things were used to generate a variety of patient stories. 
These stories were shared with a wider group at a Stakeholder event.  
 
3.1.2 Stakeholder Event  
 
The stakeholder event continued the process of working together to enhance the 
experience for all involved in making and responding to complaints. It also increased 
awareness about the research and provided an opportunity for learning and 
relationship building. Participants were assigned to groups asked to explore a patient 
story. The groups choose words that captured their emotional response to the story. 

 

Clinical 
Treatment 

Waiting time 
for 

appointment 

Staff 
Attitude 

and 
Behaviour 

Staff 
communication 

(oral) 

Number of 
Complaints 

 
47 

 
1 

 
4 

 
2 
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The groups identified the key aspects of the story that they thought were most 
helpful and asked to explain why. The groups constructing propositions that NHS 
Dumfries & Galloway should consider when responding to and reviewing complaints 
followed this. These short statements are to be, used to co-designing and co-
creating the enhancements to the complaints handling process. Participants who 
wished to participate in the research going forward were invited to join the 
Stakeholder Working Group. 
 
3.1.3 Stakeholder Working Group 
 
Participants who wished to have continued involvement in the research were invited 
to join a Stakeholder Working Group. The group had its first meeting in April and is 
scheduled to meet every month for the next six months. The Group is comprised of 
twelve people and involves patients, family members, staff and a member of the 
NHS Board. The group will explore how to make complaints handling less 
fragmented, will identify examples of good practice in complaints resolution, examine 
the link between complaints and improved services, consider the roles of senior 
management and frontline staff and determine how individuals making a complaint 
would be best supported through the complaints process. 
 
3.2 Here to Help Pilot Project 
 
The Acute and Diagnostics Directorate took forward a pilot project designed to 
gather real-time feedback from patients and visitors. The project involved hospital 
managers at the Dumfries and Galloway Royal Infirmary making themselves 
available to patients and visitors at the front entrance to the hospital. The managers 
participating in the pilot were able to listen, respond and resolve patient and visitor 
concerns face-to-face and in real time. The Acute and Diagnostics Directorate are 
developing a plan to embed the ‘Here to Help’ pilot as a standard mechanism for 
gathering and responded to feedback. 

3.3 Values Based Reflective Practice (VBRP)  

The aim of Values Based Reflective Practice (VBRP) is to help health and care staff 
to provide excellent, high-quality care to patients. VBRP is designed to help 
participants connect with their core values and motivations, reflect on their attitudes 
and behaviours, enhance their person-centred practice, deepen the relationship with 
colleagues and develop resilience and wellbeing at work. Five practitioners and 
strategic leaders working in a variety of roles within NHS Dumfries and Galloway are 
accredited as VBRP facilitators.  
 
It is hoped that courses will be run locally to enable further accreditation. VBRP 
taster sessions continue to be integrated into NHS Dumfries and Galloway events 
and as part of other learning experiences. For example, as part of a region-wide 
cross-sector leadership training programme run by Workforce Development, VBRP 
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. Short 
VBRP sessions are an incorporated part of Health and Social Care Integration road 
shows. Future sessions have been arranged in the Stewartry and will involve ten 
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people from health and social care and third sector as part of a leadership-training 
programme. 
 
3.4 Digital Patient Stories 
 
NHS Dumfries & Galloway has developed a framework for collecting and using 
digital patient stories for service improvement. Patient stories involve interviewing 
and filming individuals to gather their insights into their experience of care delivery 
and service provision. These stories help us to understand   the patient's perspective 
as they navigate the health care system. They provide valuable insights into what 
happens between episodes of care, such as time waiting at home for an appointment 
or time spent recovering in a ward. During these times, patients can develop strong 
perceptions of the health care system, the interactions (or lack of interactions) 
between the patient and health care staff.  
 
As such, patient stories act as an important component in understanding how 
patients perceive the care received and how to improve it.  They can also be used to 
assist and support staff through education and reflection. Additional capacity building 
and training in digital storytelling has been commissioned and completed. Seven 
members of staff attended a two-day Windows Movie Maker Course, and the aim is 
to collect routinely and review these stories at each meeting of the Health Care 
Governance Committee. 
 
3.5 The NHS Education Scotland e-learning module  
 
The NHS Education Scotland e-learning module on feedback, comments, concerns 
and complaints has been made available to staff. The module is interactive and 
raises awareness of the value of apology and encouraging feedback. The module 
also equips staff with knowledge of the NHS complaints procedure and the 
importance of resolving concerns and complaints locally.  
 
Section 4 - Improvements to services (as a result of complaints and feedback) 
 
NHS Dumfries & Galloway has made many changes and improvements in response 
to feedback and complaints. The following are examples of some improvements 
made during 2014 - 2015: 
 

• In the Acute and Diagnostics Directorate, many of the complaints received 
relate to staff attitude and behaviour. In response, the Lead nurse has 
developed a Customer Services Module. The module aims to enable staff to 
provide a consistent level of customer service regardless of who they interact 
with, be it patient, visitors or colleague. The module identifies the standards 
expected for all interactions (e.g. telephones, face to face contact, etc.) and 
highlights all of our responsibility to deliver high standards of customer 
service. 
 

• A patient complained that her ‘This is Me Passport’ was not being consulted 
or used appropriately. Senior Charge Nurses received an update on the 
importance of the passport and the necessity for keeping them up to date and 
accessible to all. To ensure passports were being appropriately used spot 
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checks were carried out, and all but two wards were found to be compliant. 
The wards found to be non-compliant were reminded of the importance of the 
documents and that they should be kept with the patient at all times. 

 
• A parent complained that the information about their child's routine health 

screening at the Orthoptic Department was vague and lacked clarity. In 
response, the Orthoptics team used the learning from this complaint and re-
designed their patient information leaflet. The comments received from these 
parents were used to create a more ‘parent-friendly’ version of the leaflet.  

 
• A patient complained that there was insufficient advice or information 

regarding ectopic pregnancy at discharge and due to this she needed to seek 
help from her General Practitioner. Following a meeting with the complainant 
it was agreed that a leaflet with regards to ectopic pregnancy and advice on 
discharge and aftercare would be useful. The Clinical Lead agreed to work 
with the Practice Development Midwife to explore the drafting of such a leaflet 
for this particular group of patients. Work is currently being undertaken to 
update clinical guidelines around early pregnancy loss and will include ectopic 
pregnancy and the provision of a patient leaflet. 

 
• The Learning Disability Public Group in conjunction with the Speech and 

language department and the third sector have consulted on and developed 
new easy read leaflets for dental, sexual health and the Emergency 
Department. Women in Maternity Services highlighted in a patient satisfaction 
survey that they missed having tea and toast after the birth of their baby. A 
toaster that can only operate when someone is in the room was sourced thus 
avoiding unnecessary fire service calls. This was a much valued and 
appreciated re-introduction. 
 

• Women suggested that having their partners leave at night as something they 
liked least about their care.  A midwife practitioner-led a series of tests of 
change and now women are offered the opportunity to have one person stay 
with them overnight.  
 

• A patient complained about poor communication and staff attitudes and 
behaviours prior to discharge from Maternity Services. In response, a new 
SBAR form has been introduced for discharges that require on-going 
treatment and care. This is given to the patient to take to their practice nurses 
or Health Visitor. Staff development days were introduced and examined 
attitudes and behaviours. 
 

• Safety Huddles were introduced after every shift in response to a complaint 
about attitudes and behaviours. The purpose of which is to ensure clear and 
seamless handover and importantly to reinforce the need to share any 
issues/concerns that have arisen during the shift.  

 
Demonstrating the learning resulting from complaints remains a challenge. 
Complaint numbers and themes are reported to the Healthcare Governance 
Committee. However, the learning is not always evident or consistent in all 
complaints. In the Acute and Diagnostics Directorate, there is a weekly triage 
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meeting to ensure complaints are progressed, clear actions identified, and 
appropriate learning shared and implemented. 
 
Section 5 – Accountability and Governance  
 
5.1 NHS Board 
 
The Executive Nurse Director presents a Patient Experience Report at every NHS 
Board meeting. The report provides summary statistics and commentary on 
complaints handling throughout NHS Dumfries & Galloway. The report contains 
statistical summaries of complaints, complaint themes, information on the timeliness 
of responses, Scottish Public Service Ombudsman referrals and details of service 
improvements and development. This allows Board Members to review the arrangements 
and handling of complaints within NHS Dumfries & Galloway and ask questions on any 
points of detail, trends or new and recent development.  
 
5.2 Healthcare Governance Committee 
 
A more detailed Patient Experience Report is presented at every Healthcare 
Governance Committee. This report contains anonymised summaries of individual 
concerns, complaints and compliments, together with the associated action plans 
and learning. All upheld SPSO complaints, recommendation and actions are 
presented at the Healthcare Governance Committee for further scrutiny.  The 
Healthcare Governance Committee also receives a patient story, which can be either 
positive or negative. This ensures that committee members hear directly about the 
experiences of patients and how these are used to drive improvements. This again 
allows Non Executive Members of the Board to scrutinise complaints and their 
actions. Members have, on a number of occasions, raised concerns and sought 
assurance and further action regarding complaint response times.  
 
5.3 Person Centred Health and Care Committee 
 
The Person Centred Health and Care Committee is chaired by a Non-Executive 
Member of the Board and includes patient and public representatives.  The 
committee feeds into the NHS Dumfries & Galloway Healthcare Governance 
Committee, which in turn reports to the NHS Board. The committee receives 
information, updates, reports and commission specific actions to enhance person 
centeredness and the quality of care delivery from the sources outlined below: 
 

• Care environment observations  
• Patient Experience Indicators 
• Staff Experience Indicators  
• Leading Better Care  
• Volunteering and Patient Focus and Public Involvement  
• Older People In Acute Hospitals work  
• Learning from feedback, comments, concerns and complaints  
• Spiritual  Care 
• Any actions arising from the Francis enquiry specific to this area   
• Integrated Health and Social Care  
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The committee is supported by individuals who have the above named activities 
within in their broad remit and is not supported by a dedicated person-centred/patient 
experience team or programme manager. However, the committee is responsible for 
identifying new and current initiatives, supporting measurement and reporting 
improvement.  The committee also works proactively to anticipate or act on person 
centred health and care governance issues. This includes ensuring that causal links 
are made and that organisational learning opportunities are recognised, shared and 
used to direct improvement activities.   
 
6. Conclusion  
 
NHS Dumfries & Galloway will continue to actively encourage patients and service 
users to provide feedback through the mechanisms described in this report. This 
report highlights that more needs to be done to ensure complainants receive a timely 
response. The Board has already embarked on a review of its complaints 
management and handling processes, with a view to improving the existing its 
approach to responding to and learning feedback, comments, concerns and 
complaints. The outcome of which aims to provide individuals with a seamless, 
responsive service that demonstrates NHS Dumfries and Galloway’s commitment to 
improve the quality of care and the patient experience by listening, learning and 
responding to feedback. 
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DUMFRIES and GALLOWAY NHS BOARD 
 
3 August 2015 
 
Involving People, Improving Quality 
 
Prevention and Control of Infection 
 
Author:    
Elaine Ross 
Infection Control Manager 

Sponsoring Director:  
Professor Hazel Borland 
Nurse Director 

 
Date:   25 June  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: 

• Although SAB continue to be a challenge we have had a successful vascular 
access study day and there has been a positive improvement programme 
targeting contaminated blood culture samples in the Emergency Department 
which has been shared at the NHS Scotland event at the SECC.  
 

• NHS Dumfries & Galloway continue to perform well in terms of Surgical Site 
Infections (SSI) and have expanded our surveillance to include colorectal 
surgery. 
 
 

 
 
 

Agenda Item 85 
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GLOSSARY 
Acute Occupied Bed Days (AOBD) 
Clostridium difficile Infection (CDI) 
Healthcare Associated Infection (HAI) 
Healthcare Environment Inspection (HEI) 
Health Protection Scotland (HPS) 
Infection Control Team (ICT) 
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)  
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MONITORING FORM 
 
 

Policy / Strategy Implications Healthcare Quality Strategy 
Achievement of HAI HEAT targets 

Staffing Implications Nil 
Financial Implications Nil 
Consultation Update paper only consultation not required   
Consultation with Professional 
Committees 

Update paper only. Contents are agenda items for 
discussion  at PCCD and HMG and SCN meetings 
Also presented to APF at each meeting. 

Risk Assessment Addressed through the corporate risk register 
Best Value Governance and Accountability     

• sound governance at a strategic and 
operational level 

 
Sustainability Fewer infections will reduce bed occupancy and 

use of resources 
Compliance with Corporate 
Objectives 

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

Single Outcome Agreement 
(SOA) 

Keeping the population safe 

Impact Assessment 
Not required. Update paper only 
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NHS Dumfries and Galloway  
Healthcare Associated Infection Reporting Template (HAIRT) 

 
Section 1– Board Wide Issues 

 
 
 
 
 
 
Key Healthcare Associated Infection Headlines  

• Although SAB continue to be a challenge we have had a successful vascular 
access study day and there has been a positive improvement programme 
targeting contaminated blood culture samples in the Emergency Department 
which has been shared at the NHS Scotland event at the SECC.  
 

• NHS Dumfries & Galloway continue to perform well in terms of Surgical Site 
Infections (SSI) and have expanded our surveillance to include colorectal 
surgery. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

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 
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1. Staphylococcus aureus (including MRSA) 

 
 
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. The NHS Scotland rate was 
published as being 30.4 cases / 1,000 AOBDs at December 2014.  
 

2013-14 47cases Rate 0.42 cases/1000 acute occupied bed days 
2014-15 33 cases Rate 0.29 cases/ 1000acute occupied bed days 

 
Figure1 
 

 
 
In April there were 2 cases of SAB including one death. This has been investigated 
and lessons learned shared with nursing and medical colleagues.  
In May there were 4 SAB cases. Causes are varied with only one ascribed to each of 
the following causes, device related, Peripheral Vascular Cannula (PVC), 
contaminated sample, Surgical Site Infection (SSI), unknown and Intravenous Drug 
Use (IVDU) 
 

Staphylococcus aureus is an organism which is responsible for a large number of healthcare 
associated infections, although it can also cause infections in people who have not had any 
recent contact with the healthcare system.  The most common form of this is Meticillin 
Sensitive Staphylococcus Aureus (MSSA), but the more well known is MRSA (Meticillin 
Resistant Staphylococcus Aureus), which is a specific type of the organism which is resistant 
to certain antibiotics and is therefore more difficult to treat.  More information on these 
organisms can be found at: 

Staphylococcus aureus : http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346 

MRSA:http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252 

NHS Boards carry out surveillance of Staphylococcus aureus blood stream infections, known 
as bacteraemias.  These are a serious form of infection and there is a national target to 
reduce them.  The number of patients with MSSA and MRSA bacteraemias for the Board 
can be found at the end of section 1 and for each hospital in section 2.  Information on the 
national surveillance programme for Staphylococcus aureus bacteraemias can be found at: 
http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.aspx?id=30248 
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This is illustrated as a rate per 1000 Acute Occupied Bed Days (AOBDs) in Figure 2 
below. 
 
Figure 2 

 
 
A ‘Vascular Access Matters’ study day was held at Easterbrook hall on 10 June 
2015. This evaluated very positively and was attended by over 70 Doctors, nurses, 
midwives and phlebotomists. We hope this will increase awareness of vascular 
access as a route for infection and also promote vessel health through knowledge of 
alternative methods of vascular access that may prolong the life of vessels.  
 
An improvement programme designed to reduce the number of contaminated 
samples is showing promising results with no SAB resulting from contaminated 
samples in Emergency Department (previously known as A&E) where the rate of 
contamination has been reduced to below the target rate of 3%. 
 
Work is underway with other areas where blood cultures are taken and feedback on 
the rate of contaminated samples is being provided by the ICT a monthly basis. 
Targeted improvement plans and training will be provided on this basis. 
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Figure 3  

 
2. Clostridium difficile 

 
 
 
 
 
 
 
 
 
 

Whilst there have been improvements made over recent years it would appear that 
across Scotland there is a plateau being reached bar some seasonal variation which 
is going to be further investigated by HPS.  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Clostridium difficile is an organism which is responsible for a large number of healthcare 
associated infections, although it can also cause infections in people who have not had any 
recent contact with the healthcare system.  More information can be found at: 

http://www.nhs.uk/conditions/Clostridium-difficile/Pages/Introduction.aspx 

NHS Boards carry out surveillance of Clostridium difficile infections (CDI), and there is a 
national target to reduce these.  The number of patients with CDI for the Board can be found 

at the end of section 1 and for each hospital in section 2.  Information on the national 
surveillance programme for Clostridium difficile infections can be found at: 

http://www.hps.scot.nhs.uk/haiic/sshaip/ssdetail.aspx?id=277 
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Figure 4  
Overall quarterly CDI incidence rates for Scotland in patients aged 65 years and above (per 100 000 
TOBDs) and 15-64 years (per 100 000 AOBDs) for the period January 2010 to December 2014.  

 
Figure 5 

 
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. Ribotyping has been conducted by the regional reference 
laboratory at the Infection Control Doctors request and there is a wide ribotype 
distribution with only two of the same ribotype (ribotype 02) occurring. This is normal 
distribution and no cross infection has been identified. 
 
What has been noted is re-infection or recurrent infection. Four cases in 2015 have 
all previously had symptomatic Clostridium difficile infection. Sadly patients 
experiencing one episode of CDI are more likely to suffer a subsequent infection 
usually triggered by antibiotic treatment for a pre-existing infection.  
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To reduce the risk of repeat infection all patients, whether in hospital or primary care, 
are provided with an information card to be carried and handed to any prescriber 
should they require antibiotic treatment. It is hoped that this will alert the prescriber to 
an increased risk of CDI in this patient and that antibiotic treatment choices will be 
made accordingly. If a patient is admitted to hospital then an electronic alert has 
been set up on the infection control management system ICnet and an Infection 
Control Nurse will contact the ward to make them aware and to check any antibiotics 
are compliant with local policy. Unwell patients may well require antibiotics and it is 
not possible to eliminate all risk when treating patients but these measures aim to 
minimise this risk. 
 
3. Surgical Site Infection 
National data, published by Health Protection Scotland, includes infections in 
patients who have a National Nosocomial Infection Surveillance (NNIS) risk index of 
‘0’ or ‘1’.  The risk index is calculated by looking at the ASA Score (1 Normal healthy 
patient), the wound class (clean or clean-contaminated) and the length of surgery (T- 
value no longer than 2 hours).  Using these criteria, the data is stratified to allow us 
to be compared nationally.  Only infections identified in inpatients or on re-admission 
are included, with the exception of Caesarean Sections which are followed up to day 
10 post-op. 
 
Table 1 – National Reporting 1st January 2015 to 31st March 2015 

Category of 
procedure 

Number of 
procedures 

SSI’s SSI rate (%) National SSI 
rate (%) 

 
Abdominal 

hysterectomy 
19 0 0.0 0.0 

Breast surgery 10 0 0.0 0.0 
Caesarean section 56 1 1.8 1.1 

Hip arthroplasty 38 
 

0 0.0 0.8 

Knee arthroplasty 46 0 0.0 0.1 
Large bowel 

surgery 
35 0 0.0 9.2 

Major vascular 
surgery 

29 1 3.4 1.1 

Reduction of long 
bone fracture 

3 0 0.0 0.0 

Repair of neck of 
femur 

64 0 0.0 0.8 

Small bowel 
surgery 

18 1 5.6 4.5 

Total 318 
 

3 0.9 - 

 
Local data includes infections reported in all patients, regardless of the NNIS risk 
index score and when the infection was detected. This information is shared with 
clinical teams. 
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As the committee will be aware, NHS Dumfries & Galloway continue to perform full 
surveillance on more procedures than any other NHS board. This quarter now 
includes the first full data set for colorectal surgery at the request of the colorectal 
surgical team, one of whom is a part of the SSI patient safety improvement group.  
 
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.  
 
5. HAI standards submission 
 
The new HAI standards were published in February 2015. All NHS Boards are 
required to complete a self assessment against these standards and submit this to 
the HEI so that it can form the basis of any inspection.  This is to be reviewed every 
six months and any additional evidence submitted as policies are written and 
updated.  This is considerable piece of work but forms a useful bench mark for us to 
measure ourselves against. An action plan is being devised by the ICT together with 
the acute services management team to address any areas of vulnerability identified. 
 
6. Future challenges 
 
The response to the Vale of Leven report by the Scottish Government was published 
at the end of June 2015 and commits to ensuring patient safety during times of 
service change. 
 
NHS Dumfries and Galloway face large changes in the immediate future with a 
variety of projects including refurbishment of the Crichton hospice building to form a 
‘Women and Children’s hub’, the building of the new acute hospital, refurbishment of 
Cresswell and the transition of services from DGRI and in addition to these building 
works, the management of a clinical service change programme. All of these require 
input from suitably qualified infection control staff.  
 
There is greater demand on Infection Prevention and Control services than ever 
before with recruitment to this specialist field is acknowledged as a challenge across 
Scotland.  
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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/NHSScotlandperformanc
e 
 
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 
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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. 
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NHS BOARD REPORT CARD 
 

Staphylococcus aureus bacteraemia monthly case numbers 
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

MRSA  0 0 0 0 0 0 0 0 1 0 0 2 
MSSA 2 1 4 3 4 1 2 4 1 1 2 2 
Total SABS 2 1 4 3 4 1 2 4 2 1 2 4 
 
 
Clostridium difficile infection monthly case numbers   
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Ages 15-64 4 1 1 4 1 1 2 0 2 1 2 3 
Ages 65 plus 5 4 4 2 4 4 3 4 2 4 5 1 
Ages 15 plus 9 5 5 6 5 5 5 4 4 5 7 4 

 
Cleaning Compliance (%) 
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Board Total 96.6 96.6 96.0 96.6 96.2 97.9 97.9 97.5 97.0 95.77 98.4 97.2 
   
 
Estates Monitoring Compliance (%)     
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Board Total 97.7 97.8 98.0 98.3 98.8 99.3 99.0 98.9 98.9 98.86 99.0 99.5 
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NHS HOSPITAL REPORT CARD - DGRI 

 
Staphylococcus aureus bacteraemia monthly case numbers 
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

MRSA  0 0 0 0 0 0 0 0 1 0 0 2 
MSSA 1 0 4 3 4 1 2 4 1 1 1 2 
Total SABS 1 0 4 3 4 1 2 4 2 1 1 4 
 
 
Clostridium difficile infection monthly case numbers   
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Ages 15-64 2 0 0 2 0 0 1 0 1 0 2 2 
Ages 65 plus 2 2 2 0 1 1 1 2 2 3 3 1 
Ages 15 plus 4 2 2 2 1 1 2 2 3 3 5 3 
    
Cleaning Compliance (%) 
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Board Total 95.5 96.0 95.4 95.8 95.7 94.0 95.6 95.4 95.6 96.5 95.0 95.4 
   
 
Estates Monitoring Compliance (%)     
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Board Total 96.6 97.1 97.7 97.1 97.6 96.4 97.1 96.1 97.1 97 96.7 97.2 
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NHS HOSPITAL REPORT CARD – Galloway Community Hospital 
 
Staphylococcus aureus bacteraemia monthly case numbers 
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

MRSA  0 0 0 0 0 0 0 0 0 0 0 0 
MSSA 1 1 0 0 0 0 0 0 0 0 1 0 
Total SABS 1 1 0 0 0 0 0 0 0 0 1 0 
 
 
Clostridium difficile infection monthly case numbers   
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Ages 15-64 0 0 0 0 0 0 0 0 0 0 0 0 
Ages 65 plus 0 0 0 1 0 0 0 0 0 1 1 0 
Ages 15 plus 0 0 0 1 0 0 0 0 0 1 1 0 
 
    
Cleaning Compliance (%) 
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Board Total 98.6 97.9 97.7 98.0 98.4 98.2 98.4 97.9 99.3 98.2 99.4 97.0 
   
 
Estates Monitoring Compliance (%)     
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Board Total 99.5 99.6 99.7 99.8 99.7 99.7 99.9 99.5 99.8 99.5 99.5 100 
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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 
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

MRSA  0 0 0 0 0 0 0 0 0 0 0 0 
MSSA 0 0 0 0 0 0 0 0 0 0 0 0 
Total SABS 0 0 0 0 0 0 0 0 0 0 0 0 
 
 
Clostridium difficile infection monthly case numbers   
 Jun 

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

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

 
 
 

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

2014 
Jul 

2014 
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

MRSA  0 0 0 0 0 0 0 0 0 0 0 0 
MSSA 0 0 0 0 0 0 0 0 0 0 0 0 
Total SABS 0 0 0 0 0 0 0 0 0 0 0 0 
 
 
Clostridium difficile infection monthly case numbers   
 Jun 

2014 
Jul 

2014  
Aug 
2014 

Sep 
2014 

Oct 
2014 

Nov 
2014 

Dec 
2014 

Jan 
2015 

Feb 
2015 

Mar 
2015 

Apr 
2015 

May 
2015 

Ages 15-64 2 1 1 2 1 1 1 0 0 1 0 1 
Ages 65 plus 3 2 2 1 3 3 2 2 1 0 0 0 
Ages 15 plus 5 3 3 3 4 4 3 2 1 1 0 1 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
3 August 2015 
 
INTEGRATION OF HEALTH AND SOCIAL CARE – 
JOINT STRATEGIC PLAN CONSULTATION DOCUMENT  
 
 
Author: 
Vicky Freeman 
Acting Head of Strategic Planning 
 

Sponsoring Director: 
Julie White 
Chief Officer 

Date: 10th July 2015  
 
RECOMMENDATION 
 
The Board is asked to note: 

• The contents of this consultation document 
• The period of public consultation from 22nd June 2015 to 28th August  
• That a second period of consultation is planned for October/November 2015 

 
 

1. CONTEXT 
 
1.1    On 1 April 2014, the Public Bodies (Joint Working) (Scotland) Act 2014 
(referred to in this report as “the Act”) received Royal Assent.  The Act requires 
Health Boards and Local Authorities to integrate planning for, and delivery of, certain 
adult health and social care services.   
 
1.2   The Act also requires Integrated Authorities to establish a Strategic Planning 
Group. This is a multi-sectoral, multi-professional group of people representing 
people who use health and social care, Carers of people who use health and social 
care and providers of health and social care. This group is now established for D&G 
and they have had a role in the development of the strategic plan consultation 
document   
 
1.3   The Joint Improvement Team (JIT) ‘Advice Note’ February 2014 states that 
“Strategic Plans are expected to incorporate and fully reflect the important role of 
informal, community capacity building and asset based approaches to delivering 
more effective preventative and early interventions, in order to maximise the 
potential to reduce demand at the front door of the formal health and social care 
system.” It also states that “Strategic Plans are also expected to incorporate and fully 
reflect the important role of informal, community capacity building and asset based 
approaches to delivering more effective preventative and early interventions, in order 
to maximise the potential to reduce demand at the front door of the formal health and 
social care system.” 
 
1.4   We are further advised by the JIT that a plan is needed by an Integration Joint 

Agenda Item 86 
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Board to enable it to function.  
 
1.5   The Strategic Plan will contain the date when the functions and resources are to 
be delegated to the IJB, i.e by 1 April 2016 at the latest.  The Strategic Plan is crucial 
to ensuring the IJB is able to fulfil its functions. The Parties cannot formally delegate 
their functions to the IJB until the Strategic Plan is agreed with the resource attached 
to the functions and scope agreed.  Until functions are delegated formally, the IJB 
will, in effect, act in an advisory capacity and formal decisions will be taken to the 
Parties for approval. 
 
1.6   It is proposed that the date for the legal powers to be transferred to the IJB, and 
the date from which the Strategic Plan becomes fully operational, will be 1 April 
2016. 
 
1.7   Other core strategic documents being developed alongside the overarching 
Strategic Plan include  

• Strategic Needs Assessments 
• 4 x Locality Plans 
• Financial Plan 
• Performance Management Framework 
• Market Facilitation Plan 

 
 
1.8 The Health and Social Care Integration Programme Board and its Chief 
Officer advisers have been consulted on the contents of this Consultation Document.  
Membership comprises (a) NHS D&G Chief Executive, Chief Operating Officer, 
Director of Nursing, Joint Interim Director of Public Health, Director of Finance, 
Acting Head of Strategic Planning, Employee Director, GP representative, Medical 
Director, Area Clinical Forum Chair, and Workforce Director; (b) Council Chief 
Executive, Chief Social Work Officer, Head of Adult Services Social Work Services, 
Head of Finance, Head of Care and Facilities Management, Trades Union 
representatives, Head of Organisational Development and Human Resources, and 
Senior Manager Legal and Regulatory; (c) Chief Executive Third Sector, Dumfries 
and Galloway; and (d) the Independent Sector.   
 
 
1.9       There will be an impact assessment undertaken upon completion of the 
second draft of the strategic Plan in September 2015. 
 
 
 
GLOSSARY OF TERMS 
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MONITORING FORM 

 
Policy / Strategy  The Public Bodies (Joint Working) (Scotland) Act 

2014  
Staffing Implications Contained within the body of the consultation 

document 
Financial Implications Separate Integration Financial Plan being drafted 
Consultation / Consideration Contained within this covering paper 
Risk Assessment None 
Sustainability The impact of this document is to create 

sustainability in health and social care services. 
Compliance with Corporate 
Objectives 
 

This initiative supports all of NHS Dumfries and 
Galloway’s corporate objectives.   

Single Outcome Agreement 
(SOA) 

This initiative supports Single Outcome Agreement 
Priority 3.   

Best Value This initiative supports the following Best Value 
themes: 

• Effective Partnership working 
• Equality 
• Sustainability 

Impact Assessment 
An equality impact assessment will be undertaken on the second draft of this 
document 
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Background Papers  
 
http://www.jitscotland.org.uk/wp-content/uploads/2014/08/Strategic-Planning-Joint-
Strategic-Commissioning-JIT-Advice-Note-February-2014.pdf 
 
Joint Commissioning Plans Guidance 
http://www.gov.scot/Resource/0046/00466819.pdf 
 
 
 
Other sources: 
Integration of Adult Health and Social Care in Scotland - Scottish Government 
Consultation on Proposals May 2012, Response from Dumfries and Galloway 
Strategic Partnership 11 September 2012 
 
Public Bodies (Joint Working) (Scotland) Act 2014 
 
Scottish Government Health and Social Care Integration Narrative, April 2014 
 
Public Bodies (Joint Working) (Scotland) Act 2014 Integration Planning and Delivery 
Principles 
 
Scottish Government Professional Finance Guidance, Advice and 
Recommendations for Shadow Integration Arrangements, April 2014 
 
Public Bodies (Joint Working) (Scotland) Act 2014, Explanatory Notes May 2014      
 
Scottish Government Health and Social Care Functions - Supporting Note, October 
2014 
 
Scottish Government Model Integration Scheme Body Corporate, October 2014 
 
Scottish Government Clinical and Care Governance Framework, December 2014 
 
The Public Bodies (Joint Working) (Integration Scheme) (Scotland) Regulations 2014 
 
The Public Bodies (Joint Working) (Prescribed Health Board Functions) (Scotland) 
Regulations 2014 
 
The Public Bodies (Joint Working) (Prescribed Local Authority Functions etc) 
(Scotland) Regulations 2014 
 
The Public Bodies (Joint Working) (National Health and Wellbeing Outcomes) 
(Scotland) Regulations 2014 
 
The Public Bodies (Joint Working) (Integration Joint Boards) (Scotland) Order 2014 
 
The Public Bodies (Joint Working) (Prescribed Consultees) (Scotland) Regulations 
2014 
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DUMFRIES AND GALLOWAY PARTNERSHIP

STRATEGIC PLAN 
Consultation Document 2016 – 2019

A first consultation document based on what we 

have learnt so far from listening to local people 

- people who use services, families and Carers, 

partner organisations, members of the public, 

clinicians and professionals.

Health and social care will happen where you live85
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Foreword
The integration of health and social care in Scotland offers us an unprecedented 
opportunity to work innovatively with partners and the people of Dumfries and 
Galloway who are our greatest asset.

We are all living longer than ever and this trend is set to continue. This is good news. 
Increased life expectancy is something that we should all celebrate. However, an 
increasing number of older people with a fewer number of younger, working age 
people to support them means that we need to plan ahead to ensure that each one 
of us is able to have a healthy and happy long life.

To help us achieve this, we want to create a personalised health and social care system 
which places a primary focus on improving outcomes for people.

This is our consultation document on the Strategic Plan for Dumfries and Galloway. 
As an emergent Health and Social Care Partnership, we are looking to build on the 
progress that has already been made. This document has been developed based on 
what we have learnt from listening to local people – those using services, Carers, 
members of the public, clinicians and professionals and other partner organisations. It 
makes the case for change, describes how we are going to achieve what we need to 
do and ultimately, will include a detailed review of the financial context in which our 
plans and ambitions are set. The Plan also sets out how we will measure our impact 
on improving outcomes for people.

Every year we will produce a delivery plan which will describe the progress that we 
expect to make in the year ahead towards achieving our vision for health and social 
care in Dumfries and Galloway.

We believe that our ambitions of healthy, happy and long lives for people across 
Dumfries and Galloway can be delivered by putting the views of people at the 
heart of all that we do. This will be supported through strong leadership, effective 
partnerships, innovative thinking and robust planning. 

Signed

Chair of Dumfries and Galloway 
Community Health and Social 
Care Partnership Board (Interim 
Integration Joint Board)

Chair of Dumfries and Galloway Strategic 
Planning Group
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1 Introduction
1.1 What is Integration of Health and Social Care?

The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) establishes a legal 
framework for integrating health and social care in Scotland. This legislation requires 
each Health Board and Local Authority to delegate some of its functions to the new 
Integration Authorities – the Health and Social Care Partnerships. By doing this, a 
single system for local planning and delivery of health and social care services is 
created.

The main purpose of integration is to improve the wellbeing of people who use 
health and social care services, particularly those whose needs are complex and 
involve support from health and social care at the same time. 

We seek to deliver services that are:

• Designed and developed for and with the people who use them 

• Innovative and transformative with a focus on prevention and anticipatory care.

People often need support from more than one service or any single organisation. For 
them to have the best possible experience of care, it needs to be: 

• Personalised – care that is regularly reviewed and re-shaped to meet the changing 
needs of an individual

• Well-coordinated between different sectors and services

• Developed with the person and their family and Carers (where appropriate)

From April 2016, the Dumfries and Galloway Integration Authority will come into 
existence. The work of the Integration Authority will be supported by an Integration 
Joint Board.

Across Scotland Integration Joint Boards will be responsible for delivering a range 
of nationally agreed outcomes (as set out in section 2.2 of this document). The 
establishment of Integration Joint Boards will also mean that Health Boards and Local 
Authorities are required to strengthen the role of communities, care professionals 
and clinicians along with those in the third and independent sectors, in the planning 
and delivery of services.

Integration Joint Boards will ensure that integrated health and social care 
budgets are used efficiently and effectively to achieve quality and consistency, 
and to realise a shift in the balance of care from institutional to community based 
settings. (Institutional based care is defined nationally as hospital based care and 
accommodation based social care services).

1.2 Local Principles of Integration

People who use services, their Carers and families are central to the development of 
this planning document.

Local principles for Dumfries and Galloway have been agreed as the foundation on 
which we will build and progress our plans for integration. 
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These are:

• Integration must focus on improved health and wellbeing outcomes for local 
people; quality of care and the needs of the individual are central to how we plan 
and provide services 

• Self-determination and a commitment to a person-centred approach to care are 
central in our considerations and decisions 

• All adult health and social care services, including acute services, will be included 
from the outset; opportunities to extend integration across other service areas will 
be actively explored 

• Services will be provided at community or locality level wherever possible and we 
will avoid unnecessary hospital admissions and duplication of professional input 

• Local GPs must be at the heart of our community and locality services 

• Clear and robust decision-making structures will fully reflect the unique and 
different roles of the NHS and the Local Authority, retaining the respective 
accountability for resources, outcomes and performance and quality of services 
through a continuing commissioning approach 

• The Integrated Joint Board will have oversight of the delivery of all commissioned 
services 

• Health and social care services in each locality will be accountable to their local 
community through the Area Committees and to the Integrated Joint Board

• Clear and robust structures will provide for full delegation and empowered 
decision-making 

• Professional leadership and oversight and practice development remains with 
senior professional officers in each organisation 

Integrated ways of working are much more than simply the ‘joining’ of public sector 
health and social care staff and services. The Council and the NHS locally have a 
long and successful history of working in partnership and the Plan seeks to build on 
this. We know that both the Third and Independent sectors are key to the delivery 
of effective services and support and the Strategic Plan seeks to ensure their active 
participation in future service planning and delivery.

The Independent Sector is the largest social services employer in Scotland. It has 
a major role in care provision both with care at home and in care homes with the 
majority of social care services delivered by them. 

Scottish Care is the umbrella organisation in Scotland that represents the largest 
group of health and social care sector independent providers. 

The Third Sector in Dumfries and Galloway is made up of a vast range of 
organisations which include health and social care services, support, information, 
advocacy, volunteering and social enterprise.

Third Sector Dumfries and Galloway is the organisation that acts as the interface for 
third sector organisations locally, supporting them to make a lasting contribution to 
the wellbeing of the people and communities of Dumfries and Galloway. 
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1.3 What is this Strategic Plan?

The Dumfries and Galloway Strategic Plan for Health and Social Care is a document 
that sets out the high level direction of travel for health and social care services in 
the region. The Plan intends to reflect the context within which we operate - a health 
and care economy with a need to reshape services for the future with less reliance on 
institutional care. 

The development of the Strategic Plan and the ongoing planning cycle is supported 
by a newly established Strategic Planning Group (Appendix 1) which includes 
representation from a wide range of stakeholders as set out in the legislation. This 
ensures that the plan will reflect what people tell us is important to them.

Importantly, as part of this ongoing work we will continuously seek public, partner 
and staff feedback.

This Strategic Plan will be supported by the following key documents which are 
included as annexes.

• Strategic Needs Assessment 

• Four locality Plans

• Financial Plan

• Market Facilitation Plan

• Performance Management Framework

Additionally, there is a range of national and local strategies, policies and 
programmes which inform the Strategic Plan. A key local document is the Dumfries 
and Galloway Single Outcome Agreement (SOA) 2013 – 2016. 

Details and links to these are included in Appendix 2

It is an exciting and opportune time in Dumfries and Galloway to plan new ways of 
working. In addition to the integration of health and social care services we will have 
a new acute district general hospital by 2017. 

At a time of rising demand for services, growing public expectations and increasing 
financial constraint it is essential to make sure that social care, primary care, 
community health and acute hospital services work well together with all our partners 
in a truly integrated way.

Otherwise, gaps or weaknesses in one part of the network of services will affect 
services elsewhere: for example, weaknesses in community services can cause 
unnecessary admissions to hospital, while over reliance on hospital or residential care 
diverts money away from community services, reducing their ability to support people 
at home.

This Strategic Plan seeks to build on the learning from previous years and existing 
good practice to set a long term vision for health and social care services in Dumfries 
and Galloway. It describes how services will develop and how we will know and 
measure our success in realising the vision.

The planning and policy landscape is complex. We need to ensure that the planning 
framework and delivery are robustly connected. 
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1.4 Who is this Plan For?

This Plan is for those people for whom we are integrating health and social care 
services. All adult social care, adult primary, community and acute health care 
services, as well as some elements of housing, are included within the new Integrated 
Authority.

This covers adults:

• With long term conditions, disabilities and/or frailties

• Who have caring responsibilities

• Who have a degree of vulnerability

• Who need an intensive/acute level of service

• Experiencing health and/or social care inequalities.

The Strategic Plan also includes people who are well and wish to maintain or improve 
their current level of health and wellbeing.

There is also work underway on planning for children and young people – see link in 
Appendix 2
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2 Vision and Purpose
2.1 What is our Vision and Purpose?

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

 
2.2 What Are We Trying To Achieve?

There are 9 National Outcomes for people:

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

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

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

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

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

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

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

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

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

“A Dumfries and Galloway where we share the 
job of making our communities the best place to 
live active, safe and healthy lives by promoting 
independence, choice and control”
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3 The Case for Change
A government consultation exercise on integration (Integration of Adult Health and 
Social Care in Scotland: Consultation on Proposals May 2012) highlighted:

• Inconsistency in the quality of care for people and the support provided to Carers 
across Scotland, particularly in terms of older people’s services;

• People are too often unnecessarily delayed in hospital when they are clinically 
ready for discharge; 

• The services required to enable people to stay safely at home are not always 
available quickly enough, which can lead to avoidable and undesirable admissions 
to hospital

• There is little association between the amount spent on health and social care 
services and the outcomes achieved 

• Evidence of disjointed care

If we continue to deliver services as we currently do they will not meet the needs of 
our population in the coming years. Change is needed. 

The case for change is a fundamental recognition and acceptance that the existing 
models of care provision must change to meet current and future challenges. The 
scale of challenge means that to do nothing, and carry on as we are, is not a realistic 
option. 

3.1 Demographic Change 

All our demographic trends indicate that in future, on average, people will be living 
much longer. Whilst this is good news, a reducing working age population will result 
in many less people to work in the health and care sectors.

NRS Population Projections for D&G by Age Group, 2012-2037
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As a result of this demographic profile, service providers are faced with increasing 
challenges in terms of demand, capacity and access. 

3.2 Financial Context

A legacy of the economic crisis has been the impact on public sector finances across 
the world and in the outlook for future budgets.

In 2011/12 alone, the Scottish Government DEL budget - the element of the budget 
that funds day-to-day public services - was cut by 6.3% in real terms. This was just the 
beginning of a period of sustained consolidation in public spending.

Based on the current plans of the UK Government it is estimated that it could take 
until 2025/26 for the Scottish Government budget to return to 2009/10 levels in real 
terms - an adjustment period of 16 years. Over the entire period, the cumulative 
loss foregone could be close to £40 billion. Public sector organisations will need to 
continue to deliver savings every year to stay in financial balance whilst demand for 
services continues to rise. This is highlighted in the figure below.

In Scotland, of the £4.5billion we spend each year on care for older people the largest 
amount, over one-third, is spent on emergency admissions to hospital. 

3.3 Multiple Long Term Conditions

There are growing numbers of people of all ages with long term (sometimes 
called chronic) conditions such as heart disease, anxiety disorders, lung disease and 
diabetes. Increasingly, they have more than one long term condition and this can lead 
to complex and, at times, disjointed care. We also know that someone who suffers 
from multiple long term conditions is more likely to be affected by health inequalities 
than someone who does not. This is compounded further if one of the long term 
conditions is a mental health condition. See Multi-Morbidity Action Plan - link in 
Appendix 2

Emergency admissions

Other hospital care

Community

Prescribing

FHS

Home Care

Care Homes

Other Social Work

£1.4bn

£0.2bn

£0.6bn

£0.3bn

£0.4bn

£0.4bn

£0.4bn

£0.8bn
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4 Key Challenges 
4.1 Key Challenges 

•  Health inequalities leading to poorer outcomes for people’s health and wellbeing

• Increasing number of people with multiple long term conditions, including 
dementia requiring higher levels of support to enable them to live independently 
and at home or in a homely setting in the community

• Lack of appropriate housing to meet projected demand in areas where people 
wish to live, creating unsustainable and imbalanced communities.

• Increasing number of Carers requiring greater levels of support to reduce any 
negative impact of their caring role on their own health and wellbeing

• Maintaining high quality, safe care and protecting vulnerable adults in the face of 
increasing need and reducing resources

• Future sustainability of primary (including GPs and out of hours), and community-
based services 

• Reducing working age population resulting in fewer people to care for an 
increasing number of older people

• National challenges in relation to the recruitment of health and social care 
professionals

• Present and anticipated rise in hospital admissions and delayed discharges 
resulting in increased pressures across all of health and social care
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5 How We Plan to Achieve Our Vision 
In order to achieve our vision and deliver the nine national outcomes for people, we 
need to effectively address the key challenges we have identified.

To do this, the Strategic Plan has been informed and developed through national and 
local guidance including learning from a wide range of programmes such as ‘Putting 
You First’ and the implementation of the Self-Directed Support (Scotland ) Act 2013 - 
see link in Appendix 2

We need to enable people to have more choice and control of their lives, drawing on 
natural supports from their families, friends and communities. We need to give them 
the resources to do this and to make the most of their potential and abilities. New 
approaches must be much more personalised with the person being in control of their 
own care or person-centred with the person being a partner in their own care. 

World Health Organisation
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To deliver on our vision and effectively address the key challenges noted above, we 
have identified 10 key areas of focus

• Enable People to have more Choice and Control

• Support Carers 

• Develop Communities/Community Resilience

• Develop Preventative and Anticipatory (Proactive) Approaches

• Maintain Safe, High Quality Care and Protect Vulnerable Adults

• Shift the focus from Institutional Care to Home and Community Based Services

• Integrate Ways of Working 

• Reduce Health Inequalities

• Optimise Efficiency and Effectiveness

• Make the Best Use of Technology

The Locality Plans in Annex 2 will provide details of how we do this within local 
communities.

5.1 Enabling people to have more choice and control

To enable people to have greater choice and control over both their own care and 
support and how these are provided, people, their Carers and families will be involved 
in all processes from assessing their own health and wellbeing needs through to the 
planning and commissioning of services.

Self-Directed Support

The Local Authority has a duty to offer a choice of 4 options to enable people to 
determine how their care and support should be delivered.

Option 1 - the person chooses to direct their support through a direct payment

Option 2 - the person chooses their support to be managed by a third party

Option 3 - the person chooses their support to be managed by the local authority

Option 4 - a mixture of the first three options

The Self-Directed Support (Scotland) Act 2013 puts people in control of the process of 
requesting support through a supported self-assessment. This can include professional 
input to support the development of a personal plan with clear outcomes. The Plan 
includes the identification of the resource available from the person and their family 
and community networks as well as any requirement for resource from social work or 
other agencies to support the achievement of the identified outcomes.

• We will........

• We will.........

• We will..........

97



14

Self Management Support

People with long term conditions make decisions, action and manage their own 
health on a day-to-day basis. Self-management support is the support provided by 
health and care professionals to enable a person to continue to manage their health 
and care as effectively as possible. 

To deliver models of ‘self-management support’ means moving away from people 
as passive recipients of care to developing collaborative relationships where people 
are in charge of or, are active partners in, their own care. To do this, people need to 
develop their knowledge, skills and confidence to make informed decisions. 

• We will.........

• We will.........

• We will..........

Commissioning For Outcomes

Categorising people into groups such as older people, people with mental health 
problems, people with physical and sensory impairments or Carers, forms the basis for 
traditional approaches to commissioning. 

We have also generally contracted and monitored services based on levels of activity 
or inputs. Commissioning for outcomes is core to the delivery of self-directed support 
as it is based on the benefits a person can get from the appropriate level of good, 
joined-up care and support and not from the service itself. The approach recognises:

• The complexity and interconnectedness of a range of factors that need 

• to come together to deliver the right outcomes for individuals

• That it incentivises sectors and organisations to work in an integrated way

• We will........

• We will.........

• We will..........

5.2 Supporting Carers

A Carer is generally defined as a person of any age who provides unpaid help and 
support to a relative, friend or neighbour who cannot manage to live independently 
without the Carer’s help due to frailty, illness, disability or addiction. In most 
circumstances, an ‘adult Carer’ means a Carer over 18 years of age.

Carers are the largest group of care providers in Scotland, providing more care than 
the NHS and local authorities combined. As such, regionally and within localities, 
Carer support will be required to help Carers in their caring role, ensuring that Carers 
are seen as equal partners in the delivery of care. Carers should not be burdened, but 
supported and sustained in their caring role.

The provision of support to unpaid Carers is a key local and national priority. At the 
2011 census, 9% of the population of Dumfries and Galloway identified themselves as 
Carers (13,995). The radical demographic changes are impacting on Carers: according 
to the 2011 census, 62% Carers in this region are over 50 years of age. Since the 2001 
census the percentage of Carers with caring responsibilities of 50 or more hours a 
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week has increased. Third Sector commissioned Carers’ Support organisations are 
working with 1502 Carers across Dumfries and Galloway, of whom about 500 were 
new Carers in 2013-14 and 290 Young Carers of whom 93 were new to the service in 
the same period.

The responsibility for the delivery of care will fall more on families and Carers. 
The introduction of Carers legislation articulates the rights of Carers and the 
responsibilities of public bodies to support them. The Carers (Scotland) Bill – see link 
in Appendix 2 - ensures that Carers are better supported on a consistent basis, so that 
they can continue to care, if they so wish, in good health and have a life outside of 
caring. 

The current Joint Carers Strategy - see link in Appendix 2 - is a comprehensive guide 
to the type of support Carers have said they need. It will be used to plan the range of 
support services Carers need to assist them in their vital role.

• We will........

• We will.........

• We will..........

5.3 Developing Communities and Community Resilience

The physical, mental and social wellbeing of the local population is influenced by 
the wider determinants of health, including material deprivation, employment/ 
unemployment, education, housing and the environment. However, building 
individual and community resilience can mitigate the impact that these inequalities 
can have on the health outcomes for individuals 

Building resilience to cope with everyday challenges and support improved health 
and wellbeing is most likely to attain the greatest benefit when the starting point is 
to identify the assets that exist in both individuals and communities. Key elements to 
strengthening communities include an asset based approach, community engagement 
and using community development approaches.

There is increasing evidence that using an asset based approach can enhance the 
quality of information that is collected, by focusing on the perceptions that are held 
by local people. This leads to the creation of services that are based on what people 
themselves say are needed. This approach encourages a partnership approach which 
involves local people in decision making about service delivery, empowering them and 
increasing independence rather than being passive recipients of services. 

Engaging the population is fundamental to building resilient individuals and 
communities. Effective involvement helps ensure that services are responsive to need 
and are developed in a way that ensures they are accessible and acceptable, thereby 
reducing non-attendance and subsequent costs. Involving people in decisions about 
their own health can boost self-confidence and self-efficacy, as well as improve 
decision making. 

This approach is based on the principles of community development, which support 
behaviour change in a way which ensures groups who have extra needs are involved 
so that their needs are being met.
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There is a wealth of evidence that demonstrates how the use of low level community 
and social support can greatly increase a person’s potential to better manage their 
health and to keep and live well in their homes and communities for longer.

There is a real willingness and enthusiasm within communities and the Third Sector 
to develop, build on and release capacity to ensure the support is available to people 
who need it. 

Our key learning is that to work and engage effectively and meaningfully with 
communities: 

• Takes a significant investment of time and resource 

• Must be maintained over the longer term to be effective

• Requires a specific skill set to undertake this effectively

However, there are many mutual benefits to be gained as engagement, inclusion and 
participation are key to the development of our plans, as is an ethos of openness and 
transparency. 

Enhancing the capacity and releasing the existing potential of individuals and 
communities to maintain and improve their health and wellbeing is a key priority for 
localities. There is a focus on working with people to identify what really matters to 
them and helping them to set goals and find their own solutions. 

We are committed to building further on this work and to test and develop new 
approaches to building resilience 

• We will........

• We will.........

• We will..........

5.4 Preventative and Anticipatory (Proactive) Approaches

Optimising health and wellbeing is always better than cure. Where possible, the aim 
is to prevent ill health or, where health or social care needs are identified, to ensure 
appropriate levels of support to prevent further deterioration. This requires action 
and intervention early in life and across the whole life course from childhood through 
to adult and older age. It is this approach which will lead to resilient and independent 
adults who are able to live fulfilling and independent lives. Therefore, in addition to 
specifically focussing on health and social care, programmes of work will continue the 
progress which seeks to maximise the health and wellbeing of the whole population 
of Dumfries and Galloway.

• We will........

• We will.........

• We will..........

5.5 Maintain safe, high quality care and protect vulnerable adults

Adult Support and Protection

All adults have the right to live free from physical, sexual, psychological / emotional, 
financial or material, neglect and acts of omission, discriminatory harm or abuse.
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National policy to protect people has moved forwards significantly over the last 10-20 
years with new laws for adults with incapacity, mental health care and treatment, 
and most recently the Adult Support and Protection (Scotland) Act 2007 - see link in 
Appendix 2. 

The Act places a duty of responsibility on professionals and talks about ‘adults at 
risk’; therefore, effectively identifying adults at risk is crucial to protecting vulnerable 
adults.

• We will 

• We will.........

• We will..........

Patient Safety Programme

The Scottish Patient Safety Programme (SPSP) was launched in 2008 and is a unique 
national initiative aimed at driving 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 has 
extended to include

• Acute Adult

• Maternity and Children

• Mental Health and 

• Primary Care

Whilst improvements in the quality and safety of care are being made across all 
four safety programmes, the new programmes are varying at different stages of 
development and will require significant support to develop the infrastructure, 
capability and capacity to deliver improvements for people.

• We will.......

• We will.........

• We will..........

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

Developing New Models of Care

New models of care should reflect and promote the shift toward greater choice and 
control for people. Therefore it is crucial that people who use services, their Cares and 
families are involved in designing these.

New models of care must make a positive difference to outcomes for people. To 
achieve these positive differences means we need to develop clinical and care 
pathways which shift the location of where care is delivered; shift responsibility and 
who delivers care, and shift care and support upstream. The Scottish Government 
recognises Health and Social Care Partnerships as the key mechanism through which 
these shifts will happen.
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Some partnerships are tackling the shift from institutional to community based 
models of care through the development of community based consultant models that 
support teams of multi-disciplinary professionals. Rapid response services might also 
be included in such a model of community care.

• We will........

• We will.........

• We will..........

Housing

Housing is critical to the success and continued sustainability of health and social care. 
Only certain limited aspects relating to housing are included within the current scope 
of delegated services. These are equipment and adaptations and housing support. 
However it is vital that this Strategic Plan and the Dumfries and Galloway Housing 
Strategy link effectively - see link in Appendix 2.

The housing sector makes a significant contribution to the national outcomes for 
health and wellbeing by:

• Providing information and advice on housing options

• Facilitating or directly providing “fit for purpose” housing that gives 

• people choice and a suitable home environment

• Providing low level, preventative services

• Building capacity in local communities

• Undertaking effective strategic housing planning. This includes the identification 
of particular needs projects though the Strategic Housing Investment Plan (SHIP)

• Coordinating appropriate allocations through the Common Housing Register (CHR)

The integration of adult health and social care now brings new opportunities to 
strengthen the connections between housing and health and social care

• We will........

• We will.........

• We will..........

5.7 Integrated Ways of Working

A co-productive, partnership model describes a whole systems approach, which will 
enable us to develop the much needed new models and pathways of care. This will 
be supported by further enhancing social enterprise, volunteering and outcomes 
focussed commissioning.

Acknowledging and accepting that different cultures exist within each sector (and 
the mini-cultures within) is important. It helps us to develop our understanding and 
to respect each other’s values and beliefs. Whilst the diversity of these cultures brings 
both challenges and opportunities, they can offer new and different perspectives 
to thinking and provide a more multi-dimensional view of what we are trying to 
achieve.
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Integrated workforce plan

Workforce is an important part of integrating care and support, and successful 
integration will rely on our ability to address a number of workforce challenges whilst 
balancing our financial pressures.

A successfully integrated workforce will require workforce leaders locally to commit 
to a shared ambition and shared goals.

It is likely that new roles will emerge as service models change and this will mean 
building on existing skills and developing new ones for our current workforce and 
new staff. The workforce will need to work across traditional boundaries and that 
means the workforce leaders will need to support staff to do this by providing 
opportunities to develop relationships and an understanding of the roles and 
responsibilities of colleagues. In addition, a shared language is important in breaking 
down barriers between organisations.

An integrated workforce plan will ensure that we have the right people with 
the right skills in the right place at the right time. To develop this, we will need 
a combination of workforce intelligence, workforce planning and workforce 
development activities.

The framework for our integrated workforce plan will be based on the Six Steps 
Methodology to Integrated Workforce Planning1 which is familiar to both the NHS 
and Council. 

a) Workforce Intelligence

An integrated approach to gathering data on our workforce will enable us to analyse 
and manage information on our resources, skills in our workforce and capacity 
and demand issues. It will also support our ability to project our future workforce 
requirements and the financial impacts of that.

b) Workforce Planning

It is critical that workforce planning takes account of current and future demand, 
local demographics, the local labour market and available budgets. In addition, 
cognisance should be taken of the regulatory requirements that our different 
integrated services operate within as well as ensuring we have sufficient numbers of 
adequately trained staff to deliver and support individuals with safe and effective 
care.2

c) Workforce Development

Integrated care models are likely to require our workforce to work in multi-
professional teams, with a variety of agencies and across different boundaries. It 
is therefore important that we understand the current skills of our teams, that we 
explore the options for doing things differently and that we put plans in place to 
provide staff with the adequate and appropriate skills to deliver new models of care 
and support.

Diagnostic work will provide a ‘picture’ or ‘view’, of the current situation across all 
sectors, including General Practitioners at such a pivotal time. This will inform the 
basis of an organisational workforce plan to ensure we have:

1  Skills for Health – Workforce Projects Team, 2008

2  Everyone Matters, 20:20 Workforce Vision, Scottish Government, 2013
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• a healthy organisational culture

• a sustainable workforce

• a capable workforce

• an integrated workforce, and....

• effective leadership with a focus on;

 - cross sector working

 - adopting values driven approaches

 - honest dialogue

 - strengthening management

 - leading teams and engaging people

This, like the health and social care integration agenda, will be supported at locality 
level. This will ensure individual needs and requirements within localities are met and 
will ensure equality across Dumfries and Galloway

Our intention is that integrated ways of working will provide career development 
opportunities. This may include entrepreneurial opportunities across the sectors.

• We will........

• We will.........

• We will..........

5.8 Reducing Health Inequalities

There are a range of factors that contribute to health inequalities including poverty. 
Dumfries and Galloway Council is in the process of developing an Anti-Poverty 
Strategy – see link in Appendix 2. 

Reducing health inequalities is addressed by consideration of the fundamental causes 
of inequity in society. 

At a local level, we must do what is possible to prevent health inequalities and 
mitigate against the impact of social inequalities. In providing health and social care 
services it is necessary that they are designed and delivered in a way that enables 
those most in need easy access. These services should be provided proportionately 
according to people’s identified need. It is this coordinated approach, at both a 
strategic and local level, which will lead to resilient adults, able to live fulfilling and 
independent lives.

In addition to specifically focussing on health and social care for adults, programmes 
of work will need to be delivered to improve the health and wellbeing of children 
and young people - see link in Appendix 2 - to ensure they grow into resilient adults. 
This will seek to maximise the health and wellbeing of the whole population of 
Dumfries and Galloway.

Local effort will continue to tackle wellbeing at a population level and to prevent ill 
health where possible. Partners will also work together to mitigate against the impact 
of societal inequalities, for example working with partner agencies to provide welfare 
advice.
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• We will........

• We will.........

• We will..........

5.9 Optimising efficiency and effectiveness

Innovation

Innovation is one of the 12 priority areas of action in “A Route Map to the 2020 
Vision” - see link in Appendix 2 - for pursuing high quality sustainable health and 
social care.

We will commit to innovation, demonstrated both in our support for research 
and our success in the rapid adoption and diffusion of the best, transformative, 
most innovative ideas, products, models of care and clinical, social work and social 
care practice. We will support staff and partners to create the right conditions for 
developing significantly better, innovative ways to provide care, improve health and 
social care and increase productivity. 

The Institute for Research and Innovation in Social Services (IRISS) develops and 
promotes the use of tools and techniques for embedding knowledge, evidence and 
innovation in social services - see link in Appendix 2.

The Scottish Health Technologies Group (SHTG) provides advice on the evidence about 
the clinical and cost effectiveness of existing and new technologies likely to have 
significant implications for patient care in Scotland- see link in Appendix 2.

• We will........

• We will.........

• We will..........

Clinical Services Change Programme (CSCP)

This two year programme, which involves 18 Workgroups, will manage the 
implementation of the necessary changes required to ensure the benefits from the 
Hospital Services Redevelopment project are realised and effect the changes required 
to meet the changing health and social care needs of the population of Dumfries and 
Galloway. 

As we move towards fuller integration, difficult decisions will have to be made in 
agreeing how services will function in the future. This will require an investment 
strategy (drawing from the available revenue and capital funding available across the 
NHS and Council) to be aligned to the emerging themes within the Strategic Plan.

Detailed plans for investment and disinvestment will need to be considered as these 
emerge through future s of the Strategic and Locality Plans ensuring that any shifts in 
resources envisaged are delivered.

• We will........

• We will.........

• We will..........
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Tackling Variation 

Tackling variation in practice, outcomes or cost is fundamental to delivering care that 
is safe, high quality and efficient and should be measurable and integral to service 
redesign and service improvement.

• We will........

• We will.........

• We will..........

Physical Assets

The Council and NHS have significant physical assets in buildings and land and there 
is a clear aim to make the best and most efficient use of any identified physical 
resource. 

• We will .........

• We will..........

• We will.........

5.10 Making the Best Use of Technology

Information and Communication Technology

In the future, care will be provided in a community setting unless hospital treatment 
is required in which case the aim is to get people back into their home or community 
environment as soon as possible.

This approach will be supported by Information and Communication Technologies 
(ICT) and Telehealthcare across the entire Health and Social Care spectrum offering 
seamless pathways of care and support.

This will be achieved both by the sharing of appropriate, real time information 
between care providers and by optimising ‘technology as an ‘enabler’. These 
principles will focus on the need for:

• The provision of information and support to enable people to stay at home and 
help them during times of transition through the use of technological solutions.

• Out of Hospital Care Action Plans which can be shared online by all health and 
social care providers making the person, rather than the process, the centre of 
focus.

• Targeted support for common multiple illnesses and chronic conditions through 
home monitoring and remote management.

• Agreed shared anticipatory care plans for ‘at risk’ people.

• Wider access to clinical and social care information including community hospitals, 
allowing access to people to help manage their own care online.

• We will.........

• We will.........

• We will.........
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Telehealthcare

Optimising ‘Technology as an Enabler’ is a fundamental building block to delivering 
the 20:20 vision for Scotland.

Telehealth is the provision of health services at a distance using a range of digital 
and mobile technologies. This includes the capture and relay of physiological 
measurements from the home/community for clinical review and early intervention, 
often in support of self-management; and “teleconsultations” where technology such 
as email, telephone, telemetry, video conferencing, digital imaging, web and digital 
television are used to support consultations between professional to professional, 
clinicians and patients, or between groups of clinicians.

Telecare is the provision of care services at a distance using a range of analogue, 
digital and mobile technologies. These range from simple personal alarms, devices 
and sensors in the home, through to more complex technologies such as those 
which monitor daily activity patterns, home care activity, enable ‘safer walking’ 
in the community for people with cognitive impairments/physical frailties, detect 
falls and epilepsy seizures, facilitate medication prompting, and provide enhanced 
environmental safety.

• We will........

• We will.........

• We will..........
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6 Evaluation and Good Governance
Dumfries and Galloway Health and Social Care Partnership is an accountable public 
body. Therefore, in addition to the engagement we will undertake as part of 
developing this Plan we will regularly publish information on how we are progressing 
in its delivery and continue to engage with all of our partners on how we best 
implement the changes described.

6.1 Clinical and Care Governance 

The Integration Joint Board is a distinct legal entity and autonomous. It is made up of 
5 Council Elected Member representatives and 5 NHS Board non-executive members 
who are the voting members. The Integration Joint Board is supported by a range 
of Senior Professional Officers, the Third Sector and Service Users, Carers and staff 
representatives from the Council and NHS.

The arrangements for clinical and care governance are fundamental to the 
Integration Joint Board delivering its ambitions. The care and clinical governance 
arrangements provide the Integration Joint Board with the required assurance of the 
quality and safety of service delivered. 

Assurance to the Integration Joint Board will be achieved through explicit and 
effective lines of accountability. 

The clinical and care governance framework encompasses the following: 

• Service user/patient experience of integrated service delivery , including complaints 
raised by service users, Carers and families

• Achievement of personal outcomes 

• Risk Management, including adverse event reporting and learning systems

• Inspection activity and associated improvement plans

• Research and Development

• Quality and safety of care including continuous improvement

• Statutory and legal requirements

• Quality Assurance in commissioned services

• Workforce development and regulation

The Locality Teams will be responsible for embedding care and clinical governance 
and quality improvement practice across the services they manage and deliver as well 
as accounting for the quality of services delivered using the above framework. 

Clinical and care governance oversight will be through the Integration Joint 
Board’s Care and Clinical Governance Group. This Group will bring together senior 
management and professional leadership and provide an effective overview of 
the clinical and care governance agenda across integrated services. This Group will 
provide reports to the Integration Joint Board, Dumfries and Galloway NHS Board’s 
Healthcare Governance Committee and Dumfries and Galloway Council’s Social Work 
Services Committee in order to provide assurance regarding the safety and quality of 
clinical and care services being delivered. 
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The Clinical and Care Governance Group will receive reports from, and provide 
oversight of, locality services and will provide advice to the Strategic Planning Group.

6.2 Outcome Indicators and Performance Reporting

The nine National Health and Wellbeing Outcomes will form the basis of 
accountability for the new partnerships, with both the NHS Board and Local Authority 
being held jointly accountable for their delivery. (The national outcomes are set out in 
2.2 of this document)

The outcomes will be supported by a suite of indicators which will be used to measure 
progress. These indicators will form part of annual performance reporting, required 
by The Act, along with other financial, quantitative and qualitative information, the 
framework for which will be set out in regulations on performance reporting.

The proposed content of performance reports includes:

• Progress to deliver the national health and wellbeing outcomes

• Information on performance against key indicators or measures

• How the Strategic Planning and locality arrangements have contributed to 
delivering services that reflect the integration principles contained within the Act. 
These are set out in the Dumfries and Galloway Integration Scheme - see Appendix 
3.

• The details of any review of the Strategic Plan within the reporting year

• Any major decisions taken out with the normal Strategic Planning mechanisms

• An overview of the financial performance of the Integration Authority

• The extent to which the Integration Authority has moved resources from 
institutional to community based care and support (by reference to changes in the 
proportion of the budget spent on each type of care and support)
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7. Key Supporting Documents
The following documents are essential elements of this Plan and form a core strategic 
framework for integration.

7.1 Strategic Needs Assessment - see Annex 1

The Joint Strategic Needs Assessment is an analysis of the needs of our communities. 
Its purpose is to form the basis of intelligence led strategic decision making 
within Dumfries and Galloway and considers measures such as life expectancy, 
disease prevalence and lifestyle factors, current levels of service delivery and a gap 
analysis. The JSNA informs any required reprioritisation or service reconfiguration, 
commissioning and /or decommissioning of services.

7.2 Locality Plans - see Annex 2

As well as a Strategic Plan, each Integrated Authority is required to develop a plan for 
each identified locality 

Strategic Planning as described in the Public Bodies (Joint Working) (Scotland) 
Act 2014 requires that our services should be provided in a way in which, as far as 
possible, takes account of the particular needs of recipients from different parts of 
the region and is planned in a way which is engaged with the community and with 
local professionals. 

Within Dumfries and Galloway there are 4 localities identified, Annandale and 
Eskdale, Wigtownshire, Stewartry and Nithsdale.

The availability, choice and range of services found within rural areas can be very 
different to those available in more urban towns and cities. Rural communities may 
not have a doctors’ surgery or pharmacy nearby, hospital treatment may involve 
long journeys, emergency care may take time or social care and support services 
may be more difficult to access. We therefore need to recognise within this Plan and 
its associated localities that differences and inequalities in access to health, social 
care and other services, their relative availability and range of facilities may have a 
detrimental effect on the lifestyle, opportunities, and in particular the health and 
wellbeing of rural communities specifically.

7.3 Financial Plan - see Annex 3

The Strategic Plan and its associated programmes will have to be delivered within the 
finite resources available to the partner organisations.

The Financial Plan is currently under development with the Chief Officer designate 
and in conjunction with NHS and Council senior finance individuals.

The detail included within the Financial Plan will provide a summary of the overall 
resources relating to integration as well as key deliverables necessary for completion 
within the agreed timeframes within the Plan.

It is envisaged that this document will be made available in the second consultation 
version of the Strategic Plan, towards the end of summer 2015.
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The Chief Officer and Chief Finance Officer will develop a case for the integrated 
budget based on the Strategic Plan. This will be reviewed as part of the required 
budget process. This will be evidenced, with full transparency demonstrating the 
following assumptions:

• Activity Changes 

• Cost inflation 

• Required Efficiency Savings 

• Performance against outcomes 

• Legal and statutory requirements 

• Transfers to/from the notional budget for hospital services

7.4 Market Facilitation Plan - see Annex 4

Market facilitation is the process by which strategic commissioners seek to influence 
and shape the market to ensure that there is a diverse range of affordable provision 
to deliver good outcomes for people and meet the needs of the population, both 
now and in the future. 

Market facilitation includes:

• A published market position statement for each key market, 

• summarising market intelligence about current and future demand. 

• Market structuring activities which make it clear how commissioners 

• will seek to influence the market. 

• Market intervention which brings together market intelligence and market 
structuring to deliver the desired market through offering financial incentives, 
supporting providers business planning or developing information and/or feedback 
mechanisms to enable people who require a service to make an informed choice.

The majority of social care services in Dumfries and Galloway are commissioned from 
external Third or Independent sector organisations. 

A continuous, strong and effective strategic commissioning cycle in order to drive 
change and improvement and deliver the efficiencies required for the future is 
absolutely critical. 

The Dumfries and Galloway Market Facilitation Plan will aim to present the Joint 
Strategic Needs Assessment (JSNA) in a way which facilitates a shared understanding 
between commissioners and providers as to levels of demand and the types of 
response needed to meet it.

7.5 Performance Management Framework - see Annex 5

The Strategic Plan articulates the direction of travel across the whole system of adult 
health and social care in improving outcomes. Therefore the delivery of the Plan 
should result in the development of sustainable skills, systems and resources that 
maximise opportunities for improvements in health and wellbeing, and the reduction 
of health inequalities.
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Consequently, the Strategic Plan will provide a framework for the change agenda 
and the established governance structure for integration will monitor the delivery of 
the Plan to ensure that the ambitions of the Integration Joint Board are achieved via 
integrated planning and delivery. 

A Performance Management Framework will be developed to enable the collection 
of data and ensure that as a minimum an annual report is compiled and distributed 
to the Integration Joint Board, NHS and Council. Work is underway to identify 
a performance management system that meets the requirements set out in the 
legislation. 
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Response Form and how to get in touch
Thank you for reading Dumfries and Galloway Partnership Strategic Plan Consultation 
Document 2016 -2019. 

Please help us to develop the best Plan possible for health and social care in Dumfries 
and Galloway by having your say and completing the response form below.

Please note that the deadline for responses is Friday 28th August 2015

You can:

Fill in the online survey by viewing the Consultation Document online at: 

www.dumgal.gov.uk/consultations 

Click on the link for Health & Social Care Integration/Strategic Plan

Or

Post your response to 
D&G Partnership Strategic Plan Consultation Document Response
Lochar South
Crichton Hall
Bankend Road
Dumfries
DG1 4TG
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Questions
Q1 In relation to Health and Social Care, does this Strategic Plan address the most 
important issues for Dumfries and Galloway? 

Yes No

If no, please give your reasons why not.

Q2 The key challenges contained within this document are:

• Health inequalities leading to poorer outcomes for people’s health and wellbeing

• Increasing number of people with multiple long term conditions, including 
dementia requiring higher levels of support to enable them to live independently 
and at home or in a homely setting in the community

• Lack of appropriate housing to meet projected demand in areas where people 
wish to live, creating unsustainable and imbalanced communities.

• Increasing number of Carers requiring greater levels of support to reduce any 
negative impact of their caring role on their own health and wellbeing

• Maintaining high quality, safe care and protecting vulnerable adults in the face of 
increasing need and reducing resources

• Future sustainability of primary (including GPs and out of hours), and community-
based services 

• Reducing working age population resulting in fewer people to care for an 
increasing number of older people

• National challenges in relation to the recruitment of health and social care 
professionals

• Present and anticipated rise in hospital admissions and delayed discharges 
resulting in increased pressures across all of health and social care

Do you think these challenges are the right ones?

Yes No

If no, please give your reasons why not.
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Q3 Have we missed anything really significant out of this document? If so, what?

Q4 Is there anything else you would like to tell us before we prepare the next 
consultation of this Plan?

Q5 Do you wish to receive an acknowledgement that your comments have been 
received? 

Yes No

Q6 Do you wish to be sent a copy of the consultation on the next stage of the Plan? 

Yes No

If you have answered Yes to either Q5 or Q6, please provide your name and contact 
address (email preferred) below:

Name

Address/email address

Please complete the Equality monitoring form over leaf so we can be sure we know 
we are treating you fairly and with respect, and delivering the services you need.
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Equality Monitoring form
We need this information to make sure we are 
treating you fairly and with respect, and delivering the 
services you need.  

We will keep your information confidential.  We will 
make sure that you cannot be identified through 
reports on the results of this survey.

Please tick the relevant box in each section, or fill in 
the details as appropriate.

Part 1 Where do you live?

Please tick the box next to your postcode.

DG1 DG7 DG13

DG2 DG8 DG14

DG3 DG9 DG16

DG4 DG10 KA6

DG5 DG11 ML12

DG6 DG12 Other

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

Part 2  What is your gender?

Male Other 

Female
Prefer not to 
say 

Part 3  Have you ever identified as a transgender 
person?

Yes Not sure 

No Prefer not to say 

Part 4  What is your age?

0 to 15 55 to 64

16 to 24 65 to 74

25 to 34 Over 75

35 to 44 Prefer not to say

45 to 54

Part 5 

Do you consider yourself disabled?

Yes No
Prefer not to 
say

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

Yes No
Prefer not to 
say

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

Mobility Eyesight

Hearing Speech

Physical co-
ordination

Physical capacity

Learning disability Mental illness

Severe 
disfigurement

Prefer not to say

Other (please give brief details)

Part 6 What is your sexual orientation?

Bisexual Heterosexual

Gay or Lesbian Prefer not to say

Other (please give brief details)

Part 7 What is your ethnic group? 

Choose one section from A to G, then tick one box 
which best describes your ethnic group or background.

A White

Scottish English

Welsh Northern Irish

Irish Gypsy or Traveller

Polish 

Other White ethnic group (please write in)

B Mixed or multiple ethnic group

Any mixed or multiple ethnic group  (please write in)
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C Asian, Asian Scottish or Asian British

Pakistani, Pakistani Scottish or Pakistani 
British
Indian, Indian Scottish or Indian British

Bangladeshi, Bangladeshi Scottish or 
Bangladeshi British
Chinese, Chinese Scottish or Chinese British

Other (please write in)

D African

African, African Scottish or African British

Other (please write in)

E Caribbean or Black

Caribbean, Caribbean Scottish or Caribbean 
British
Black, Black Scottish or Black British

Other (please write in)

F Other ethnic group

Arab, Arab Scottish or Arab British

Other (please write in)

G Prefer not to say

Part 8  What is your religion or belief?

Atheist or none Hindu

Church of Scotland Humanist

Roman Catholic Jewish

Other Christian Muslim

Baha’i Pagan

Buddhist Sikh

Other (please write in) 

 

Prefer not to say
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DUMFRIES and GALLOWAY NHS BOARD 
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2015 
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Sponsoring Director: 
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Director of Finance 
 

Date:  13 July 2015  
 
 
RECOMMENDATION 
 
The Board is asked to discuss and consider this report. 
 
 
 
CONTEXT 
 
Strategy / Policy : 
 
The Board has a statutory financial target to deliver a breakeven position against its 
Revenue Resource Limit (RRL). 
 
Capital Allocations of £10.187m have been received from Scottish Government 
Health and Social Care Directorate (SGHSCD) to the end of June 2015. 
 
Organisational Context / Why is this paper important / Key messages: 
 
The Board has a statutory financial target to deliver a breakeven position against its 
Revenue Resource Limit (RRL).  The financial position presented reflects the initial 
revenue resource limit set by the Scottish Government which is in line with the LDP. 
The Acute Services Redevelopment Project has required that £9m of funding over 
the last two years has been banked with the Scottish Government that will be drawn 
down in future years to support transitional costs.   
 
This report reflects the Quarter One performance for 2015/16 and provides a 
summary of the main financial issues during this period, including the delivery 
against efficiency plans, the growing pressure on medical locum costs, as well as 
pressures within the Acute and Diagnostics directorate as it continues to meet 
Access Targets. 

Agenda Item 87 
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The year to date (YTD) position of £404k overspend, highlights the increasingly 
difficult financial challenge facing the Board in delivering a breakeven position 
against a background of escalating finance pressures across the system. 
 
Capital Expenditure of £0.205m has been incurred to the end of June 2015. 
 
 
GLOSSARY OF TERMS 
 
ADTC  - Area Drugs and Therapeutics Committee 
ASRP  - Acute Services Redevelopment Project 
CIG   - Capital Investment Group 
CNORIS - Clinical Negligence and Other Risks Scheme 
CRES  - Cash Releasing Efficiency Scheme 
CRU  - Compensation Recovery Unit 
DGRI  - Dumfries and Galloway Royal Infirmary 
IM&T  - Information Management and Technology 
IPTR  - Individual Patient Treatment Request 
LDP  - Local Delivery Plan 
MYR   - Mid-Year Review 
QOF  - Quality and Outcomes Framework 
PFI  - Private Finance Initiative 
RRL  - Revenue Resource Limit 
SGHSCD - Scottish Government Health & Social Care Directorates 
SMC  - Scottish Medical Consortium 
UNPACS - Unplanned Activity 
WTR  - Working Time Regulations 
YTD  - Year To Date 
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MONITORING FORM 
 

Policy / Strategy Implications 
 
 

Supports agreed financial strategy in Local Delivery 
Plan 

Staffing Implications 
 

Not required 

Financial Implications 
 
 
 

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

Consultation / Consideration 
 

Board Management Group 

Risk Assessment 
 

Financial Risks included in paper 

Sustainability 
 

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

Compliance with Corporate 
Objectives 
 

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

Single Outcome Agreement 
(SOA) 
 

Not required 

Best Value 
 
 
 

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

Impact Assessment 
 
Financial decisions are impact assessed at the point service and financial planning 
and therefore no specific action required for this paper. 
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Summary Financial Position 2015/16 
 
1. The Board has a statutory financial target to deliver a breakeven position 

against its Revenue Resource Limit (RRL).  Whilst there are significant 
pressures developing in the first Quarter’s performance so far this year, overall 
the Board is forecast to have a breakeven position (no additional carry forward) 
in 2015/16. The forecast position is being worked through in detail as part of the 
quarter one financial review and will be reported to the September Performance 
committee. 

 
2. This report is to provide the Board with a monthly update on progress towards 

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

 
 
Financial Position 
 
3. The Board is reporting an over spend of £404k against budgets based on three 

months expenditure to 30th June 2015.  This is as per the financial analysis 
presented in Appendix 2.  This position reflects the growing pressures that were 
identified last year and continue to be incurred so far this year. Specifically, 
pressures around the increasing costs associated with medical locum cover for 
vacancies, delivering the Access Targets, Primary Care Prescribing, as well as 
the on-going gap in delivery of savings schemes are the main areas for 
concern.  

 
 
Key Financial Risks 
 
4. The key financial risks as identified in the Quarter One position for NHS 

Dumfries and Galloway are summarised as follows: 
 

• Delivery of in-year Cash Releasing Efficiencies Savings, indentifying 
recurring plans to ensure these are identified in full by the year end 
(£2.7m recurring gap). 

 
• The continued high costs associated with medical locums and cover of 

medical staffing rotas (£2.9m YTD). 
 
• GP prescribing and the uncertainty of possible future unknown costs 

(£243k YTD). 
 
• The on-going costs of maintaining and achieving Access Targets, 

particularly in relation to activity sent outside of the Health Board’s 
services, provided by other Health Boards on our behalf (£1.3m Annual 
budget agreed YTD, with on-going discussions with the SG on additional 
investment to achieve Targets for the remainder of the year). 
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Revenue Resource Limit (RRL) 
 
5. The Revenue Resource Limit is notified monthly by the Scottish Government 

Health & Social Care Directorates (SGHSCD) and once the baseline allocation 
has been issued, further allocations are issued in year. 
 

6. The forecast RRL for 2015/16 (excluding Family Health Services allocation) is 
£304.03m.  This includes a confirmed revenue allocation of £296.5m based on 
the June allocation schedule, with an additional £7.6m included in anticipated 
allocations which relates to funding movements we have been advised to 
expect but where the Scottish Government Health and Social Care Directorates 
have not yet confirmed formally in the allocation schedule. 
 

7. This month in particular provided confirmation of a large number of allocations, 
totalling £29.2m, the largest being £21.8m relating to the PMS Allocation, 
£2.3m for e-Health bundle and £1.3m for Public Dental Service. 

 
8. In addition Family Health Services Non Discretionary allocation of £15.5m has 

been added to this schedule to provide an overall projected Revenue Resource 
Limited for 2015/16 of £319.6m. 

 
9. Appendix 1 provides details of allocations received during June 2015. 
 
 
Efficiency Delivery Plan (CRES) 
 
10. The financial plan for 2015/16 identified the need to deliver recurring 

efficiencies of £7.96m.  This plan is split £7.5m cash releasing efficiencies and 
£460k productivity savings.  Whilst only a modest increase over last year’s 
requirement, the Directorates continue to struggle to identify the savings plan in 
full as at the end of June 2015. A plan has been agreed by the Board which 
identified efficiency schemes and this will be used to monitor and manage plans 
against in year. 
 

11. For this year a new methodology has been agreed that places greater 
emphasis on delivering the savings targets through identified workstreams, 
each led by a General Manager and an Executive Director. 

 
12. CRES targets have been removed from directorate budgets in accordance with 

where each workstream has identified specific savings. In terms of any 
remaining balance, or slippage in-year against identified schemes, this target is 
held by the Chief Operating Officer on behalf of the Operational Directorates as 
a whole, so as to ensure focus remains on the delivery of the remaining 
balance across all operational Directorates as a whole.  
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13. The Summary CRES position, by workstream, as shown in Appendix 3, is 
summarised in Table 1 below: 

 
Table 1 

    CRES GAP  

Workstream 

Original 
Recurring 
Schemes 

 
£k 

Original 
Non-

recurring 
Schemes 

£k 

Total 
Savings 

Plan 
 

£k 

In Year  
15/16 

 
 

£k 

Recurring  
16/17 

 
 

£k 

YTD 
Variance 

 
 

£k 
Acute Services 
Clinical Change 374 150 524 0 (150) 0 

Community Services 
Clinical Change 1,409 300 1,709 (430) (430) (55) 

Corporate Services 280 136 416 0 (104) 0 
Estates & Facilities 
Review 50 220 270  (200) 0 

EMI Redesign 965 0 965 (135) (135) 0 
Prescribing 2,000 0 2,000 (362) (362) (90) 
Procurement 534 20 554 0 (35) 0 
Property Strategy 100 0 100 0 0 0 
Unidentified CRES 962 0 962 (962) (1,262) (240) 
Workstream Total 6,674 826 7,500 (1,888) (2,677) (386) 
       
Productivity Savings 460 0 460 0 0 0 
Combined Total 7,134 826 7,960 (1,888) (2,677) (386) 
 
14. It is important to note that these targets do not reflect the level of savings 

relating to each Directorate, but are the total savings across the system as 
identified in each agreed workstream.  
 

15. Whilst the profile of the savings schemes to-date show an underachievement of 
£386k against CRES, from the table above, this under-scores the significant 
level of challenge that remains this year in identifying the balance of £1,888k 
for 2015/16 and the £2,677k recurrently as we move into the next financial 
year. 
 

16. The graph at Table 2 below illustrates the achievement of delivery against each 
workstream for 2015/16 financial year. This has been updated as part of the 
review of the month 3 position, reflecting a worsening in the position of £440k 
in-year and £519k recurrently. 
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Table 2 

 
 

17. Risk analysis of the deliverability of the current CRES plan has been reviewed 
as at end of month 3 and shows that 32% of schemes are now high risk, 41% 
are medium risk and 27% are low risk, which is an increased risk profile from 
the LDP position. 

 
18. Detailed monitoring of all the efficiency schemes is carried out on an ongoing 

basis by the Efficiency Group, supported by the Senior Finance Team, to 
assess and highlight risks of CRES delivery. 

 
19. Directorates are currently reviewing existing plans across each workstream and 

have been asked to prepare update reports as part of the Quarter 1 Reviews, 
with the aim of presenting a fully identified position in the August CRES 
workshop. 

 
 
Progress on Workstream Plans 
 
20. The Acute and Diagnostics Directorate leads on the Acute Services Clinical 

Change workstream for CRES this year. To date this workstream has identified 
and delivered £131k of savings with a further £393k identified in the later part 
of the year. However with £150k of savings identified only non-recurrently, this 
forms part of the overall recurring gap on CRES of £2.7m. The remaining 
CRES gap from 2014/15 relating to Acute and Diagnostics has now been 
bridged recurrently before identification of new schemes for 2015/16. 
 

21. The EMI strategy CRES workstream is held within Mental Health which is on 
target to deliver £965k in total. However due to slippage in providing notice to 
providers,  there is a current gap of £134k against this workstream. This will be 
considered as part of the Quarter One review on how best to alleviate the 
slippage this year. 

 
22. The Estates and Facilities Review CRES workstream, together with the 

Property Strategy workstream have identified £270k of savings potential this 
financial year, £200k of which will be identified non-recurrently. 
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23. The Community Services Clinical Change CRES workstream has identified a 
total of £1.3m of savings schemes in 2015/16 against an original plan of 
£1.7m. Slippage on one of the schemes reflects the reduced savings 
achievement of £200k, this year, whilst non-recurring savings account for 
£300k. 

 
24. The Women and Children’s Directorate forms part of the Community Services 

Clinical Change CRES workstream, contributing £220k of the schemes 
included in this area. To date these schemes are being reported as 
unachieved, resulting in a £55k underperformance YTD. 

 
25. The Corporate Services CRES workstream has identified a total of £416k of 

savings schemes in 2015/16 £104k of which will be identified non-recurrently. 
Each Director is aware of the remaining level of challenge expected to ensure 
recurrent delivery of these targets as we move into 2016/17. 
 
 

Operating Directorates Summary 
 
26. The operational Directorates are showing an overspend position as at 30th of 

June of £294k of which £240k (82%) relates to unidentified CRES YTD. 
 

27. The table below highlights the summary variance by operating service as at 
end of June 2015; 
 

Directorate YTD Budget 
£k 

YTD Actual 
£k 

YTD 
Variance 

£k 
Acute & Diagnostics Directorate 
Facilities & Clinical Support 
Mental Health Directorate 
Primary & Community Care 
Women & Children’s Directorate 
Operational Services CRES 

21,205 
4,252 
4,986 

15,023 
4,790 
(240) 

21,377 
4,285 
4,868 

14,999 
4,780 

0 

(172) 
(33) 
117 

24 
10 

(240) 

Sub Total–Operating Directorates 50,015 50,310 (294) 
 
28. The main pressures facing the Operational Directorates are mainly related to 

pressures within Acute and Diagnostics, Primary Care Prescribing and the 
YTD gap on 2015/16 CRES plans. The sections below highlight the main 
issues affecting each Directorate. 
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Acute and Diagnostic Services 
 
29. The main pressure within Acute and Diagnostics this month reflects the 

increased level of Emergency activity experienced across the Directorate in the 
first 3 months of this year compared to last year. 

30. This has resulted in a 3.5% increase in emergency theatre activity (over the 
same period last year) and consequently increased expenditure on 
consumables relating to this area. 
 

31. The cost pressures identified across consumables last year were funded non-
recurrently as work progressed in identifying the underlying reasons for 
increasing costs associated with this increasing level of activity last year. These 
cost pressures have been highlighted through cost pressures again this year 
but as yet no funding has been agreed until further information is provided, 
analysing the reasons for increasing expenditure on consumables. 

 
32. In addition further increases in costs relate to increasing travel costs associated 

with discharging medically fit patients and preventing delayed discharges (£40k 
YTD). 

 
33. Pays, whilst £51k underspent YTD, masks an underlying pressure on the 

continued high level of sickness across nursing areas, off-setting vacancies 
elsewhere across specialties.  
 

34. Medical Pays are currently £24k under spent as at the end of June, after 
additional locum funding of £391k was released to budget in the month, 
increasing the YTD support to £1,157k. This reflects the additional costs of 
covering locum pressures, the most significant of which are in Cardiology, 
Radiology, Urology and General Medicine.  There has been little net movement 
in the number of vacancies over quarter 1 (with 25 vacancies now across the 
Directorate). There are 4 new consultants starting in the coming weeks/months, 
but unfortunately this has been off-set through recent retirements and 
resignations within the consultant cohort which will impact in 
August/September. 

 
35. Pressures continue to increase on the delivery of the Access Target, which, 

whilst currently showing no variance to YTD Budget will begin to out-strip the 
funding set aside for this financial year. The main increase YTD relates to the 
number of orthopaedic patients sent to the private sector so far this year. This 
has also had a knock-on impact upon postage costs in ensuring the TTG is 
delivered (£12k). 

 
36. The largest financial risks associated with delivering a Break-even position for 

Acute and Diagnostics Directorate will continue to be the management of 
providing safe and sustainable clinical care with the increasing numbers of 
vacancies across Medical staffing, the on-going costs of hitting the Access 
Targets, increased expenditure related to the increasing levels of activity and 
the identification of recurring CRES solutions. 
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Mental Health Directorate 
 
37. The Mental Health Directorate are reporting an underspend of £117k at June 

2015 (£69k underspend at May), with £67k of this within staffing budgets. 
 

38. Medical staffing is underspent by £38k year to date, arising from a mixture of 
vacancies in junior doctor posts and a consultant vacancy in Substance 
misuse.  The level of underspend within nurse staffing budgets is currently 
£33k at June, arising mainly from vacancies across both inpatient and 
community services. It is anticipated that a number of these posts will be filled 
imminently. 

 
39. The Income over-performance of £31k reflects the recovery of salary costs of 

staff on secondment, with the resultant income budget now built into the EMI 
redesign CRES achievement. 

 
 
Facilities & Clinical Support 
 
40. Facilities & Clinical Support are reporting an over spend of £33k at 30th June 

2015.  
 

41. The majority of the overspend to date reflects pressures identified within the 
Laundry service associated with increased activity of 15% compared to 
previous year’s activity and increased above inflationary pressures across 
catering provisions. This equates to the £78k overspend in Non-pays YTD. 
Some non-recurring funding was made available last year (£93k) to off-set the 
increasing costs of laundry services across the organisation, as changes to 
infection control procedures were adopted across all community hospitals. 

 
42. Pays continues to be underspent (£72k) reflective of the number of vacancies 

across the service. In particular, vacancies across CSSD, telephony and 
catering account for the majority of the YTD underspend. 

 
 
Primary and Community Care Directorate 
 
43. Primary and Community Care Directorate is reporting an overall underspend of 

£24k to June 2015 (£83k underspend at May). This includes an over-spend on 
Primary Care Prescribing of £243k YTD (£196k at May). 
 

44. As there is currently only one month’s Primary Care prescribing actuals data 
for 2015/16, this has been accrued for the further 2 months to give an 
overspend of £243k (3.7%), based upon the one month’s data and May’s 
volume indication. Whilst this is a prudent assumption for the YTD position, it 
does reflect known volume increases across Primary Care Prescribing 
nationally as well as the level of slippage on CRES schemes to-date.  With the 
appointment of the new Prescribing Finance Manager, further analysis will be 
undertaken with the Pharmacy team to identify the main issues responsible for 
this continued increase in volume and any price related cost pressures.  
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45. The Pays position across the Directorate largely off-sets the adverse 

Prescribing variance, reporting an overall underspend of £193k across all 
areas. Nursing pays together with administrative vacancies account for £93k of 
the total underspend on Pays, with Medical staff £20k underspent and 
Ancillary staffing £40k underspent. The majority of the Nursing vacancies are 
across the cottage Hospitals in Annandale and Eskdale in particular.   

 
 
Women and Children 
 
46. The Women and Children’s Directorate is reporting an overall underspend of 

£10k to June 2015 (break-even at May) largely down to vacancies across 
Nursing areas (£109k cumulatively). The £47k overspend across Medical 
staffing reflects additional hours undertaken by Paediatric Registrars in April as 
well as other doctors covering colleague’s on-call. The £34k overspend in 
Obs/Gynae relates to payments made to Consultants covering a colleague’s 
on-call. In addition there was a pressure against Specialty Doctors budget as 
extra hours paid covering a Registrar vacancy from June. 

 
47. Non-pays across Women and Children’s Directorate are broadly break-even, 

apart from the, as yet, unidentified CRES target, culminating in a YTD variance 
of £89k (£125k of which is carried forward from 2014/15 and the £230k initially 
identified within the Community Services Clinical Change Workstream project 
for 2015/16). 

 
 

Corporate Services 
 
48. The Corporate Directorates are reporting an overall under spend of £142k.  

This is mainly related to the level of vacancies across the pays budget within 
Public Health, Nursing, workforce and Finance Directorates, resulting in an 
overall under spend on pays of £104k (£72k underspend at May). The most 
significant underspend is within the Public Health Directorate which is showing 
an underspend of £91k (on-going vacancies across the service). 
 

49. The underspend in non pays of £70k relates mainly to the Medical Directorate 
with underspends in non pays within Dental, Education Centre and E Health.   
 
 

Strategic Services 
 
50. Strategic services has an over-spend of £251k at June 2015 (£17k Overspend 

at May). The main reason for this relates to the increased SLA with Lothian in 
externals, reflecting a combination of increasing activity and complexity re-
worked through the ECCM costing methodology. This represents an annual 
increase of £750k over the original SLA in 2014/15 and continues to be 
discussed with NHS Lothian colleagues. 
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51. Central income is below plan by £48k mainly due to an under achievement in 
income relating to NES Medical training income of £28k and an under 
achievement of RTA income of £18k.    
 

52. Primary Care budgets comprise payments to primary care contractors 
including General Practitioners, Dentists, Opticians and Pharmacists.  Budgets 
are under spent by £36k at end of June 2015. 

 
 
Non-core Expenditure 
 
53. Non core expenditure comprises spend on depreciation, PFI charges, certain 

provisions and building impairments and is funded by a separate Revenue 
Resource Limit. 

54. The non-core budget is £5.964m, with a breakdown of the expenditure as 
follows: 

 
 

Area Annual Budget 
£000 

PFI Depreciation 173 
Provisions 100 
Depreciation 4,691 
Annually Managed Expenditure (impairments) 1,000 
Total 5,964 

 
 
Capital Expenditure Update 
 
55. To the end of June 2015 a capital allocation of £10.187m has been received, 

which is no increase to that previously reported to Board in June. 
 
56. An increase in allocation of £0.186m is anticipated in respect of the equipping 

costs for the Acute Services Redevelopment Project (ASRP) due from Health 
Facilities Scotland (HFS). 

 
57. A reduction in allocation of £0.369m is anticipated in respect of a capital grant 

as part of the ASRP project required to be paid to Dumfries and Galloway 
Council for the works to the Dumfries road network as part of planning 
approval. 

 
58. The final anticipated allocation for the year is currently £10.004m. 
 
 
Budget and Expenditure Update 
 
59. The table below shows the revised budget position and expenditure to 

June 2015 which has been adjusted to reflect changes in anticipated 
allocations. 
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2015-16 Capital Budget 
Approved 

June 
Return to 
SGHSCD / 

Anticipated 

Total budget 
to be 

approved 
Expenditure 
to June 2015 

£000s £000s £000s £000s 
Women and Children’s Services Hub 3,143 0 3,143 160 
Acute Services Enabling Works 3,478 0 3,478 1 
Replacement Programme 2,800 0 2,800 40 
Developments 937 0 937 4 
HFS Equipping 0 186 186 0 
Gross Direct Capital Expenditure 10,358 186 10,544 205 
Capital Grant 369 (369)  0 0 
Net Direct Capital Expenditure 10,727 (369) 10,544 205 
Less Capital Income - NBV  (540) 0 (540) 0 
Net Capital Expenditure 10,187 (183) 10,004 205 

 
 
Quarter One Review 

 
60. As in previous years we will undertake a more detailed review of the financial 

position once the June 2015 results are known. 
 
61. This will incorporate a review of the projected outturn position at that time 

highlighting any risks and opportunities which have arisen in the first quarter of 
the 2015/16 financial year. 

 
 
Key Financial Risks 
 
62. The NHS Board is asked to note the following key financial risks as at the end 

of June; 
 

• Continuing  medical vacancies, combined with significant increased 
locum expenditure to cover; 

• Recurrent identification and achievement of CRES; 
• Prescribing pressures, given the delay in up to date 15-16 costs and the 

assumed level of savings targeted towards this area; 
• Increasing levels of activity across Acute and Diagnostics, reflecting the 

pressure of achieving the Access Targets as well as genuine increases 
in activity across all areas 
 

63. The report includes the following appendices: 
 

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

 
ii. Appendix 2 provides a detailed analysis of the budgeted and actual 

financial position by operating directorate for period to 30th June 2015.  It 
identifies variances against budget and also highlights where CRES targets 
have not been allocated to operating budgets. 
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iii. Appendix 3 summarises the CRES plan for 2015/16. 
 
iv. Appendix 4 provides a summary of expenditure variances across the 

organisation by expenditure type.  This provides a more detailed analysis of 
expenditure patterns per directorate. 

 
v. Appendix 5 provides further detail behind the under and overspends in 

nursing pay budgets. 
 
vi. Appendix 6 provides details of expenditure on locum staff. 
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Author: 
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Sponsoring Director: 
Julie White 
Chief Operating Officer 
 
 

Date:   15th July 2015  
 
 
RECOMMENDATION 
 
The Board is asked to discuss and note the contents of this report. 
 
 
CONTEXT 
 
Strategy / Policy: 
 
Waiting Times / Patient Access 
 
Organisational Context / Why is this paper important / Key messages: 
 
This report is split into three sections. Section 1 provides information on the level of 
clinical activity and access times achieved within services to 30/06/2015. 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 June 2015. has seen an increase in inpatient TTG breaches, but slight 
decreases in both outpatient and diagnostic breaches. Cancer access targets both 
remain at 100%, 18 week RTT remains above target and Emergency Department 4 
hour performance remains strong (above 97% for the second month in a row). Bed 
days lost to delayed discharges reduced in month, however levels of overdue return 
outpatient appointments increased and remain a key priority area for action. 
 
 
 

 
 
 
 
 
 

Agenda Item 88 
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GLOSSARY OF TERMS 
 
HEAT - Health Improvement, Efficiency, Access and Treatment 

Quality and Patient Experience  
ED - Emergency Department 
BADS - British Association of Day Surgery  
DNA - Did not attend  
TTG - 84 Day Treatment Time Guarantee 
AMU - Acute Medical Unit 
ISD - Information Services Division 
QoF - Quality Outcome Framework 
DGRI - Dumfries and Galloway Royal Infirmary 
GCH - Galloway Community Hospital 
LDP - Local Delivery Plan 
LUCAP - Local Unscheduled Care Action Plan 
INR - International Normalised Ratio 
ENT - Ear Nose and Throat 
PCCMB - Primary and Community Care Management Board 
HMB - Hospital Management Board 
STARS - Short Term Assessment and Reablement Service 
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MONITORING FORM 
 

Policy / Strategy  Waiting Times 
 

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

Financial Implications Discussed with Director of Finance and Chief 
Operating Officer  
 

Consultation / Consideration As above 
 

Risk Assessment Not applicable 
 

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

Compliance with Corporate 
Objectives 
 

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

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

and Galloway. 
 

Single Outcome Agreement 
(SOA) 
 

Not applicable 

Best Value Complies with key principles: 
• Commitment and leadership 
• Sound governance at a strategic, financial and 

operational level 
• Sound management of resources 
• Use of review and option appraisal 

 
Impact Assessment  
 
Not Required 
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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 June 2015 under the 
84 day Treatment Time Guarantee (TTG). The appendix also shows waiting times 
for ‘stage of treatment’ targets at 30/06/2015 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 960 in-patients / day cases in the month of June 2015 and of these, 
there were 38 TTG breaches (4.0%). 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 412 TTG breaches since October 2012 when the 
legal guarantee came into place. During this time, a total of 27634 patients have 
been treated, with TTG breaches representing 1.5% of this total. 
 
  Financial Year To 

Date 30/06/2014 
Financial Year To 
Date 30/06/2015 

Inpatient/Daycases Treated Outwith Guarantee Date 58 81 
Inpatient/Daycases Treated Within Guarantee Date 2820 2528 
TTG Breach (%) 2.0% 3.1% 

 
 
TTG breaches in June were predominantly in the Orthopaedic and Oral / 
Maxillofacial specialties. In the case of Orthopaedics, we are conducting specialty 
specific demand and capacity work around the Inpatient/Daycase figures in order to 
inform sustainable planning of the Orthopaedic service. For Oral / Maxillofacial 
surgery our single handed consultant has resigned from post and we will need to do 
a fundamental review of what this service looks like for the future. In the short term 
we will be looking for solutions across boards and other acute specialties in order to 
maintain service provision  
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The directorate is still aiming towards an internal standard of 9 weeks to improve the 
achievement of the 12 week target. By booking to 9 weeks this will provide a 3 week 
window to address any unforeseen circumstances, the Government are aware of our 
current position and our recovery plan. 
 
Note: Current Scottish Government guidelines mean that a TTG breach is recognised on the day that the patient is treated, 
beyond the 84 day guarantee period. As the Performance Report cycle has to cut off at every month end and report the position 
at the last day of each month a scenario can arise whereby the 84 day period can have elapsed but the patient has not 
received treatment until into the next reporting month. The reporting convention is therefore that patients who breach the TTG 
will be reported against the month in which they were actually treated. 
 
Out-patients 

 
At the end of month snapshot, there were 7033 people waiting for a consultant-led 
new out-patient appointment. Of this total there were 494 breaches (7.0%) 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 in-
patient waiting times, i.e., following the calculation rules described within the TTG 
regulations. 
 
As of April 2015, the new national target is a 95% compliance with a stretch target of 
100%. The format of the chart below will therefore be adapted in future to show 
compliance to the minimum 95% target. 
 
 Trend 

 
Analysis 
 
The predominant specialties contributing to the outpatient breaches in May were 
again Neurology. Unfortunately we have as previously indicated had no success in 
recruiting to our vacancy for a Consultant Neurologist; however we have secured 
high quality locum cover in the short to midterm which will allow us to accommodate 
a large number of the patients waiting over 12 weeks. Secondly, within 
Orthopaedics, we are progressing through an action plan with the senior 
management team to address capacity issues.  
 
Within Ophthalmology, we had successful interviews for vacancies with new 
candidates being appointed to commence late summer which should begin to 
address capacity issues.  
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Diagnostics 
 
At the month end snapshot, there were 1,308 patients waiting to undergo key 
diagnostic tests. Of this total, there were 22 breaches of our internal 4 week 
treatment standard (1.7%).  
 
We operate and report to a 4 week standard for diagnostic tests, although the 
national target we are held accountable for is 6 weeks. Against the national 6 week 
target there were 5 breaches (0.4%). 
 
Trend 
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Cancer Treatment 
 
Monthly Trend – management information 
 
Most recent 
period of 
measurement 

Waiting Time Standard Target Actual 

 
May 2015 
(Management 
Information) 

 
31 days from decision to treat to first 
cancer treatment  

95% 100.0% 

 
62 days from urgent referral with a 
suspicion of cancer to first cancer 
treatment 

95% 100.0% 

 

 
 
 
Analysis 
 
Performance for the 31 day target has remained at 100% for the fifth month in a row 
and performance for the 62 day target remained at 100% for the second moth 
running. 
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18 Week Referral to Treatment Standard 
 
Measure 
 

Period Target Actual 

Linked Pathways 
 June 2015 90% 94.7% 

Performance 
 June 2015 90% 90.0% 

 
 

 
Analysis 
 
Since the beginning of the new calendar year we have seen a sustained 
improvement in our ability to link pathways at around 95% (in excess of the 90% 
target).  In terms of the overall 18 week performance for those linked pathways, the 
most recent month has seen a reduction in performance however we remain on or 
above the 90% target. 
 
As we improve out outpatient and inpatient positions we will continue to improve our 
performance and this will allow us to deliver closer to our internal target of getting to 
95% performance.  
 
Note: The 18 week standard is different to the Treatment Time Guarantee and also the out-patient and diagnostic ‘stage of 
treatment’ standards in that it is a measure of the whole pathway from referral up to the point the patient is treated. The target is 
90% for both measures (90% for Performance and Linked Pathways). 
 
‘Linked Pathways’ is a measure of the percentage of patient journeys for which we have data relating to the entire journey or 
pathway from referral to treatment. ‘Performance’ measures the percentage of complete journeys which have taken no more 
than 18 weeks to complete. 
 
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 Most recent period 

of measurement 
 

Target Actual 

 
% of ED waits under 4 hours 
 

 
June 2015 

 
95%* 

 
97.4% 

 
 
Attendances per 100k 
population (rolling 12 month average) 

 

 
June 2015 

 
** 

 
2,551 

 
*.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. 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 101 four hour breaches in June 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 meeting 
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 ED Attendance 
Rate 

12 Month Rolling 
Average 

Jul 2013 4,360 150,270 2,901 - 
Aug 2013 4,249 150,270 2,828 - 
Sep 2013 3,930 150,270 2,615 - 
Oct 2013 3,687 150,270 2,454 - 
Nov 2013 3,436 150,270 2,287 - 
Dec 2013 3,750 150,270 2,496 - 
Jan 2014 3,665 150,270 2,439 - 
Feb 2014 3,460 150,270 2,303 - 
Mar 2014 3,955 150,270 2,632 - 
Apr 2014 3,951 150,141 2,632 - 
May 2014 4,174 150,141 2,780 - 
Jun 2014 4,124 150,141 2,747 2,593 
Jul 2014 4,207 150,141 2,802 2,584 
Aug 2014 4,114 150,141 2,740 2,577 
Sep 2014 4,085 150,141 2,721 2,586 
Oct 2014 3,766 150,141 2,508 2,590 
Nov 2014 3,583 150,141 2,386 2,599 
Dec 2014 3,632 150,141 2,419 2,592 
Jan 2015 3,623 150,141 2,413 2,590 
Feb 2015 3,396 150,141 2,262 2,587 
Mar 2015 3,876 150,141 2,582 2,583 
Apr 2015 3,742 150,141 2,492 2,571 
May 2015 4,004 150,141 2,667 2,562 
Jun 2015 3,926 150,141 2,615 2,551 

 
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: 
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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 
 

b. Continued focus upon delays in discharge supported by the weekly meeting 
outlined under delayed discharge and the introduction of patient flow co-
ordinators 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. 
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Delayed Discharge Performance 
 
The chart below shows delayed discharges over the last 12 months expressed as 
bed days lost.  

 
 
In June, bed days lost to delayed discharge were 660. 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. 

• Weekly delayed discharge meetings 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. 

•  Patient Flow Co-ordinators are managing the flow of patients ensuring that each 
individual is on the correct pathway. They are currently undertaking some small 
tests of change in specific wards with DGRI.  

• Transport Hub – a four week trial is currently in progress with Rural Transport 
Solutions, Scottish Ambulance Service and the Royal Voluntary Service. This trial 
will ensure the efficient utilisation of the most appropriate mode of transport for 
the person being discharged from hospital. 

• 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.  
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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 no more than 10% of AHP MSK referral are waiting more 
than 4 weeks for their appointment at the month end census point. 
 

 
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. 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 June 2015 
 
Inpatient/Daycases               
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New Outpatients (Consultant-Led) 
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Diagnostics (Scopes)     
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2. CURRENT PERFORMANCE AGAINST CLINICAL EFFICIENCY TARGETS 
 
The table below shows the current performance against our internal clinical 
efficiency targets. 
 

 
• ALOS based on all non routine episodes and not completed hospital stays 
• Pre-operative LOS is for elective surgical procedures. 
• Cancelled Operations on Mon-Fri scheduled morning / afternoon sessions 
 
Elective Cancellations  
 
There were 109 elective cancellations in the month of June 2015. This represented 
7.4% of the planned elective programme in month.  
 
The following chart shows the trend over the last 12 months. 
 

 
Month                                   Actual Target DNA/Patie Patient Not List Operation Other Number of 

Efficiency Targets Internal 
Target 

Actual 
Performance (June 
2015) 

RAG 
Status 

Day Case rates (BADS procedures) 81.5% 82.9% Green 
 

Non elective In-patients Average 
Length of Stay (days) 

8.0 7.6 Green 

Review per new out-patient 
attendance (ratio) 

1.9  2.3 (year to date) Amber 

Out-patient DNA rates New 4.8% 6.0% (year to date) Amber 
 

Return TBC 6.3% (year to date) TBC 
 

Pre-operative Length of Stay (days) 0.58 0.17 Green 
 

Elective Operations cancelled by 
Theatre 

7% 7.4% Amber 

No of Sleepers  TBC 169 TBC 
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Performance 
(%) 

(7%) nt Refusal Fit/Prepare
d 

Overrun/E
quipment 
Not Ready 

No Longer 
Required 

Cancellatio
ns 

Jul 2014 10.8% 7.0% 43 56 14 18 20 151 
Aug 2014 8.0% 7.0% 41 30 10 25 14 120 
Sep 2014 8.6% 7.0% 47 45 16 20 12 140 
Oct 2014 8.4% 7.0% 45 42 8 14 19 128 
Nov 2014 6.9% 7.0% 41 35 2 20 9 107 
Dec 2014 7.1% 7.0% 34 46 3 18 14 115 
Jan 2015 10.1% 7.0% 51 52 12 14 21 150 
Feb 2015 7.7% 7.0% 45 34 9 11 14 113 
Mar 2015 8.3% 7.0% 42 48 17 10 20 137 
Apr 2015 7.5% 7.0% 31 48 4 10 21 114 
May 2015 8.1% 7.0% 32 40 9 14 11 106 
Jun 2015 7.4% 7.0% 33 40 8 16 12 109 

 
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.  
 
3. ACTIVITY 

 
The activity tables below show year to date activity levels to the month of June 2015 
v the same time period in previous fiscal year across a range of measures. 
 
Activity 

 
  Activity Type April – 

June 
2014/15 

April – 
June 

2015/16 

% 
Change 

Source 

Emergency Department Attendances 
(Planned) 

490 473 -3.5% EDIS/TED 

Emergency Department Attendances 
(Unscheduled) 

12249 11671 -4.7% EDIS/TED 

Non-Elective Admissions (excluding Mental 
Health & Obstetrics) 

4396 4557 3.7% Topas 

Elective Daycases (excluding Mental Health & 
Obstetrics) 

3477 3532 1.6% Topas 

Elective Inpatients (excluding Mental Health & 
Obstetrics) 

1102 858 -22.1% Topas 

Births 305 353 15.7% Scottish Birth 
Record 

Obstetric Admissions 396 445 12.4% Topas 
New Outpatient (Dr-Led) All Booked Slots 10583 10701 1.1% Topas 
New Outpatient (Dr-Led) DNAs 620 646 4.2% Topas 
Return Outpatient (Dr-Led) All Booked Slots 24073 24641 2.4% Topas 
Return Outpatient (Dr-Led) DNAs 1540 1549 0.6% Topas 
Radiology (GP referral based activity) 4760 4657 -2.2% RIS 
Mental Health Admissions 358 374 4.5% Topas 

NOT  PROTECTIVELY MARKED 
 

152



Occupied Beds 
 
Ward Set Description April – June 

2014/15 
April – June 

2015/16 
% Change Source 

Community 9532 9670 1% Topas 
DGRI Day Surgery 776 919 18% Topas 
DGRI Main Wards (not 17) 22815 22556 -1% Topas 
External eg GJ, Carrick Glen 314 306 -3% Topas 
Galloway 3414 2463 -28% Topas 
Maternity 951 1383 45% Topas 
Mental Health 7269 6616 -9% Topas 
 
 
Return Out-patient Appointments 
 
At the end of June 2015, there were 7,652 patients waiting to come in for a Doctor-
led return out-patient appointment, of which 1548 were in the ‘Before Latest Date’ 
category. Appendix 2 contains a chart showing a full specialty breakdown for the 
month of June 2015. The following chart and table shows the trend in the last 12 
months.  
 

 
Month 0-6 Weeks 

Beyond 
Latest Date 

6-9 Weeks 
Beyond 

Latest Date 

9-12 Weeks 
Beyond 

Latest Date 

12+ Weeks 
Beyond 

Latest Date 

Total Beyond 
Latest Date 

Jul 2014 2,387 850 621 2,358 6,216 
Aug 2014 2,250 759 595 2,183 5,787 
Sep 2014 2,405 710 592 2,357 6,064 
Oct 2014 2,109 720 617 2,294 5,740 
Nov 2014 2,052 675 531 2,257 5,515 
Dec 2014 2,106 653 538 2,195 5,492 
Jan 2015 2,089 604 516 2,305 5,514 
Feb 2015 1,867 604 432 2,236 5,139 
Mar 2015 2,026 495 468 2,215 5,204 
Apr 2015 2,149 591 362 2,262 5,364 
May 2015 2,211 641 452 2,212 5,516 
Jun 2015 2,532 706 532 2,334 6,104 
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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.   
 
We are currently progressing a trial of virtual clinics. This is being rolled out across 
all specialities to allow clinicians a better overall view of the requirement for patients 
to attend a return outpatient appointment. Also referral pathways and management 
of test results are being looked at as further options 
 
The top three impacting specialties in terms of +12 week waits beyond the tolerance 
window are Ophthalmology, Urology and Gastroenterology. The following actions are 
being taken to reduce these backlogs: 
 
Ophthalmology 
 
We had successful interviews in Ophthalmology with new candidates being 
appointed to commence late summer. There continues to be additional vacancies in 
both 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. We have recently 
brought in a locum in order to bring this back under control. 
 
Urology 
 
A combination of a new Clinical Nurse Specialist joining the team on 1st July and a new 
middle grade doctor who will take in a broader scope of work should see a reduction in 
return waits in the coming months. 
 
 
4. Conclusions 

 
The month of June 2015. has seen an increase in inpatient TTG breaches, but slight 
decreases in both outpatient and diagnostic breaches. Cancer access targets both 
remain at 100%, 18 week RTT remains above target and Emergency Department 4 
hour performance remains strong (above 97% for the second month in a row). Bed 
days lost to delayed discharges reduced in month, however levels of overdue return 
outpatient appointments increased and remain a key priority area for action. 
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APPENDIX 1 – WAITING TIMES POSITION AT END June 2015 
 
 
In-patients / Day Cases treated - in month calculation 
 
Specialty 0-6  

Weeks 
6-9  

Weeks 
9-12  

Weeks 
12+  

Weeks 
Total 

Oral - MaxFac 62 20 57 15 154 
Orthopaedics 14 20 104 14 152 
Ophthalmology 55 29 82 6 172 
Urology 18 5 46 2 71 
Vascular Surgery 7 5 5 1 18 
Gastro-Enterology 4 0 0 0 4 
Haematology 5 0 0 0 5 
Anaesthetics 7 1 16 0 24 
Community Dental 7 2 13 0 22 
Medical Paediatrics 7 4 0 0 11 
Ear Nose & Throat 12 3 25 0 40 
General Medicine 17 0 0 0 17 
Cardiology 20 2 0 0 22 
Gynaecology 57 13 7 0 77 
General Surgery 71 58 42 0 171 
Total 363 162 397 38 960 
 
Diagnostics waiting list analysis – at month end 
 
Internal 4 Week Target 
 
Description 0-4  

Weeks 
4+  

Weeks 
Total 

Magnetic Resonance Imaging 227 12 239 
Cystoscopy 92 5 97 
Colonoscopy 110 3 113 
Endoscopy 181 2 183 
Flexible Sigmoidoscopy 27 0 27 
Non-obstetric Ultrasound 423 0 423 
Computer Tomography 226 0 226 
Total 1286 22 1308 
 
National 6 Week Target 
 
Description 0-6  

Weeks 
6+  

Weeks 
Total 

Cystoscopy 94 3 97 
Magnetic Resonance Imaging 238 1 239 
Colonoscopy 112 1 113 
Endoscopy 183 0 183 
Flexible Sigmoidoscopy 27 0 27 
Non-obstetric Ultrasound 423 0 423 
Computer Tomography 226 0 226 
Total 1303 5 1308 
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New Outpatient (Consultant-Led) waiting list analysis – at month end 
 
Specialty 0-6  

Weeks 
6-9  

Weeks 
9-12 

Weeks 
12+ 

Weeks 
Total 

Neurology 90 37 34 164 325 
Orthopaedics 787 283 210 114 1394 
Ophthalmology 510 188 125 83 906 
Dermatology 347 147 114 44 652 
Gastro-Enterology 144 48 46 29 267 
Diabetes 50 13 14 21 98 
Rheumatology 125 56 49 11 241 
Ear Nose & Throat 346 130 60 7 543 
Urology 168 59 41 6 274 
Medical Paediatrics 148 37 8 4 197 
Endocrinology 44 12 6 3 65 
Gynaecology 274 32 20 3 329 
General Surgery 464 54 9 2 529 
Nephrology 10 0 0 1 11 
Geriatric medicine 52 6 0 1 59 
Cardiology 248 91 54 1 394 
Clinical Chemistry 4 1 1 0 6 
Rehabilitation Medicine 5 1 0 0 6 
Communicable Diseases 6 0 0 0 6 
Palliative Medicine 9 1 1 0 11 
Clinical Oncology 10 0 0 0 10 
Haematology 13 2 0 0 15 
Endocrinology & 
Diabetes 

16 1 0 0 17 

General Medicine 20 4 2 0 26 
Respiratory Medicine 38 9 1 0 48 
Vascular Surgery 47 4 0 0 51 
Orthodontics 77 26 2 0 105 
Anaesthetics 80 36 19 0 135 
Oral - MaxFac 268 42 3 0 313 
Total 4400 1320 819 494 7033 
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APPENDIX 2 - Out-patient Return Appointments (Dr. Led) waiting list 
 
Based on June 2015 month end ‘snapshot’ 
 
Specialty Before 

Latest 
Date 

0-6 
Weeks 
Beyond 
Latest 
Date 

6-9 
Weeks 
Beyond 
Latest 
Date 

9-12 
Weeks 
Beyond 
Latest 
Date 

12+ 
Weeks 
Beyond 
Latest 
Date 

Total 
Beyond 
Latest 
Date 

Ophthalmology 173 602 129 125 712 1,568 
Urology 174 334 101 42 50 527 
Gastro-Enterology 66 93 53 35 259 440 
Cardiology 211 173 48 54 116 391 
Diabetes 82 119 51 64 137 371 
Ear Nose & Throat 186 249 43 24 48 364 
Orthopaedics 104 138 34 29 101 302 
Neurology 86 87 28 16 166 297 
Dermatology 51 123 32 20 40 215 
Orthodontics 38 61 16 21 109 207 
Medical Paediatrics 77 101 19 16 58 194 
General Psychiatry 
(Mental Health) 

0 17 10 6 139 172 

Endocrinology 54 66 29 13 64 172 
General Surgery 48 62 24 12 56 154 
General Medicine 54 69 31 20 32 152 
Psychiatry of Old 
Age 

1 25 7 3 97 132 

Clinical Oncology 6 29 17 6 27 79 
Oral - MaxFac 15 13 2 9 52 76 
Child Psychiatry 6 42 4 5 20 71 
Gynaecology 50 46 10 2 13 71 
Respiratory 
Medicine 

24 18 4 1 7 30 

Haematology 20 19 1 2 3 25 
Endocrinology & 
Diabetes 

2 14 1 0 4 19 

Geriatric medicine 9 8 6 2 1 17 
Adolescent  
Psychiatry 

0 7 4 2 3 16 

Rheumatology 5 7 0 1 2 10 
Learning Disability 0 0 0 0 9 9 
Nephrology 1 5 1 1 2 9 
Clinical Psychology 0 0 0 0 5 5 
Anaesthetics 0 2 0 1 1 4 
Orthoptists 2 0 1 0 1 2 
Rehabilitation 
Medicine 

1 2 0 0 0 2 

Obstetrics 
Antenatal 

2 1 0 0 0 1 

Total 1,548 2,532 706 532 2,334 6,104 
 
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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DUMFRIES and GALLOWAY NHS BOARD 
 
3rd August 2015 
 
Review of HEAT targets and standards:  
Quarter 4 – 2014/15 Update (End of Year Report) 
 
 
Author: Chris Sanderson 
Efficiency & Productivity Manager 
 

Sponsoring Director: Julie White 
Chief Operating Officer 
 

Date:  15th July 2015  
 
 
RECOMMENDATION 
 
The NHS Board is asked to note progress on and delivery of HEAT targets and 
HEAT standards to the fourth quarter of 2014-15 (end of year update) 
 
 
 
SUMMARY 
 
Each year the NHS Board is performance managed against a balanced scorecard of 
performance indicators as agreed with the Scottish Government. The key targets 
and standards cover the following areas:  
 

• Health Improvement  
• Efficiency  
• Access  
• Treatment 
 

Board performance is monitored through a Local Delivery Plan which is developed at 
the start of each financial year when the Board agrees a performance trajectory 
against each of these targets/standards. Performance is managed against this 
trajectory and is subject to regular review by the Performance Committee and the 
NHS Board. It is also subject to assessment by the Scottish Government at the NHS 
Board’s annual Accountability Review. This is the final year of the HEAT targets and 
standards, which are being replaced in 2015-16 with LDP Standards. 
 
Key Messages: 
 
At Quarter 4, of the 14 current HEAT targets, data is currently unavailable for 2 
targets..  A further target (IVF) has no data because there were no patient referrals in 
the final quarter. Of the remaining 11 targets we are on target with 3 of them and 
below target for the other 8. More detail is available in the report itself 
 
An additional HEAT target - the Interim 95% Emergency Department access to 
treatment target - came to an end in the second quarter of 2014-15. The board 
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recorded a performance level of 96.8% in this quarter, therefore exceeding target 
 
Of the 11 HEAT Standards, the Board is exceeding target in relation to 6 of these. 
More detail is provided within the report. 
 
GLOSSARY OF TERMS 
 
HEAT   Health Improvement, Efficiency, Access and Treatment  
LDP  Local Delivery Plan  
ISD  Information Services Division  
ALOS   Average Length of Stay  
GJ  Giga-Joule  
MRSA  Methicillin-resistant Staphylococcus aureus 
MSSA  Methicillin-sensitive Staphylococcus aureus 
C.Diff   Clostridium difficile 
ABI  Alcohol Brief Intervention 
SIMD   Scottish Index of Multiple Deprivation 
SGHD   Scottish Government Health Department 
A&E  Accident and Emergency 
HAI  Hospital Acquired Infection 
CAMHS  Child and Adolescent Mental Health Services 
IVF  In Vitro Fertilisation 
CPP  Community Planning Partnership 
ISD  Information Services Division 
QOF  Quality and Outcomes Framework 
LUCAP  Local Unscheduled Care Action Plan 
ICT  Infection Control Team 
HFS  Health Facilities Scotland 
CHP  Combined Heat and Power 
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MONITORING FORM 
 

Policy / Strategy  Local Delivery Plan and HEAT Targets 
Staffing Implications None 
Financial Implications Contained within separate LDP Finance Paper to 

Board 
Consultation / Consideration For initial Local Delivery Plan 
Risk Assessment For initial Local Delivery Plan 
Sustainability For initial Local Delivery Plan 
Compliance with Corporate 
Objectives 
 

Complies with 
• to deliver excellent care that is person-

centred, safe, effective, efficient and 
reliable. 

• to reduce health inequalities across 
Dumfries and Galloway. 

Single Outcome Agreement (SOA) Not applicable 
Best Value Complies with key principles: 

• Commitment and leadership 
• Sound governance at a strategic, financial 

and operational level 
• Sound management of resources 
• Use of review and option appraisal 

Impact Assessment - Not Required 
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‘At A Glance’ Performance against HEAT Targets to Q4 2014-15 
 
At Quarter 4, of the 14 current HEAT targets, data is currently unavailable for 2 
targets. More detail is available in the report itself.  A further target (IVF) has no data 
because there were no patient referrals in the final quarter. Of the remaining 11 
targets we are on target with 3 of them and below target for the other 8. 
 
 
Health Improvement 

     

 
Actual Planned 

Data 
Date Status 

Smoking Cessation 102 353 Dec-14 Red   
Detect Cancer Early No data N/A   
Early Access to Antenatal Services 82.10% 83.50% Dec-14 Amber   

      Efficiency and Governance Improvements 
     

 
Actual Planned 

Data 
Date Status 

Financial Performance  (£000s) 2,000 2,000 Mar-15 Green   
Reduce Co2 Emissions (tonnes) 4,931.80 4,520 Mar-15 Amber   
Reduce Energy Consumption (GJ) 152,950.40 155,424 Mar-15 Green   

      Access to Service 
     

 
Actual Planned 

Data 
Date Status 

Faster Access to Mental Health Services (CAMHS) 100% 90% Mar-15 Green   
Faster Access to Pyschological Therapies 73.90% 90% Mar-15 Red   
IVF Waiting Times No patients referred from NHS DG in final quarter 

      Treatment Appropriate to Individuals 
     

 
Actual Planned 

Data 
Date Status 

MRSA/MSSA Bacteraemias 0.23 0.24 Mar-15 Green   
C.Difficile Infections ages 15+ 0.43 0.32 Mar-15 Amber   
Reduction in Emergency Bed Days ages 75+ 4,744 4,311 Jan-15 Amber   
Delayed Discharge (14 days) 7 0 Apr-15 Amber   
Dementia Post Diagnostic Support No data N/A   

 
 
The Interim 95% Emergency Department access to treatment HEAT target came to 
an end in the second quarter of 2014-15. The board recorded a performance level of 
96.8% in this quarter, therefore exceeding the interim target.  
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Health Improvement Targets 
 
H6.2 Smoking Cessation, most deprived 
 
TARGET 
 
NHSScotland to deliver universal smoking cessation services to achieve at least 
12,000 successful quits, at 12 weeks post quit, in the 40% most deprived within-
board SIMD areas over the 1 year ending March 2015. The Board target for is for 
353 successful quits in most deprived areas in 2014-15. 
 
Note that this is a one year standalone target and that the nature of the target is different from the previous 
smoking cessation target in that smoking cessation must be sustained for 3 months post-quit as opposed to one-
month previously. 
 
STATUS 
 
Latest performance data is to Q2 and shows that performance is off target 
 
PERFORMANCE ANALYSIS 
 

 
 
Our historical performance with the smoking cessation target is very strong and we 
comfortably achieved the target is 2013-14. However as indicated, the criteria of the 
target has changed making it more difficult to achieve. 
 
Stop smoking services in D&G (and across Scotland) are noticing a significant 
downturn in use of services.  As a result of this, the target has been discussed at a 
national level highlighting the challenges of delivering the 2014/15 target. This 
downturn is considered to be as a result of the rapid rise in the use of the 
E.Cigarette.  

NOT PROTECTIVELY MARKED  
 

162



 
An improvement plan has been put in place for Community Pharmacies and 
Smoking Matters Service, and along with trying to improve quitting outcomes within 
services, we also need to increase our referral numbers from Primary and 
Secondary Care, to try to address the challenge of  meeting our target. 
 
 
H10.1 Detect Cancer Early 
 
TARGET 
 
To increase the proportion of people diagnosed and treated in the first stage of 
breast, colorectal and lung cancer by 25%, by 2014/15 
 
STATUS 
 
The latest data published is to December 2013. Performance at that stage shows 
that the early detection rate was 22.2%. The planned trajectory point to the end of 
December 2014 was 24% but performance data is not available yet. 
 
PERFORMANCE ANALYSIS 
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H11.1 Early Access to Antenatal Services 
 
TARGET 
 
Across Scotland, at least 80% of pregnant women in each SIMD quintile will have 
booked for antenatal care by the 12th week of gestation by March 2015 so as to 
ensure improvements in breast feeding rates and other important health behaviours. 
The target for NHS Dumfries and Galloway is 83.5% 
 
STATUS 
 
Off target at Quarter 3 
 
PERFORMANCE ANALYSIS 
 

 
 
Performance in the quarter has slipped just below target. Actions being taken to 
bring performance back on track are: repeat awareness-raising regarding midwife as 
first point of contact and the importance of early access using national posters and 
leaflets. 
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Efficiency & Governance Improvements 
 
 
E5.1 – Financial Performance 
 
This target relates to achievement of financial performance and is reported on a 
monthly basis to the NHS Board. The board agreed to bank a £2m surplus with 
Scottish Government to be drawn down at a later date to support the transition to the 
new Acute Hospital therefore performance was on target. 
 
E8.1 Reduce C02 emissions 
 
TARGET 
 
NHS Scotland to reduce energy-based carbon emissions and to continue a reduction 
in energy consumption to contribute to the greenhouse gas emissions reduction 
targets set in the Climate Change (Scotland) Act 2009. The Board target is to reduce 
CO2 emissions from hospital sites for oil, gas, butane and propane usage annually 
by 3% to 2014/15 
 
STATUS 
 
Off target at Q4 
 
PERFORMANCE ANALYSIS 
 
Management information released by Health Facilities Scotland shows that our 
performance has a negative variance of 9.11% for Co2 emissions in the final quarter 
of 2014-15. The Board suffers from being early starters in the use of Biomass. Our 
base year already includes a significant CO2 reduction. If you take this into 
consideration a reduction of 19% was achieved. In addition the CHP installed at 
Galloway actually works against us as only fossil fuel is considered toward the CO2 
HEAT target. This added 106 tonnes to our CO2 total, when in reality if you include 
the electricity generated, it reduced our total carbon footprint by 766 tonnes (6% 
reduction) 
 

 
E8.2 Reduce Energy Consumption 
 
TARGET 
 
NHS Scotland to reduce energy-based carbon emissions and to continue a reduction 
in energy consumption to contribute to the greenhouse gas emissions reduction 
targets set in the Climate Change (Scotland) Act 2009. The Board Target is to 
continue to reduce energy consumption annually by 1% to 2014/15. 
 
STATUS 
 
On target at Q4 
 
PERFORMANCE ANALYSIS 
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Management information released by Health Facilities Scotland shows that we are 
1.59% ahead of target for energy consumption at the third quarter of 2014-15. 
 
Access to Service 
 
A12.1 Faster Access to Mental Health Services (CAMHS) 
 
TARGET 
 
Deliver faster access to mental health services by delivering 26 weeks referral to 
treatment for specialist Child and Adolescent Mental Health Services (CAMHS) 
services from March 2013; reducing to 18 weeks from December 2014 
 
STATUS 
 
HEAT Target Achieved at Q4 2014-15 
 
PERFORMANCE ANALYSIS 
 

 
 
Performance has remained at 100% throughout the year against the official target of 
90% 
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A12.2 Faster Access to Psychological Services 
 
TARGET 
 
Deliver faster access to mental health services by delivering 18 weeks referral to 
treatment for Psychological Therapies from December 2014 
 
STATUS 
 
Trajectory off target at Q1 2014-15 
 
PERFORMANCE ANALYSIS 

 
 
Performance to Q4 2014-15 showed that 73.9% of patients referred received 
treatment within 18 weeks against a trajectory target of 90% - an improvement 
against the Q3 position of 69.5% 
 
New appointments have helped us to get back on track but the service still has a 
number of staff on maternity and leave and on long term sick.  
 
Further consideration is being given to other improvement methods to move towards 
consistent achievement of the target. These measures were set out in a recent 
response the board provided to Scottish Government who monitor all health Boards 
performance closely. 
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A13.1 IVF Treatment Waiting Times 
 
TARGET 
 
Eligible patients will commence IVF treatment within 12 months by 31 March 2015 
 
STATUS 
 
No patient referrals in Q4 2014-15 
 
PERFORMANCE ANALYSIS 
 

 
 
Patients eligible for IVF treatment within Dumfries and Galloway are referred to a 
tertiary centre for treatment. In Quarter 4, no patients were referred for IVF treatment 
therefore there was no data upon which performance could be measured. Data for 
Q2 and Q3 of 2014/15 showed performance at 100%, meeting the HEAT target.  
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Treatment Appropriate to Individuals 
 
T11.1 MRSA/MSSA Bacterium 
 
TARGET 
 
Further reduce healthcare associated infections so that by March 2015 NHS Boards’ 
staphylococcus aureus bacteraemia (including MRSA) cases are 0.24 or less per 
1,000 acute occupied bed days  
 
STATUS 
 
On target at Q4, 2014-15 
 
PERFORMANCE ANALYSIS 
 

 
 
There has been a huge amount of effort put in place to reduce the SAB infection 
rates co-ordinated by the Infection control team. The rate has been steadily reducing 
and it is pleasing to note that in Q4 our rate dropped to 0.23 – just under the 0.24 
target. 
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T11.2 Clostridium difficile infections in ages 15+ 
 
TARGET 
 
Further reduce healthcare associated infections so that by March 2015 NHS Boards’ 
rate of Clostridium difficile infections in patients aged 15 and over is 0.32 cases or 
less per 1,000 total occupied bed days. 
 
STATUS 
 
Off target at Q4, 2014-15 
 
PERFORMANCE ANALYSIS 
 
The chart below shows the recent trend in performance. 
 

 
 
There have been many actions taken to address the causes of Clostridium difficile 
and great reductions in cases have been seen. However, we are now at a point 
when only marginal gains can be made and as such the infection control team are 
digging even deeper into root cause analysis and surveillance.  
 
Whilst hospital antimicrobial prescribing audits have been demonstrating a high level 
of compliance with mandatory measures the ICT and Antimicrobial Management 
Team (AMT) have agreed to extend the scrutiny of antimicrobial prescribing to look 
at fields which are not included in the national surveillance, specifically community 
prescribing for cellulitis and that the indication for the antibiotic is recorded in the 
medicine prescribing sheet as well as the patients notes. 
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T12.1 Reduction in emergency bed-days for patients aged 75+ 
 
TARGET 
 
Reduce the rate of emergency inpatient bed days for people aged 75 and over per 
1,000 population by at least 12% between 2009/10 and 2014/15 across NHS 
Scotland. The Board exit target for 2014-15 is for no more than 4,274 occupied bed 
days per 1,000 population (75+) (rolling 12 month average).  
 
STATUS 
 
Off target at end October 2014 
 
PERFORMANCE ANALYSIS 
 

 

 
 
Due to a time lag on the availability of this data, performance to the end of Q4 2014-
15 is not available yet. Performance ending January 2015 shows that the Board 
recorded a rate of 4,744 occupied bed days per 1,000 population aged over 75 
(rolling 12 month average) against a trajectory point target of 4,311  
 
Whilst it is pleasing to note the recent trend has seen month on month reductions, at 
present, we are slightly above the trajectory point due to higher than predicted 
admissions and an increase in delayed discharges. Strategies to avoid unscheduled 
admissions are contained within our Local Unscheduled Care Action Plan. 
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T15.1 14 Days Delayed Discharge 
 
TARGET 
 
No-one will wait more than 28 days to be discharged from hospital into a more 
appropriate care setting, once treatment is complete from April 2013; followed by a 
14 day maximum wait from April 2015. 
 
STATUS 
 
Off trajectory point at the April 2015 census point 
 
PERFORMANCE ANALYSIS 

 
Performance at the census point in April showed that there were 7 delayed 
discharges over 2 weeks in excess of the target of zero. 
 
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. 
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• 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.  

 
 

T16.1 14 Dementia Post-Diagnostic Support 
 
TARGET 
 
To deliver expected rates of dementia diagnosis and by 2015/16, all people newly 
diagnosed with dementia will have a minimum of a year’s worth of post-diagnostic 
support coordinated by a link worker, including the building of a person-centred 
support plan. 
 
STATUS 
 
Data for the target is currently under development. The Board submitted a risk 
narrative as part of the 2013/14 LDP submission, and a performance trajectory as 
part of the 2014/15 LDP submission. The last update from Scottish government was 
that data systems and definitions were still under development. 
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Performance against HEAT Standards Q3 2014-15 
 
Performance against HEAT Standards should be considered with equal weighting to 
the delivery of HEAT targets. The difference between targets and standards is that 
the targets are developmental taking performance from a baseline position to a 
target over a period of time across an agreed trajectory. Having raised performance 
levels, some targets become HEAT standards which have to be maintained going 
forward. There are currently 11 HEAT Standards. 
 
Please see the table below which summarises the most recent performance data 
available. 
 

Standard Definition 
 
Target 
 

Period Actual 

12 Week First 
Outpatient 
Appointment 

No patient will wait longer than 12 weeks from referral 
(all sources) to a first outpatient appointment (measured 
on month end Census).  

0 Mar-15 401 

48hr access GP 
Practice Team 
-or- 
Advance booking to 
GP Practice Team 

1. Provide 48 hour access ~or~  
2. Advance booking 
...to an appropriate member of the GP Practice Team. 

1. 90% 
2. 90% 2013/14 1. 95.4% 

2. 84.2% 

18 weeks Referral to 
Treatment 

90% of planned / elective patients to commence 
treatment within 18 weeks of referral 90% Mar-15 90.4% 

Sickness Absence 
Rate 

NHS Boards to achieve a sickness absence rate of 4% 
from 31 March 2009. 
 

4% 
 Mar-15 5.1% 

4 Hour Accident and 
Emergency 
Treatment 

98% of patients will wait less than 4 hours from arrival to 
admission, discharge or transfer for accident and 
emergency treatment. 

98% Mar-15 96.8% 

Cancer Waiting 
Times (31 days) 

95% of all patients diagnosed with cancer to begin 
treatment within 31 days of decision to treat, and 95% of 
those referred urgently with a suspicion of cancer to 
begin treatment within 62 days of receipt of referral. 
 

90% Mar-15 100% 

Cancer Waiting 
Times (62 days) 95% Mar-15 93.3% 

Alcohol Brief 
Interventions 

NHS Boards and Alcohol and Drug Partnerships (ADPs) 
will sustain and embed alcohol brief interventions (ABI) 
in the three established settings (primary care, A&E, 
antenatal). In addition, they will continue to develop 
delivery of alcohol brief interventions in wider settings. 

1,629 
(p/a) Mar-15 2,622 

Alcohol Brief 
Interventions 
% of Standard 
Delivered 

100% Mar-15 161.0% 

Alcohol Brief 
Interventions 
% delivered in 
priority areas 

90% Mar-15 149.8% 

Drug & Alcohol 
Referral to 
Treatment 

90% of clients will wait no longer that 3 weeks from 
referral received to appropriate drug or alcohol 
treatment that supports their recovery. 

90% Mar-15 79.4% 

 
 

NOT PROTECTIVELY MARKED  
 

174



Conclusions 
 
At Quarter 4, of the 14 current HEAT targets, data is currently unavailable for 2 
targets. A further target (IVF) has no data because there were no patient referrals in 
the final quarter. Of the remaining 11 targets we are on target with 3 of them and 
below target for the other 8. 
 
An additional HEAT target - the Interim 95% Emergency Department access to 
treatment target - came to an end in the second quarter of 2014-15. The board 
recorded a performance level of 96.8% in this quarter, therefore exceeding target. 
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MONITORING FORM 
 
Policy / Strategy  None 

 
Staffing Implications None 

 
Financial Implications None 

 
Consultation / Consideration None.  However, Briefing is populated with 

items of interest provided by any member of 
staff. 
 

Risk Assessment Not applicable. 
 

Sustainability Not applicable. 
 

Compliance with Corporate Objectives 
 

Corporate Objective 4 

Single Outcome Agreement (SOA) 
 

Not applicable. 

Best Value Not applicable. 
 

Impact Assessment 
Not applicable. 
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Joint working: ‘Boots’ and the Macmillan Cancer Information and Support 
Centre 
Nationally, over recent months, Macmillan Cancer Support, in partnership with 
‘Boots’  has provided extra training for some of the beauty advisors employed in the 
stores. Locally, the Dumfries branch of Boots has benefited by the fact that two of 
their staff have received such training. This has enabled the advisors to provide 
specific advice to people living with cancer. 
They can help people by informing them about coping with changes to skin, nails 
and hair during cancer treatment and assisting them to manage the alterations in 
appearance which may ensue after a cancer diagnosis. 
Locally, some joint working has been developed between the Macmillan Cancer 
Information and Support Centre (CISC) within DGRI and advisors in the Dumfries 
Boots store.  The CISC holds information about this new service and patients who 
are being fitted for a prosthesis as a consequence of their diagnosis or/ and 
treatment will be offered the relevant ‘Boots’ leaflet in the Macmillan Centre. 
Meanwhile, if the beauty advisors, during a consultation, identify that someone is in 
need of further support on any cancer-related issue, they can signpost that person 
directly back to the CISC.  Furthermore, it is anticipated that the Boots beauty 
advisors will input to the next ‘After treatment Finishes’ course which will be 
facilitated by the manager of the centre in a local hotel in the autumn. 
This planned course will be the fifth of its type to be held over the past two years.  
The format of it recognises that after a spell of treatment eg surgery, radiotherapy or 
/ and chemotherapy, people often feel abandoned and low in mood.  Addressing 
issues such as fatigue management, diet and healthy eating, altered body image and 
‘moving on’ after cancer treatment can help people cope with the challenges and 
issues which now face them. 
It is thus anticipated that this joint working initiative between cancer services within 
NHS Dumfries and Galloway and ‘Boots’ will be one way in which those living with 
cancer in the local community can be further supported. 
 
Strategic Plan for Health and Social Care Integration – Consultation 
The document sets out the case for change, key challenges for health and social 
care and we how plan to address these. It has been developed by listening to local 
people, people who use health and social care services, families and Carers, partner 
organisations and staff.  
 
The link below will take you to a webpage where you can access the Consultation 
Document, two easy read supporting documents and a survey monkey to submit a 
response. 
www.dumgal.gov.uk/consultations  
 
The closing date for responses is 5 pm on Wednesday 26 August.  
 
Falls Awareness Event  
A successful Falls Awareness Event took place at Dumfries and Galloway Royal 
Infirmary in June.  A full packed programme gave an opportunity for meaningful 
discussions between patients, relatives and staff around falls prevention.  
 
Display stands and 2 afternoon sessions, shared the fantastic work being carried out 
by the falls work stream group to meet the national SPSP AIM: To reduce the 
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number of falls in hospital by 25% and falls with harm by 25%, by December 2015 as 
well as a number of educational and practical resources, 100 pairs of anti slip socks 
were given away. 
 
Display stands were positioned in the dining room and main reception and both 
gathered a lot of attention over the 3 days, Dining room- 96 staff & visitors, Main 
reception -74 Patients, visitors and staff stopped to share experiences and make use 
of available resources   
 
Session 1 – 36 staff discussed and shared learning on: 

• Falls documentation;  
• Effective use of Datix to report and learn from incidents;  
• Prevention awareness  

 
Session 2 – Gave an opportunity to have an interactive demonstration of the Hover 
jack & Hover matt, 50 additional staff are now able to use this equipment to safely 
assist a fallen person.  
 
We would like to say a big thank you to all areas for releasing staff, making the 
sessions and awareness of this important work a huge success.  
 
‘We can all work together to reduce patient falls in hospital!’ 
 
If you would like any further information about falls, please contact: Patient Safety 
Team on dumf-uhb.PatientSafety@nhs.net or ext 36323 
 
Critical Care Handbook 
A number of clinicians have been engaged in a project to create a Critical Care 
Handbook for Global Surgery. This work, edited by consultants, Fanus Dreyer and 
David Ball is now available for free download at www.albacccd.com.   
 
The handbook has already been downloaded in more than 40 countries and 
requests have been received for French and Spanish translations for use in West 
Africa and South America.  
 
This groundbreaking publication will help improve the standards of treatment to 
countless individuals in the developing world and I am extremely proud of the leading 
roles played by our clinicians in its creation. Congratulations to all involved in this 
work of truly global significance. 
 
Kate Granger’s Hello My Name Is ... comes to Dumfries 
Over 130 NHS staff and the University of the West of Scotland nursing students 
gathered at Easterbrook Hall in June to hear Dr Kate Granger talk about her 
inspirational #Hellomynameis... campaign. Dumfries was the only Scottish stop on 
her weeklong 1600 mile tour of 15 healthcare organisations across Britain. 
 
Kate is a 31-year-old married consultant from Yorkshire who specialises in the care 
of the elderly. She also has terminal cancer. Since being diagnosed in 2011, Kate 
has experienced what it is like to be a patient and it was after an unplanned spell in 
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hospital to deal with an infection following a routine stent exchange that 
#hellomynameis was born. 
 
Her idea is a simple one; to use social media primarily to remind, encourage and 
inspire healthcare staff to introduce themselves to their patients.  
 
After finishing her talk, Dr Kate Granger was joined on stage by Dr Ken Donaldson to 
answer questions from members of NHS staff and UWS Students. 
 
Celebrating Excellence Awards Friday 18 September 
In order to recognise the dedication and acknowledge the numerous achievements 
of staff, we are hosting the fourth annual Celebrating Excellence Awards Ceremony 
at Easterbrook Hall on Friday 18 September.   
 
Scottish Health Awards  
Nominations are now open for the Scottish Health Awards 2015. 
 
The Awards recognise the important contribution of those working in and with the 
NHS in Scotland to provide the very best of health and care services to the people of 
Scotland. 
 
There are 16 Scottish Health Award categories and nominations can be made by 
anyone, including the general public. The nomination period runs for 10 weeks until 
Tuesday 1 September. 
 
The winners in each category will be announced at the Awards Ceremony on 
Wednesday 4 November 2015 at the Corn Exchange, Edinburgh. 
 
Further information about the Scottish Health Awards can be found by visiting:   
www.scottishhealthawards.com  
 
Social Media Update 
To date the Twitter account www.twitter.com/DGNHS has 3,752 followers, have 
posted or re-tweeted 4,085 tweets relating to our own news, awareness events or re-
tweeting other organisations health message and follow 286. There are 1,808 people 
liking our Facebook page www.facebook.com/NHSDG  
 
New Appointments 
Dr Sara Jarvis has been appointed as Consultant in ENT started in July. 
 
Loyalty Awards  
The following members of staff have received Loyalty Awards in and agreed for their 
names to be published: 
 
 
Catherine 
Donaldson 

Healthcare Support 
Worker 

Dalveen Ward, 
Midpark 

30/04/1990 

Helen Cluckie Nursing Auxiliary Newton Stewart Health 
Centre 

22/05/1990 

Lynn Pennycook Domestic  Allanbank 03/02/1990 
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Robert Cochrane Healthcare Support 
Worker 

Galloway Community 
Hospital 

11/06/1990 

Janet Grimley Registered Nurse Lochmaben Hospital 18/06/1990 
Jane Roberts Domestic Assistant DGRI 04/06/1990 
Keith Wilson Specialist Biomedical 

Scientist 
Pathology 03/01/1990 

Linda Hanley Lead Sonographer X Ray, DGRI 01/05/1989 
Heidi Rafferty Administrator Estates, Criffel, CRH 04/04/1990 
 
 
Retirements 
 
Leslie Rankin (Financial Services Team - Payroll) retired in May 2015.   He 
commenced with NHS in 1972 working in stores moving into payroll department in 
1973.   
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Freedom of Information – 1 May 2015 to 30 June 2015  
 
A total of 76 requests were received in this reporting period May (36) and June (40).   
 

Ref Status  Received Description Closed 
15-147 Media 01/05/15 1. How many children aged under 16 were referred for drug and/or alcohol treatment between 

April 2013-April 2015 inclusive?     2. Can you please breakdown by year?     3. Please list 
reasons for referral?     4. How many were referred due to i.) their own substance misuse?     ii.) 
parental or substance misuse by another relative?     5. Can you please break this number down 
by age and by sex?     6. Can you please breakdown by either drink or drug misuse?     7. 
Please advise the youngest person to be referred for i.) their own substance misuse ii). parental 
or other relative substance misuse?     

27/05/15 

15-148 Political 01/05/15 1. The number of single day surgery/ outpatient procedures for trimming mesh tape, used to 
treat Stress Urinary Incontinence, carried out each year from January 1st 2007 until April 30 
2015 2. The number of single day surgery/ outpatient procedures for trimming mesh tape, used 
to treat Pelvic Organ Prolapse, carried out each year from January 1st 2007 until April 30 2015 
3. Information pertaining to previous or current policy on procedures to for the treatment of 
Stress Urinary Incontinence or Pelvic Organ Prolapse. This should incorporate a copy of any 
policy, internal Board report, Board paper or any other document that discusses the boards 
policy on these conditions and the different treatments available for them 4. Information that 
confirms whether your board followed your own policy when introducing mesh implants to treat 
stress urinary incontinence and pelvic organ prolapse.   

28/05/15 

15-149 Business 05/05/15 1. ICT Strategy- I require the document that hold future plan and strategy of the organisation’s 
ICT department. 2. ICT Departmental Business Plan 3. ICT Technical Strategy. 4. ICT Structure 
5. ICT Capital budgets and programmes If you feel that your organisation or the department hold 
other documents that relate to my request or the document above please send them accordingly. 
Lead member: Cabinet Member for ICT and Telecommunications come under?     Please can 
you provide me with their direct contact details including their Full Name, Actual Job Title, 
Contact Number and Direct Email Address?      

28/05/15 

15-150 Other 05/05/15 How many children aged 10 or under have received treatment for mild to moderate depression, 
stress or general anxiety disorder within the last five years( from January 1 2010 until December 
31 2014)?      Can you provide a breakdown of how many patients were treated per year please, 
as well as the five year total?     

28/05/15 
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15-151 Academic 05/05/15 Under the terms of the Freedom of Information (Scotland) Act 2002 please disclose the following 
information for each year of 2010-2014: [1] The number of freedom of information requests 
received by the authority. [2] The number of freedom of information requests refused – in full and 
in part - and, in particular, the number refused on the grounds of the cost exemption. [3] The 
number of fees notices issued, if any, and the number of fees notices paid. [4] The revenue 
collected in payment for each of the fees notices.  

01/06/15 

15-152 Business 05/05/15 Please could you let me know the number of people admitted to hospital or visiting A&E suffering 
from sunstroke, sunburn and/or heat-related injuries for 2011/2012, 2012/2013 and 2013/2014?     
If possible, could you also break these down by: Month/Gender/Age groups: under 10, 10 – 19, 
20 – 29, 30 - 39 etc Please could you let me know the number of people admitted to hospital or 
visiting A&E suffering from sunstroke, sunburn and/or heat-related injuries for 2011/2012, 
2012/2013 and 2013/2014?     If possible, could you also break these down by: 
Month/Gender/Age groups: under 10, 10 – 19, 20 – 29, 30 - 39 etc 

28/05/15 

15-153 Organisation 05/05/15 What arrangements are in place in NHS Dumfries and Galloway to fund DBS procedures; What 
arrangements are in place in NHS Dumfries and Galloway to fund follow up care for people who 
have received DBS; Which neurosurgical centre(s) people living in NHS Dumfries and Galloway 
are referred to for DBS; How NHS Dumfries and Galloway ensures that people who have 
received DBS can access follow up care in the first year after surgery, and where that care is 
delivered ; How NHS Dumfries and Galloway ensures that people who have received DBS can 
access follow up care after the first year post-surgery, and where that care is delivered  

28/05/15 

15-154 Business 06/05/15 Please state the number of vials dispensed from your pharmacy in this period, if the number for 
wet AMD is not known, then regardless of reason for use. Lucentis (ranibizumab) Injections 
Avastin (bevacizumab) Injections Eylea (aflibercept) Injections Illuvien (Fluocinolone) Impants 
Ozudex (Dexamethasone) Implants Total Vials / Implants Vials / Impants for Wet Age Related 
Macular Degeneration (wAMD) 

28/05/15 

15-155 
 
 
 
 
 
 
 

Media 07/05/15 Can you tell me for each of the following years - 2010/11, 2011/12, 2012/13, 2013/14 and 
2014/15 - how many people in Scotland were given methadone on the NHS. Can you please 
provide the total number of prescriptions made and the total cost of supplying methadone for 
each year. Can you tell me, for each year, how many people died where methadone was a factor 
in their death?     And for each year, how many died where methadone was present in their 
body. Can you please provide a breakdown of age groups for each year, for example 1,500 
people in their twenties, 4,678 in their thirties, etc, for each decade. And can you tell me, if 
possible, how long the person on methadone for the longest has been given methadone by the 
NHS (eg 20 years).       

28/05/15 
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15-156 Business 06/05/15 SSI (surgical site infection) rate in hemiarthroplasty procedures carried out in 2014 please and 
broken down per hospital. 

01/06/15 

15-157 Media 11/05/15 1.Can you tell me please how many times in each of the following three years – 2014-15, 2013-
14 and 2012-13 – security staff at hospitals were called to restrain patients. 2.For each year, can 
you please break this down into patients under the influence of alcohol, patients under the 
influence of drugs and patients with dementia or Alzheimer’s disease. 3.For each of these, can 
you please provide as many details as possible on the behaviour of the patient and why they 
needed to be restrained. 4.For each year, where security staff were called to deal with dementia 
patients, can you tell me how many times restraints were used?     Please provide details of the 
restraints used and any restraints available for use by hospital staff. 5.For each year, where 
security staff were called to deal with dementia patients, in each case where were the patients 
taken afterwards (eg a private locked room or alternative hospital/secure unit/nursing home)?     
6.For each year, can you please tell me how many times police were called to a hospital to deal 
with dementia patients, provide the name of the hospital in each case and provide details of why 
police were called. 7.Where this happened, please include whether the patient was charged, the 
date when they were charged and, if you have this available, what they were charged with. 8.In 
each year, how many staff were injured by dementia patients?     Please provide details of the 
injuries suffered. 9.For each year, please provide the number of complaints received about 
dementia patients being restrained by hospital staff or security staff. 10.Is there a ban on security 
staff restraining patients any circumstances within the health board?      

01/06/15 

15-158 Other 11/05/15 Read for Good are a charity providing books and storytellers for children in hospital. As part of 
our extending programme we are looking for the following statistical information for 2013-14 ( if it 
is possible for 2014-2015 , that would be preferable )  - Total number of paediatric inpatient 
admissions  - Inpatient Admissions by age group <Age 0 <Age 1-4 <Age 5-9 <Age 10-14 <Age 
15 <Age 16 <Age 17 < Age 18  - Paediatric Inpatient admission  by gender breakdown - Average 
length of stay for paediatric inpatients 

01/06/15 

15-159 Business 11/05/15 Total amount the Trust spent on agency/locum doctors 2014/2015 (April – March) For this 
information to be broken down by speciality and grade. 

01/06/15 

15-160 Media 11/05/15 The number of people being treated by your NHS board for “selfie addiction” or any kind of 
condition/illness arising from taking too many “selfie” pictures * Details of how long they have 
been individually treated for, and the cost of treatment * The number of people being treated for 
self-esteem issues arising from the use of social media * Details of how long they have been 
individually treated for, and the cost of treatment * I would like the information to be provided for 
the years 2012, 2013 and 2014  

04/06/15 
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15-161 Media 11/05/15 1.Can you tell me please for each of the following years – 2014-15, 2013-14, 2012-13, 2011-12 
and 2010- 11 – how many people have been hospitalised after taking NPS. 2.For each year, can 
you please break these down into the following age groups – 10-15, 16-20, 21-25, 26-30, 31-35, 
36-40, 41-45 and 46-50. For those under the age of 25, if you could please tell me how old each 
of these people admitted was, I would be very grateful. 3.Can you also break down the results to 
show the medical reasons why the people were admitted to hospital and please note where they 
were admitted to intensive care. 4.Can you please provide the number of deaths where NPS 
were a factor in each year. 

04/06/15 

15-162 Media 14/05/15 1. How many a) asylum seekers and b) refugees are in the books of each GP surgery in your 
health board area listed per surgery. 2. How many patients in total are in the books of each GP 
surgery in the area listed per surgery. 3. The cost of interpreting services to each health board in 
the financial years of 2010/11 and 2013/14. 

04/06/15 

15-163 Other 14/05/15 How many Consultant Paediatrician Posts / Vacancies were advertised by your respective Trust 
between the dates 1st April 2014 and present.  

04/06/15 

15-164 Media 14/05/15 1. The number of times that Dumfries and Galloway Royal Infirmary (DGRI) has declared a 
norovirus outbreak on site between January 1, 2010 and May 14, 2015?     2. The total number 
of ward closures at DGRI due to norovirus between January 1, 2010 and May 14, 2015?     3. A 
break down of the number of patients and staff at DGRI who reported norovirus symptoms 
during each individual outbreak at the hospital between January 1, 2010 and May 14, 2015?      

12/06/15 

15-165 Organisation 15/05/15 1. Does your organisation provide a community dental service*?     *By community dental service 
we mean a service that provides dental care in community settings to patients who require 
retreatment on a referral basis. Community dental services provide dental care to children and 
vulnerable adults, including elderly and housebound people, people with physical disabilities or 
mental illness.Yes, we do provide a community dental service. Please continue to Question 2 
No, we do not provide a community dental service, please provide the name of the organisation 
that provides this service in your geographical area. You do not need to respond to the 
remainder of this FOIA.2. How many community dental service(s)* are provided by your 
organisation?    *Community dental services providing dental care to a population living in a 
particular geographical area, not specific functions or parts of a service. Number of service: [ ]3. 
What geographical area(s) does this service/these services cover?    4. Currently, how many 
(headcount)* dentists are employed by your organisation on community dentists’ terms and 
conditions in each of the following grades?     Dental Officer:Senior Dental Officer:Specialist 
Dental Officer:Assistant Clinical Director:Clinical Director or CADO:Other dentist:5. Currently, 
how many whole time equivalent* (WTE) dentists are employed by your organisation on 

18/05/15 
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community dentists’ terms and conditions in each of the following grades?    *By ‘whole time 
equivalent’ we mean total hours worked by all dentists divided by average hours worked by a 
full-time dentist.Dental Officer:Senior Dental Officer:Specialist Dental Officer:Assistant Clinical 
Director:Clinical Director or CADO:Other dentist:6. Overall, how many dentists (headcount) were 
employed by your organisation on community dentists’ terms and conditions?    Number of 
dentists: [ ]7. Of those community dentists who were employed by your organisation on 1st April 
2014, how many were still employed on 1st April 2015?    Number of dentists: [ ]8. Currently, 
how many (headcount) dentists are employed by your organisation on community dentists’ terms 
and conditions in a permanent post in each of the following grades?    Dental Officer:Senior 
Dental Officer:Specialist Dental Officer:Assistant Clinical Director:Clinical Director or 
CADO:Other dentist:9. Currently, how many (headcount) dentists are employed by your 
organisation on community dentists’ terms and conditions in a temporary post in each of the 
following grades?    Dental Officer:Senior Dental Officer:Specialist Dental Officer:Assistant 
Clinical Director:Clinical Director or CADO:Other dentist:10. Currently, how many community 
dentist positions (headcount) are vacant in each of the following grades?     Dental Officer:Senior 
Dental Officer:Specialist Dental Officer:Assistant Clinical Director:Clinical Director or 
CADO:Other dentist:11. Currently, how many (headcount) of those dentists who are employed 
by your organisation on community dentists’ terms and conditions are on the highest salary point 
on the pay scale within their grades?    Dental Officer:Senior Dental Officer:Specialist Dental 
Officer:Assistant Clinical Director:Clinical Director or CADO:Other dentist:12. During the last 
financial year (between 1st April 2014 and 31st March 2015), how many (headcount) posts 
became vacant in each of the following grades?    Dental Officer:Senior Dental Officer:Specialist 
Dental Officer:Assistant Clinical Director:Clinical Director or CADO:Other dentist:13. During the 
last financial year (between 1st April 2014 and 31st March 2015), how many (headcount) vacant 
posts were advertised for in each of the following grades?    Dental Officer:Senior Dental 
Officer:Specialist Dental Officer:Assistant Clinical Director:Clinical Director or CADO:Other 
dentist:14. During the last financial year (between 1st April 2014 and 31st March 2015), how 
many (headcount) vacant posts were filled* in each of the following grades?    * please do not 
include any partially filled positions Dental Officer:Senior Dental Officer:Specialist Dental 
Officer:Assistant Clinical Director:Clinical Director or CADO:Other dentist: 

15-166 Organisation 18/05/15 ADHD Services for Adults 11/06/15 
15-167 Media 18/05/15 A yearly breakdown of the number of elective knee replacements to have been cancelled over 

the last five years A yearly breakdown of the number of elective knee replacements that were 
due to take place over the last five years A yearly breakdown of the number of elective gall 
bladder removals to have been cancelled over the last five years A yearly breakdown of the 

12/06/15 
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number of elective gall bladder removals that were due to take place over the last five years A 
yearly breakdown of the number of Tonsillectomies to have been cancelled over the last five 
years A yearly breakdown of the number of Tonsillectomies that were due to take place over the 
last five years A yearly breakdown of the reasons given for the cancellation of the procedure 

15-168 Business 19/05/15 Who is the main contact for management and decision making for your renal unit and acute 
wards for water treatment system(s)?     What is their email address?     What is their phone 
number?     What is/are the make(s) and model(s) of the water treatment system(s) used in your 
renal units and your acute wards?     Please indicate the year of purchase of each system. Is/are 
the system(s) dual or single stage?     Do you have a central delivery system (CDS) for acid 
concertate for your renal units and acute wards?      If so what is the age of the system(s)?     
What make and model is the system(s)?     Do your renal unit and acute wards water treatment 
system(s) use a heat disinfection process?     Please indicate which system(s) listed in question 
2 have this facility Is the water treatment system used in your renal unit and acute wards under a 
service contract?     What is the approximate month and year of planned replacement of the 
water treatment system in your renal unit and acute wards?      

15/06/15 

15-169 Business 19/05/15 I have a Freedom of Information request regarding Multiple Sclerosis – in your organisation, how 
many patients with Multiple Sclerosis have been treated with MS disease modifying drugs in the 
past 12 months?     Please provide the number of patients by treatment for the following drugs:  
Aubagio (teriflunomide) Avonex (interferon beta-1a)  Betaferon (interferon beta-1b)  Copaxone 
(glatiramer acetate)  Extavia (beta interferon-1b)  Gilenya (fingolimod)  Lemtrada (alemtuzumab)  
Rebif (beta interferon-1a)  Tecfidera (dimethyl fumarate)  Tysabri (natalizumab)  Ampyra 
(Fampyra) Peginterferon beta-1a Others 2. 

04/06/15 

15-170 Media 20/05/15 1.Can you please provide a list of the names of the surgeons currently operating in the health 
board area and tell me how many operations each has carried out in each of the following years 
– 2014-15, 2013-14 and 2012-13. 2.For each named surgeon, in each year, please provide the 
number of operations in which people died – with details in each case of what type of surgery it 
was – and the number in which the patients did not die – again with the type of operation in each 
case. 3.Where people died, please provide details if possible. 4.Also, can you please provide 
details for each surgeon of any disciplinary action or warnings made by the health board, and 
any complaints made against them in each of the three years given. 

22/06/15 

15-171 Other 20/05/15 I'd like to request the the number of drug-related admissions to NHS hospitals for the full years 
2008-2014. Please break down the information under the following headings: substance 
involved, hospital attended, age range (0-17, 18-24, 25-40, 40-60, 60+). 

11/06/15 
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15-172 Other 20/05/15 Infection control report 20/05/15 
15-173 Political 20/05/15 * How many NHS staff have been suspended in each financial year since 2007/8?    * How many 

NHS staff have been suspended without pay in each financial year since 2007/8?    * What is the 
average length of suspension in the number of days broken down by each financial since 
2007/8?     

11/06/15 

15-174 Media 20/05/15  1. Can you tell me please how many of these letters were sent out in each of the following years 
– 2014-15, 2013-14, 2012-13, 2011-12 and 2010-11.  2. Can you tell me the age of the youngest 
child in each year whose parents were sent a letter.  3. Can you please provide the wording of 
the letters currently sent out to parents where it is feared their child is at risk of being overweight.  
4. Can you tell me for each year, where children were sent letters, the height and weight of the 
child deemed to be at most risk of being overweight, as well as their age.  There is no need to 
provide the name of the school, as I am aware this would lead to a risk of identification.  5. If the 
council has a threshold size at which a school would write to parents to tell them their child is at 
risk of being overweight, can you please tell me what this would be.  6. Can you please tell me at 
what age children begin being weighed in schools and how often at most they are weighed – 
providing details of which school weighs children the most often.  7. If children are deemed at 
risk of being overweight, what help are they and their parents provided please. 

11/06/15 

15-175 Media 20/05/15 How many surgical procedures were cancelled or postponed due to issues with obesity in the 
patient?     Could I please have the figures from April 1, 2012, to March 31, 2013, April 1, 2013 to 
March 31, 2014, and April 1, 2014, to March 31, 2015. Could the figures please be broken down 
in hospital and by date. 

22/06/15 

15-176 Political 21/05/15 How many individuals have reported symptoms of poor mental health at their first point of 
contact with a health professional and what proportion of those people have gone on to receive 
mental health treatment?     I request the figures for the last five years and for those figures to be 
broken down per year. 

18/06/15 

15-177 Political 25/05/15 The number of incidents where patients have been incorrectly dispensed prescription medicines 
in each of the last five years, broken down where possible by relevant medicine incorrectly 
prescribed.The number of patients who have been admitted to hospital as a result of illness or 
injury caused by incorrectly dispensed prescription medicines in each of the last five years, 
broken down where possible by relevant medicine incorrectly prescribed.How much 
compensation has been paid to patients who became ill or were injured due to incorrectly 
dispensed prescription medicines in each of the last five years.If your Health Board currently has 
any ongoing legal disputes with patients over the incorrect dispensing of prescription medication. 

11/06/15 
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15-178 Media 26/05/15 How many abortions have been carried out in Dumfries and Galloway?     (Figures for the last 2 
years.) How many women under the age of 25 have had abortions in Dumfries and Galloway. 
(Figures for the last 2 years.) How many women under the age of 18 have had abortions in 
Dumfries and Galloway?     (Figures for the last 2 years.) How many women under the age of 16 
have had abortions in Dumfries and Galloway?     (Figures for the last 2 years.) How many 
women over the age of 40 have had abortions in Dumfries and Galloway?     (Figures for the last 
2 years.) How many women over the age of 45 have had abortions in Dumfries and Galloway?     
(Figures for the last 2 years.) 

19/06/15 

15-179 Other 26/05/15 Please could you tell us if Dr N S worked as an agency locum consultant radiologist in the 
hospital on any day between 01/03/2014 to 12/08/2014, and between 21/02/15 to 01/03/2015. 

27/05/15 

15-180 Political 29/05/15 How many times patients have been diverted from an accident and emergency department  
because it is too busy, broken down by A&E department. Please provide figures for each of  the 
last three financial years (2012/13, 2013/14 and 2014/15).  

19/06/15 

15-181 Other 29/05/15 1) Total spend on agency staff (split by the following staff categories):  - Medical & Dental 
(locums) - Nursing & HCA's - Admin & Estates  - AHP's  - Ambulance (if applicable) - Others  2) 
Is an independent 3rd party used to manage the supply of agency staff (please state the name of 
any providers and contract start and end dates)?      3) Total spend on internal bank staff (split 
by the following categories)  - Medical & Dental (locums) - Nursing & HCA's - Admin & Estates  - 
AHP's  - Ambulance (if applicable) - Others  4) Is an independent 3rd party used to manage the 
supply of internal bank staff (please state the name of any providers and contract start and end 
dates)?      5) Please state the number of staff employed via the staff bank and of which, the 
number also directly employed by the Health Board.   6) Total spend on any outsourced supplier 
of bank staff (i.e. NHS Professionals)   

25/06/15 

15-182 Political 29/05/15 Do hospitals within your health board area conduct audits of patient health records, to establish 
the number of elderly patients that have been admitted to hospital or treated in accident and 
emergency, who have been assessed for cognitive impairment?     If the answer is yes, please 
provide the results of these audits for the financial year 2014/15, including the number of records 
audited, and the number that showed a cognitive assessment had taken place. Further, if 
possible, please provide a breakdown per hospital. Do hospitals within your health board area 
conduct audits of patient health records, to establish the number of elderly patients that have 
been admitted to hospital or treated in accident and emergency, who have been identified as 
having a cognitive impairment and who have personalised care plans in place?     If the answer 
is yes, please provide the results of these audits for the financial year 2014/15, including the 
number of records audited, and the number that had personalised care plans in place. Further, if 

25/06/15 
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possible, please breakdown per hospital.  
15-183 Political 01/06/15 1. Of the professional staff working in children's services in your NHS board, what number and 

what percentage has received basic training on children's and infants' mental health since 2011, 
broken down by year (excluding Child Psychotherapists)?     2. In reference to Question 1, is 
basic infant mental health training a statutory and mandatory requirement in your health board?     
3. What the budget is for training courses referred to in Question 1 a. Provided by the Scottish 
Government?     b. Provided by other sources (please specify which)?     4. In reference to 
Question 1, how many rounds of training on this subject have been held since 2011, broken 
down by month?     5. Which are a. The compulsory and core training modules provided by your 
health board for all professional staff?     b. The role-specific training courses for those 
professionals working in the children and adolescent mental health services?     

02/07/15 

15-184 Media 02/06/15 1. Which Hospitals/clinics/ facilities in your Trust have Guest and Patient WiFi?     2. Of the 
hospitals with patient and visitor WiFi access, how many charge for the use / access of the WiFi?     
3. How much does each hospital charge for the Patient and Visitor WiFi?     Please provide 
charges per hour, day, week, month and year. 4. To which company have you awarded the 
contract to provide guest / Visitor WiFi services?     5. Who decides the charges: the trust, 
hospital or WiFi provider?     6. When was the wifi installed and how much were those installation 
costs?     7. Who funded the installation?     The WiFi provider, the trust or split between the two?     
If split, in what proportions?     8. What is the annual running cost to provide visitor and patient 
WiFi per hospital?     9. How much annual income (or losses) to each hospital are generated 
from WiFi charges?      10. How is income from patient/visitor WiFi service divided between the 
WiFi provider and the trust/hospital?     E.g.; income above a certain figure goes to the trust / a 
percentage goes to the trust / no income is received nor are any costs borne by the trust?      11. 
How was the contract to provide patient/visitor WiFi awarded?     12. How did you arrive at the 
decision to charge or not charge patients / guests a fee for the use of the WiFI?     13. How were 
the fees arrived at?     14. How was the contract to provide patient/visitor WiFi awarded?     Was 
there a competitive a tendering process?     

30/06/15 

15-185 Other 02/06/15 Request for domestic reports 25/06/15 
15-186 Business 02/06/15 Within your health board, how many unique patients with metastatic castration resistant prostate 

cancer (mCRPC) have been treated in the past 6 months?     How many unique patients with 
Prostate Cancer have received Bicalutamide 50 mg in the past 6 months?     How many unique 
patients with Prostate Cancer have received Docetaxel in the past 6 months?     How many 
unique patients with Prostate Cancer have received Enzalutamide in the past 6 months?     How 
many unique patients with Prostate Cancer have received Abiraterone in the past 6 months?     

30/06/15 
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15-187 Media 03/06/15 1. The amount of money spent on employing agency staff over the past three years, broken 
down by year 2. The number of staff supplied and what position they held (e.g. doctor, nurse etc)  
3. The number of staff who were employed from abroad, and what country they were employed 
from  4. The name of the agency/agencies that the staff are employed through 5. The largest bill 
for an individual agency worker over the past three years, how many days/hours they worked 
and what position they held    6. Please also detail steps taken to cut down on the amount spent 
on agency staff, and include documents (including emails) containing discussion about ways to 
reduce the overall bill 

30/06/15 

15-188 Media 05/06/15 Do you keep pressure ulcer data prevalence for your health board and if so, are they published 
and available anywhere?     In any case, please could you send me data on pressure ulcer 
prevalence in your health board from 2010 if it is available. 

30/06/15 

15-189 Media 08/06/15 1) Can you tell me how much money your health board paid private  health care companies in 
the year 2014/15?     2) Out of this total can you tell me what the companies where and how  
much each was paid?     3) Can you also tell me how many procedures and operations you paid  
these companies to carry out on your behalf in the last year?     4) Please detail what each of the 
procedures was and what the reasons  were for using private operators. 5) Can you also outline 
any additional monies you paid private health  companies?     If they are not health-related 
please specify. For each of questions 1-5 can you please answer for the years 2011/12  and 
2012/13 as well.  

01/07/15 

15-190 Other 08/06/15 submit a freedom of information request relating to the following contractual information the 
organisation may hold with regards to the organisation’s primary contracts relating to support 
services around help/service desk, desktop support and network support: 1. Help / service desk 
support: The single point of contact between a service provider and users within an organisation. 
A typical service desk manages incidents and service requests, and also handles 
communication with the users. 2. Desktop support: The technical services offered by a support 
organisation to a user(s) experiencing problems with their computers. Support may be on either 
hardware or software running on the affected computing device. Support may include but is not 
limited to installations, moves, adds, changes and disposition, and local remote services. 3. 
Network support: The technical services offered by a support organisation to a user(s) 
experiencing problems with their network. Support may be on either hardware or software 
running on the affected computing device. Support may include but is not limited to installations, 
moves, adds, changes and disposition, and local remote services. For each of the contract type 
above can you please provide me with the following information set out below: 1. Contract Type: 
Please choose from above the type of contract this is related to. 2. What is the Support for 
Hardware, Software or other please state?     3. Who is this supplier: If there is more than one 

06/07/15 
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supplier please input their contract information in another contract profile. 4. What is the annual 
average spend this can be over 3 or 5 years?     5. What is the duration of the contract please 
also include any extension periods?     6. When does the contract expire?     7. When will this 
contract be reviewed by the organisation?     8. Please can you provide me with specific contact 
details of the person responsible for reviewing/owner of each contract. I’d like their full name, job 
title, contact number and direct email address. If there is more than one contract within the 
response please can you separate the information into a separate contract profile 

15-191 Other 08/06/15 Q1 What budget has been allocated for ICT technical training from 1st April 2015 to the 31st of  
March 2016?      Q2 Can you please provide details of the ICT Managers/Mangers that will 
purchase ICT  technical training?      Q3 Please can we have a list of RFQ (Request for Quotes) 
for any training that will be purchased  within the coming 12 months?      Q4 Is there ICT 
technical training required to be purchased within a certain time frame?      Q5 Can I have a list 
of any ICT software Upgrades planned for the new financial year?      Q6 Can I have a list of any 
hardware upgrades planned for the new financial year?      Q7 Can you provide copies or details 
of any ICT projects?      Q8 How much ICT technical training, has been purchased from QA 
Limited since first of April  2015?      Q9 Do you currently have any skills licences purchased with 
QA Limited?      B- If so can you please provide a usage report?      Q10 Can you please provide 
details of the ICT Managers/Mangers that will purchased the  licence?    .   

01/07/15 

15-192 Academic 09/06/15 Construction contracts 01/07/15 
15-193 Media 09/06/15 i) The number of NHS D&G staff who have taken time off for stress in each of the following 

years: 2012, 2013, 2014. ii) For each of these instances, a description of the staff member's role 
(i.e., doctor, nurse, surgeon, etc.) and a description of how long they were off for stress. 

07/06/15 

15-194 Media 09/06/15 i) The number of patients who had to wait more than half an hour for an ambulance in Dumfries 
& Galloway for each of the following years: 2012, 2013, 2014 ii) For each of those instances, I 
am requesting specific details about the exact length of time they waited for an ambulance, a 
brief description of their complaint that required an ambulance to be called, and their general 
location (e.g. Dumfries, Annan, Lockerbie, etc) 

11/06/15 

15-195 Media 09/06/15 For each financial year since 2009/10, please provide me with the number of admissions (A&E 
and minor injuries) where ‘legal highs’ or new psychoactive substances (NPS) were 
involved/mentioned. Please break down these admission figures by hospital. 

02/07/15 

15-196 Media 09/06/15 For each financial year since 2009/10, where people have been admitted where ‘legal highs’ or 
new psychoactive substances (NPS) were involved/mentioned, please tell me what their length 
of stay was in days. Please break down these figures by hospital. 

02/07/15 
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15-197 Media 09/06/15 For each financial year since 2009/10, please give the number of hospital discharges where the 
diagnosis was related to ‘legal highs’ or new psychoactive substances (NPS). If possible, please 
break down these figures by hospital. 

02/07/15 

15-198 Political 10/06/15 Question 1) Which district general hospitals have EEG (Electroencephalogram) provision?     
Question 2) How many operational EEG machines (district and tertiary) are there in total?     
Question 3) Which district hospitals run an EEG service after 5pm and at weekends?     
Question 4) Which tertiary centre(s) run an EEG service after 5pm and at weekends?     
Question 5) How many consultant neurophysiologists are in post (number and WTE)?     
Question 6) How many consultant neurophysiologists are in post in each tertiary centre (number 
and WTE) in your health board?     Question 7) How many neurophysiology technicians are in 
post (number and WTE) in your health board Question 8) Are there any unfilled posts in your 
health board area for: consultant neurophysiologists (number and WTE)?     consultant 
neurophysiologists (number and WTE)?     Technician neurophysiologists (number and WTE)?     
Question 9) Which district hospitals have a facility to transfer EEG data/tracings electronically to 
another tertiary centre/ consultant neurophysiologist?     Question 10) What is the current waiting 
time for a routine EEG in the tertiary centre?     Question 11) What is the current waiting time for 
an acute EEG in the tertiary centre?     Question 12) What arrangements/provision is made to 
cover EEG services when neurophysiology technicians take annual leave/ are absent through 
illness?      

01/07/15 

15-199 Media 10/06/15 Please can you send details of how many patients in your NHS area have been referred to 
private or non-NHS hospitals for consultation or treatment in the year 2014-15?     Please break 
down your answers as follows: (a) Referrals outwith your NHS area, with costs incurred. (b) 
Referrals inside your NHS area, with costs incurred. 

16/06/15 

15-200 Political 10/06/15 1. The number of bariatric procedures carried out in each of the last three years 2. The number 
of bariatric procedures carried out in each of the last three years on children under the age of 16 
3. The number of bariatric procedures carried out in each of the last three years broken down by 
gender 4. The number of bariatric procedures which have resulted in death in each of the last 
three years 5. The number of bariatric reversal procedures carried out in each of the last three 
years broken down by age and gender 6. The number of individuals referred to weight loss or 
weight management groups such as Weight Watchers in each of the last three years 

01/07/15 

15-201 Legal 10/06/15 1. How many biological mesh products (ie porcine/bovine/cadaveric) have been purchased by 
the Board?     2. How many biological mesh products have been implanted in women for 
treatment of (a) stress urinary incontinence or (b) pelvic organ prolapse?     3. Who has 
manufactured and supplied the biological mesh products used by the Board?     4. What has the 
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average unit cost been of each of said biological mesh products?     5. What has the average 
unit cost been of the polypropylene mesh and transvaginal tape products used by the Board in 
the corresponding period for the treatment of (a) stress urinary incontinence and/or (b) pelvic 
organ prolapse in women?     

15-202 Political 15/06/15 This is a request under the Freedom of Information (Scotland) Act 2002. I am interested in 
receiving more information on the funding available for adults with learning difficulties who are 
inpatients in mental health hospitals. I would be grateful if you could please send me information 
regarding: 1.The number of adult inpatients in mental health hospitals and facilities who were 
identified as having learning or speech and language difficulties, broken down by year since 
2010.2.The number of programs funded by the Scottish Government to support adult inpatients 
with speech and language and learning difficulties, in mental health hospitals and facilities, in 
your health board, since 2010.3.The amount of money for each program as specified above, 
since 2010. 

  

15-203 Other 16/06/15 I am writing to request information regarding special severance payments which have been part 
of compromise agreements approved for your NHS organisation. Specifically I would like to 
know: 1.) How many special severance payments have been granted to your former employees 
in the 2013-14 and 2014-15 financial years?     2.) Please provide a breakdown of each 
individual payment detailing: a.    The value of the payment b.    The length of service of the 
former employee. c.   The salary of the former employee. Please state which organisation you 
are responding on behalf of.I think that all the information is requested in the template HMT 
provides for applications for special severance (as per this link 
https://www.gov.uk/government/uploads/system/uploads/attachment_data/file/206861/mpm_sev
erance_template.pdf). 

  

15-204 Union 16/06/15 For each Community Health Partnership (CHP) and Community Health and Care Partnership 
(CHCP) in NHS Dumfries & Galloway (1 in total):   The headcount and whole time equivalent 
number of district nursing staff in post a) band 6 and b) band 7 who: Have left employment due 
to retiral in 2012/13, 2013/14 and 2014/15      Have left employment due to reasons other than 
retiral in 2012/13, 2013/14 and 2014/15 Will reach normal retirement age of 60 between 1 April 
2015 and 31 March 2016 The headcount and whole time equivalent number of district nursing 
staff in post by Agenda for Change band who been recruited in 2012/13, 2013/14 and 2014/15 
The pay and employers costs (£) of vacant district nursing staff in posts a) band 6 and b) band 7 
in 2012/13, 2013/14 and 2014/15 The amount (£) from pay and employer costs from vacant 
district nursing posts in posts a) band 6 and b) band 7 that at the year end, were included in the 
NHS Dumfries & Galloway total i) non-recurring savings or ii) recurring savings in 2012/13, 
2013/14 and 2014/15 The number of district nurse training places that NHS Dumfries & 
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Galloway has funded for 2012/13 2013/14 2014/15 and plan to have for 2015/16  
15-205 Political 19/06/15 How many facilities within the health board area conduct drug testing in accordance with court 

orders and how many have (a) opened and (b) closed in each year since 2006-07. 
  

15-206 Other 19/06/15 1. What percentage of your total budget is spent on mental health services?     2. What 
percentage of your mental health service budget is spent on services  for people over the age of 
65?     3. What is the total population of the area covered by your Health Board?     4. What 
percentage of the population is over the age of 65 in the area covered  by your Health Board?      

  

15-207 Media 19/06/15 1.Can you tell me please how many pregnant women have been given Metformin in each of the 
following years – 2012, 2013, 2014 and 2015 so far. 2.For each year can you tell me please how 
many had diabetes. 3.Can you please provide the same numbers for each of the years for other 
medications given to pregnant women, where this is recorded. Please provide for each year the 
name of each medication and the number of pregnant women receiving it.   

  

15-208 Other 19/06/15 Please can you publish your supervision policies and documents for the  supervision of 
psychological therapy staff for the current year and for the  year 2010  

  

15-209 Media 19/06/15 1.  Can you tell me please the youngest age at which a child has been diagnosed with type 2 
diabetes in  the last five years.   2.  Can you tell me how many children have been treated for 
type 2 diabetes in the health board area in  each of the following years – 2012, 2013, 2014 and 
2015 so far.   3.  Can you tell me how many children have received medication in connection 
with obesity-related  conditions in each of the same years.  Please provide the types of 
conditions and the medications  prescribed, with the number of patients for each.   4.  Can you 
tell me what programmes and treatments are offered to overweight children or babies,  with 
details, and tell me the youngest age at which children are eligible for these and the youngest  
child involved for each.    

  

15-210 Media 19/06/15 1.  Can you tell me please how many patients have been given the wrong medication in hospital 
in each of the following years – 2011, 2012, 2013, 2014 and 2015.  2.  In each case, can you tell 
me what medication they should have received, what condition or illness this medication was 
being used to treat, which medication they wrongly received and its medical effect – including if 
the patient died where the wrong medication was a contributing factor.  3.  Can you tell me, for 
each of the years above, how many patients were given an overdose of their medication.  4.  In 
each of these cases can you please provide the name of the medication and its medical effect - 
including if the patient died where the wrong medication was a contributing factor.  5.  Can you 
please provide details for 2014 and 2015 of items left inside patients during surgery.  6.  In each 
case, can you tell me please what the items were and which part of the body they were left in by 
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the surgeon.   
15-211 Political 19/06/15 On how many occasions in each of the last two financial years concerns over staffing shortages 

have been raised with hospital management by a) healthcare professionals b) patients c) the 
family of patients. On how many occasions in each of the last two financial years concerns over 
hospital cleanliness have been raised with hospital management by a) healthcare professionals 
b) patients c) the family of patients. On how many occasions in each of the last two financial 
years concerns over hospital food have been raised with hospital management by a) healthcare 
professionals b) patients c) the family of patients. On how many occasions in each of the last two 
financial years concerns over visiting hours have been raised with hospital management by a) 
healthcare professionals b) patients c) the family of patients. On how many occasions in each of 
the last two financial years concerns over parking have been raised with hospital management 
by a) healthcare professionals b) patients c) the family of patients. 

  

15-212 Media 22/06/15  How many women have been treated for hyperemesis gravidarum in the past five years?     
Could you please break this down by year and age of the patient. Out of those women treated 
for hyperemesis gravidarum, how many were required to stay in hospital?     Again, could you 
please break this down by year and age. Could you also please indicate how many (if any) were 
required to stay in hospital for longer than a (i)week and (ii)month. 

  

15-213 Media 22/06/15 How many women have received an epidural while giving birth in the past five years?      Could 
you please break this down by year and age of the patient.  -How many women have been 
refused an epidural while giving birth in the past five years?      Again, Could you please break 
this down by year and age of the patient.  Could you also please include a list of reasons why 
someone would be refused an epidural.  

  

15-214 Media 22/06/15 How many women have delivered their babies by caesarean section in the past five years?      
Could you please break this down by year and age of the patient.  If possible can you please 
also indicate where caesarean has been planned(mothers have opted for  this) or whether it was 
an emergency.  

  

15-215 Academic 23/06/15 1.  Does NHS Dumfries & Galloway currently have patient reminder services in place and if so, 
across which specialities (i.e. GP appointments, dental, outpatient such as orthopaedic, etc.), via 
what method and provider (i.e. text reminders, Chronos, Netcall, etc.), and finally when was the 
PRS implemented (including both pilot and actual start date)?     2.  Has the PRS been 
successful in reducing DNA rates and has it been successful overall (i.e. patient/staff response)?     
3.  What was the DNA (‘did not attend’) rate for NHS Dumfries & Galloway within each speciality 
in the time before and after implementing the patient reminder service?     
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15-216 Media 23/06/15 How many GPs do you require (at full complement) to man your out of hours primary care 
service during (a) the working week and (b) at weekends?    During the month of May what was 
the minimum number of GPs who manned your out of hours primary care service during (a) the 
working week and (b) at weekends?    If possible please can you tell me the minimum number of 
GPs who manned your out of hours primary care service during (a) the working week and (b) at 
weekends during 2015.Has the board considered alternative out of hours primary care 
arrangements for the summer months amid concern about ensuring the right level of GP cover?    
Have you use locum GPs from outside your health board area to man out of hours primary care 
service during 2015?     Have you used locum GPs from outside Scotland to man your out of 
hours primary care service during 2015?     Please give details.Have you used locum GPs from 
outside of the UK to man your out of hour primary care service during 2015?     

  

15-217 Media 23/06/15 The standard rate of pay for a GP covering a shift in your out of hours primary care service 
during 2015.The maximum sum paid for a GP shift in your out of hours primary care service 
during 2015.VACANCIESThe current number of GP vacancies in your out of hours GP service. 
The number of times these vacancies have been advertised.The current number of GP 
vacancies in your Mon-Fri primary care service including all GP practices. Have any of these 
vacancies been advertised more than once?     Can you tell me the maximum number of times a 
current vacancy has been advertised?      

  

15-218 Political 24/06/15 1. The number of clinical and medical experts in perinatal mental health 2. The number of 
requests made by new mothers for an expert on perinatal mental health 3. The number of cases 
identified as requiring perinatal mental health support 4. In relation to question 3, in how many 
cases such support was provided by an expert in perinatal mental health.5. The amount of 
money allocated to perinatal mental health services.  

  

15-219 Other 26/06/15 From April 2013 until April 2015 how many people have breached 2 week waiting times from 
referral until being seen at the breast clinic?     How many people who have breached 2 weeks 
waiting time from referral have then been diagnosed with cancer?     How many people have 
attended the breast clinic and not been able to access an ultrasound on that day and had to 
return for future appointment. What percentage and number of people referred to the clinic are 
seen within 2 weeks what percentage and number of people who are referred to the clinic have 
to wait longer than 2 weeks to be seen. what percentage and number of people who are referred 
to the clinic have to wait between 2 - 4 weeks to be seen what percentage and number of people 
who are referred to the clinic have to wait longer that 4 weeks to be seen.  

  

15-220 Business 29/06/15 This would relate to the purchase of Orthopaedic products for the latest year (and previous years 
if possible). Specifically, I’m interested in products related to primary Hips and Knees 
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procedures. This would include:Hip Replacement:- Primary cemented/cementless Femoral 
implants- Metal/Ceramic/Bipolar/Unipolar Modular Heads- Standard/Crosslinked polyethylene 
Acetabular cups- Standard/Crosslinked/Ceramic/Metal modular Acetabular insertsKnee 
Replacement:- CR/PS Cemented/Cementless Femur Primary Bicondylar- FB/MB Primary 
CR/CS/PS Articular Surfaces- FB/MB Primary Cemented/Cementless Tibial Components- 
Cemented/Cementless Tibial Components I’ve listed below an example of the data format I 
would find useful, which lists :- The Supplier- Order Quantity- Unit Price or Order Value (both are 
listed)- Item Description- Order Date 

15-221 Political 29/06/15 The number of rehabilitation support workers currently employed by the NHS Board who have 
specific responsibility for dealing with rehabilitation, reablement and mobility issues for service 
users who have sight loss. (b) What the timescale is for a rehabilitation support worker to be 
allocated to a service user who has sight loss and whether this timescale has increased or 
decreased over the last five years. (c) What steps the NHS Board is taking to address the 
shortage of rehabilitation support workers. (d) How many rehabilitation support workers the NHS 
Board has employed in each of the last five years, broken down by speciality. 

  

15-222 Political 29/06/15 1. How many General Practices in the Health Board area have/are operating with restrictions 
from a) 2013 b) 2014 c) 2015 to date?     2. If yes, can I have a breakdown of this by a) name of 
General Practice b) details of the restriction (for example two-week ban on accepting new 
patients)  
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Freedom of Information – 1 May to 30 June 2015 
 
A total of 76 requests were received from 1 May to 30 June 2015, the following chart 
reflects the lead directorates responsible for supplying the response, with acute and 
community services receiving the majority of the requests. 
 
 

 
The majority of the requests came from journalists. 

 

 
 

 

Public Health 
1% Workforce 

9% 

Finance 
7% 

NMAHP 
11% 

Medical 
22% 

Acute & 
Community 

50% 

Media 
40% 

Political 
20% 

Legal 
1% 

Academic 
4% 

Business 
12% 

Organisations 
4% 

Other 
18% 

Trade Union 
1% 
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Current Consultations 
 
 
From Topic Response 

due by 
National Services Scotland Revised Delayed Discharge Data Definitions Manual – Consultation 

 
21/08/2015 

National Services Scotland Quality of Care Review 
 

30/09/2015 
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Chief Executive’s Diary 

Key Events 
 Chairman’s Diary 

Key Events 
 

August  August 
11 Management Team  20 Celebrating Excellence 
11/12 NHS Chief Executives  31 Board Event Day 
17 Healthy Dalbeattie Infrastructure Launch  31 NHS Chairs Meeting 
27 APF  September 
28 WoS RGP  4 MP/MSP Quarterly Briefing 
31 Board Event Day  7 Performance Committee 
September  14 Healthcare Governance 
4 MP/MSP Quarterly Briefing  21 Audit & Rick Committee 

7 Performance Committee 24 Fit for Work Scotland - Programme Board 

8 Management Team 24 Annual Review 

8/9 NHS Chief Executives 28 Staff Governance 
10 TCAT Programme Board 
14 Healthcare Governance Committee  
21 Audit & Risk Committee  
25 Annual Review 
28 Staff Governance    

 
 

Chief Executive Appointments to Regional and National Groups 
 

Member of Children and Young People’s Cancer MSN 
 

Chair of Facilities Shared Services Programme Board 
 

Chair of Transforming Care after Cancer Treatment Programme Board 
 

Member of the Scottish Medicines Consortium 
 

Chair of the West of Scotland Regional Planning Group 
 

Member of the National Out-of-Hours Review Group 
 

Chairman Appointments to Regional and National Groups 
 

Member of Fit for Work Scotland - Programme Board 
 

Member of Quality of Care Design Panel and Strategic Group Meeting 
 

Member of West of Scotland Regional Chairs 
 

Member of Guiding Coalition - Integration Workstream 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
3 August 2015 
 
Area Clinical Forum Annual Report 2014/2015 
 
 
Author:  
Moira Cossar, Chair of Area Clinical Forum 
 
 

Sponsoring Director:  
Jeff Ace, Chief Executive 
 
 

Date:  27 May 2015  
 
 
RECOMMENDATION 
 
The Board is asked to receive and note the Area Clinical Forum Annual Report 
 
 
 
CONTEXT 
 
Strategy / Policy:  
 
NHS Boards are required to demonstrate that they have involved the Area Clinical 
Forum, ACF, and the relevant Area Professional Committees appropriately in 
strategic and service development issues.  In turn, the ACF is accountable to the 
NHS Board for the provision of appropriate advice and core functions set out in the 
Report. 
 
ACFs and their constituent members have a key role in taking forward the key 
dimensions of quality described in the NHS Scotland Healthcare Quality Strategy. 
Developing ACFs within this broader strategic context aims to harness the 
knowledge, skills and commitment of clinicians across NHS Scotland. 
 
Organisational Context / Why is this paper important / Key messages: 
 
Whilst the ACF minutes are included in Board Papers, there has, to date, been no 
Annual Reporting mechanism to highlight the key items of business and 
development.  
  
 
 
 
GLOSSARY OF TERMS 
 
ACF     Area Clinical Forum 
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MONITORING FORM 

 
Policy / Strategy  Healthcare Quality Strategy 

 
Staffing Implications None 

 
Financial Implications None 

 
Consultation / Consideration Draft reported considered by members of ACF 

 
Risk Assessment N/A 

 
Sustainability N/A 

 
Compliance with Corporate 
Objectives 
 

2,3,4,6 

Single Outcome Agreement 
(SOA) 
 

 

Best Value • Best Value Patient Focus Public Involvement 
• Partnership Working 

 
 

Impact Assessment 
 
N/A 
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ANNUAL REPORT OF NHS DUMFRIES AND GALLOWAY 
AREA CLINICAL FORUM FOR 2014/15 
 

1. The purpose of the Area Clinical Forum To support the work of the NHS 
Board by: 

 
• reviewing the business of the Area Professional Committees to ensure a co-

ordinated approach on clinical matters among the different professions and 
within the component parts of the local NHS system (acute services, primary 
care, health improvement, etc.); 

 
• promoting work in service design, redesign and development priorities and 

playing an active role in advising the NHS Board on potential for service 
improvement; 

 
• sharing best practice among the different professions and actively promoting 

multi-disciplinary working – both  in health care and health improvement 
 
• engaging widely with local clinicians and other professionals, with a view to 

encouraging broader participation in the work of the Area Professional 
Committees 

 
• providing the NHS Board with a clinical perspective on the development of the 

Local Health Plan and the NHS Board’s strategic objectives. 
 
At the request of the NHS Board, the Area Clinical Forum may also be called upon to 
perform one or more of the following functions: 
 

• investigate and take forward particular issues on which clinical input is 
requires on behalf of the NHS Board, taking into account the evidence base, 
best practice clinical governance, etc. and make proposals for their resolution; 

 
• Advise the NHS Board on specific proposals to improve the integration of 

services, both within the local NHS systems and across health and social 
care. 

 
The Area Clinical Forum will review its functions periodically, in collaboration with the 
NHS Board, to ensure they fit local priorities and developments. 
 
The Area Clinical Forum will be accountable to the NHS Board for the provision of 
appropriate advice and the discharge of the functions set out above 
 
2. 

 
MEMBERSHIP 
 

 Moira Cossar, Chair 
Lorna Carr, AHP Advisory Committee, Vice Chair 
Dr Heather Currie, Area Medical Committee 
Dr Simon Willets, Area Medical Committee 
Bill Irving, Area Nursing & Midwifery Committee 
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Kim Heathcote, Area Healthcare Scientists Committee 
Hayley Irving, Area Healthcare Scientists Committee 
Paul Beardon, Area Pharmacy Committee 
John Currie, Area Pharmacy Committee 
Ian Peacock, Area Dental Committee 
Alison Milne, Area Dental Committee 
Jim Lemmon, Area Psychology Committee 
Ross Warwick, Area Psychology Committee 
Jim Purcell, Area Ophthalmology Committee 
 

 In attendance at Open Sessions with Executives 
Jeff Ace – Chief Executive 
Hazel Borland – Nurse Director 
Angus Cameron – Medical Director 
 

3. MEETINGS 
 

3.1 The Area Clinical Forum met on 8 occasions during 2014- 2015, on the 
undernoted dates: 
 

• 23 April 2014 
• 28 May 2014, Open Event 
• 27 August 2014 
• 24 September 2014 
• 22 October 2014 
• 26 November 2014, Open Event 
• 25 February 2015 
• 25 March 2015 

 
3.2 The attendance schedule is attached at Appendix 1. 

 
4. BUSINESS 

 
4.1 During the financial year 2014/15 the Area Clinical Forum considered, 

discussed and reviewed a wide range of issues. 
 

• NHS Dumfries & Galloway Day of Care Audit Report 
• HEI Unannounced Inspection Report DGRI and Action Plan 
• Joint Inspection on Services for Children and Young People in 

Dumfries & Galloway 
• Principles for Professional, Care and Clinical Governance within 

Health & Social Care Partnerships 
• Health Care Science National Delivery Plan 
• Connecting Clinical Engagement – links between Integrated Joint 

Boards and Area Clinical Forums 
• Social Services representation at Area Clinical Forum 
• NHS Dumfries and Galloway Core Values 
• HIS Vale of Leven Report 
• HIS Aberdeen Royal Infirmary Report 
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• HIS Galloway Community Hospital Report and Action Plan 
• Implementation of eCasenotes in DGRI 

 
4.2 There were a number of presentations/papers to the  Area Clinical Forum 

seeking comment: 
• Learning from Adverse Events through Reporting and Review: A Local 

Framework for NHS Dumfries and Galloway 
• ePrescribing, plans for the introduction of HEPMA in NHS Dumfries 

and Galloway 
• Seven Day Working, implications of clinical teams 
• Workforce Plan 2013-2107, 2014 Update 
• NHS Dumfries and Galloway Complaints Policy 
• NHS Dumfries and Galloway Handover Strategy 
• Developing a Strategic Framework for General Practice 
• Financial Plan 2015-16 

 
4.3. In addition the following standing items were considered at each meeting: 

• Feedback from Chair and other Professional Advisory Committees 
• Putting You First 
• Quality and Patient Safety Leadership Group 
• Acute Services Redesign/ New Hospital Development 
• Integration of Adult Health and Social Care 
• Clinical Services Change Programme 

 
 There were two ACF Events open to all clinical staff in 2014-15. These 

events are held in the Lecture Theatre with video conferencing facilities 
available to facilitate participation of staff from Wigtownshire. 

• Weeding Out Waste (WOW) 28th May 2014 – presentations fro Julie 
White, Heather Currie and Joan Pollard followed by audience 
discussion of ideas to reduce waste and improve efficiency 

• Presentations from New Hospital Project Team 26th November 2014 
followed by audience Q and A re key issues of interest to clinical 
teams 
 

4.4 Minutes of the meetings of the Area Clinical Forum are submitted to the 
Board for its information. 
 

5. OUTCOMES 
• Promoting clinicians role in service changes to improve outcomes for 

service users and clinical staff 
• Contributing to the key strategic drivers for change in NHS Dumfries & 

Galloway 
• Highlighting the importance of the professional advisory role within the 

Integrated Joint Board and the need for a clear framework of 
governance for care and professional standards 
 

6. CONCLUSION 
 
As Chair of the Area Clinical Forum I can report that there is a stronger link 
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between the Forum and the Board Management Team with a monthly slot for 
the ACF Chair at Board Management Team Meetings. This allows for a more 
open dialogue with the opportunity to discuss key issues raised with the wider 
Management Team. It has been agreed that the ACF Chair will be one of the 
members of the newly appointed Shadow Integrated Joint Board and they will 
also be a member of the Strategic Planning Group for Health and Social 
Care. The Chair also attends the quarterly ACF Chairs Group providing the 
opportunity to discussing key topics in a national context. 
 
There is a clear recognition of the scale of the change impacting on NHS 
Dumfries and Galloway and it is essential that the professional advisory 
structure headed by Area Clinical Forum remains a strong partner in the 
process. 

  
Signed: 
 

 Moira Cossar 
Chair of Area Clinical Forum 2014/15 
On behalf of the Area Clinical Forum 
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APPENDIX 1 

 
 

Healthcare Governance Committee 
Attendance Record 2014/2015 

 
 23 April 

2014 
27 Aug  
2014 

24 Sept 
2014  

22 Oct 
2014 

25 Feb 
2015 

25 Mar 
2015 

Members        
Moira Cossar √ √ √ √ √ √ 
Lorna Carr √ √ √ √  √ 
Heather Currie  √  √ √   
Simon Willets √ √ √ √ √ √ 
Bill Irving, from 25 Mar 15      √ 
Kim Heathcote √ √    √ 
Hayley Irving  √ √   √ 
Paul Beardon √ √ √ √ √  
John Currie       
Ian Peacock    √ √  
Alison Milne   √    
Jim Lemmon  √    √ 
Ross Warwick   √    
Jim Purcell       
       
       
In Attendance       
Jeff Ace  √     
Hazel Borland  √ √ √   
Angus Cameron  √ √  √ √ 
Katy Lewis      √ 
Maureen Stevenson  √     
Alison Crooks   √    
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Staff Governance Committee 
New Board Room, Crichton Hall 

Minutes of the Meeting held on 23 March 2015 at 10am 
 
 
Present 
 
Gill Stanyard   Non-Executive Board Member (Chair) 
Jim Beattie   Employee Director  
Laura Douglas  Non-Executive Board Member 
Karen Etchells  Unite Representative 
Penny Halliday  Non-Executive Board Member 
Alf Hannay   Staff Side Representative 
 
In Attendance 
Jeff Ace   Chief Executive 
Linda Davidson  Deputy Director of HR 
Lynsey Fitzpatrick  Equality & Diversity Lead 
Ros Kelly   Occupational Health Manager 
Arlene Melbourne  Executive Assistant to Workforce Director 
Fiona Patterson  Workforce Manager 
Patsy Pattie (for item 4) Project Lead for Medical Recruitment 
Julie White   Chief Operating Officer 
 
 
 
  ACTION 
1 Welcome, Introduction and Apologies 

 
Apologies were received from Katrina Hepburn, Philip Jones, 
Caroline Sharp and Alice Wilson 
 

 

2 Draft Minutes of the Previous Meeting held on 15 December 
2014 
 
The minutes were agreed as a true and accurate record.   
 

 

3 Matters Arising 
 
There were no matters arising. 
 

 
 
 

4 Workforce Report 
 
The Deputy Director of HR presented this regular report on the 
workforce composition and key governance indicators.   
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There was a general request for the report to be broken down by 
Directorate to show all the areas in that directorate ie sickness 
absence, fixed term contracts, vacancies etc.  The view is that this 
would provide an information “map” of the Board.    
 
Also if the trends for stress / anxiety / depression could all be 
broken down by Directorate perhaps for the past 2/3 years. 
 
There was debate around stress and sickness absence and 
assurance was given to the Committee around work being done in 
areas with teams and also the changes and challenges that staff 
were facing. There was a request for a workshop regarding the 
work being done elsewhere so that lessons could be learnt to 
protect our workforce. This was agreed.  Occupational Health 
Manager to feedback to the next Committee around the work that 
is undertaken by Managers to be proactive in risk assessing stress 
within their teams. 
 
The Chief Operating Officer stated that Managers at DGRI were 
creating their visibility at a local level and this would be replicated 
in the Localities once the General Manager and Locality Manager 
posts were appointed to.  It was agreed that a plan of what the 
future looks like will be brought back to a future meeting. 
 
The following were also discussed: 
 

• Jointly promoting posts to provide opportunities across both 
NHS and Local Authority, especially in the West of the 
Region 

• Using a Staff Story at each Staff Governance meeting 
• Problems and challenges around priorities being given to 

the needs of Boards in the central belt and also around 
shared services 

• Difficulty recruiting to posts to maintain local services so 
negotiate with Edinburgh and Glasgow for them to appoint 
to posts and for us to pay for sessions to be held here. 

• A request was made for more interpretation of what the 
figures actually meant. 

 
The Project Lead for Medical Recruitment updated on the work that 
has been done around medical recruitment.  She highlighted: 
 

• Weekly team meetings are now held with recruitment and 
medical staffing 

• Dedicated recruitment website launched on 13 March 
• Recruited recently to some medical posts and further 

interviews being held in April 
 
The Chair commended the proactive work that had been done so 
far in the field of recruitment and the ensuing successes in terms of 

 
TP 

 
 
 

JAA 
 
 
 
 

JW 
 
 
 
 

RK 
 
 

 
 
 

CS 
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filled posts.   
 
The Committee noted the report. 
  

5 Corporate Risk Register Update 
 
The Deputy Director of HR presented the report for Committee for 
Members to review and comment on.  A request was made for a 
risk to be added about the Staff Change Programme and also to 
move the recruitment risk to High instead of medium 
 
The Committee agreed the recommendations in the paper. 
 

 
 
 

6 Staff Governance Action Plan (SAAT) Update as at March 2015 
 
It was felt it may be helpful if the report had responsible names and 
due dates of completion on it.  A request was made around Ideas 
Surgery and the Workforce Manager would find out and feed back.  
The Chair asked to attend a Core Values Bite Size session and the 
Workforce Manager agreed to circulate dates to Non Executive 
Members. 
 
There was discussion around whether compassion could be taught 
and also mindfulness training.  A Non Executive Board Member 
specifically made the point of ensuring that there is enough support 
for staff to help them deal with all the upcoming changes. 
 
The Committee noted the action plan update. 
 

 
 
 
 
 

FP 

7 Staff Health, Safety and Wellbeing Report 
 
Staff Governance Standard E – Improved & Safe Working 
Environment 
 
The Occupational Health Manager presented this update paper for 
the Quarter 3 period and highlighted: 
 

• Staff Flu Campaign had hit a target of 68.1% 
• Accident and incident reports 
• Needlestick injuries 
• DNA levels 

 

 

8 Informed and Involved Workforce 
 
Staff Survey Results 
 
The Deputy Director of HR gave a presentation to update on the 
Staff Survey results.  Highlights were: 
 

• 38% response rate against national target of 35% 

 
 
 
 
 
 
 
 

NOT  PROTECTIVELY  MARKED 
 

211



• Reflect back to staff via the Staff Newsletter and Workforce 
Briefing Paper with a specific ‘you said, we did’ section 
providing update and information on changes made in 
response to results 

• Learn from other Boards how to increase the response rate 
and what they are doing to cascade the information – the 
learning and sharing of good practice from Lothian, Tayside 
& Borders was discussed 

 
 
iMatter Phase 1 – Progress Update & Initial Reflections 
 
The Occupational Health Manager gave an update on iMatter 
which was the new Staff Experience Continuous Improvement 
Model which is being rolled out from January 2015 in the Chief 
Executive’s Office, Finance and Workforce Directorates, which 
consist of 156 staff and 14 Line Managers. She updated on: 
 

• Awareness raising sessions for staff had been held 
• 16 February-16 March had seen the completion  of the 

questionnaires with 86% response 
• Questionnaires are currently being analysed and Managers 

will start to receive reports week commencing 13 April 
• Managers then have a 3 week period to share the report 

with teams and action Plans need to be developed 
thereafter 

• Evaluation will be done by the Occupational Health Manager 
at the end of the 26 week cycle and brought back to a future 
Staff Governance meeting 

 
A request was made for Staff Governance members to have a 
copy of a dummy report and the questionnaire and this was agreed 
to be sent out. 
 
This is a 26 week cycle. 
 
A request was made by a Non Executive Board Member to look 
into the 5 week time period taken for the generation of reports and 
delivery to Line Managers and asked if this could be done any 
quicker. The Occupational Health Manager agreed to look into this. 
 
 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
 

RK 
 
 
 

RK/AFM 
 
 
 
 
 
 

RK 

9 Terms of Reference 
 
A request was made for Staff Governance Committee to meet bi-
monthly rather than quarterly and this is to commence after the 
next meeting in June. This was agreed and would be changed in 
the Terms of Reference. 
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10 Items to Note 

 
APF Minutes – December 2014 
 
Item noted. 
 
Organisational Development Leads – Policy Update 
 
Item noted. 
 
SG Prevent Strategy 
 
Item noted. 
 

 

11 Any Other Business 
 
No other business. 
 

 

12 Date of Next Meeting 

The next meeting will be held on Monday 29 June 2015 at 10am in 
the New Board Room, Crichton Hall. 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
Performance Committee 
 
 
Minutes of the Performance Committee meeting held on 11th May 2015 at 10.00am in 
the New Boardroom, Crichton Hall, Dumfries. 
 
Present 
Mr P N Jones Chairman (Performance Committee Chair) 
Mrs M Cossar Non Executive Committee Member 
Mr R Allan Non Executive Committee Member 
Mrs G Cardozo Non Executive Committee Member 
Ms L Bryce Non Executive Committee Member 
Mr J Ace Chief Executive 
Mrs K Lewis Director of Finance 
Mrs J White Chief Operating Officer 
 
In Attendance 
Mrs L Geddes Executive Assistant to Director of Finance (Minute Secretary) 
Mr J Beattie Employee Director / Non Executive Board Member 
Mrs P Halliday Non Executive Board Member 
Ms G Stanyard Non Executive Board Member 
Ms C Sharp Workforce Director 
 
Apologies 
Dr L Douglas Non Executive Committee Member  
Mr R Nicholson Non Executive Board Member 
Prof H Borland Nurse Director 
Dr A Cameron Medical Director 
 
 
The Chair welcomed members to the Performance Committee meeting, thanking other 
Non-Executive and Executive colleagues for their attendance.  It was highlighted that 
the Medical Director has been asked to participate in the national clinical change 
programme and will be leading work to develop the vision of how the Health Service will 
operate in the future and a national Clinical Strategy.  Committee Members welcome Dr 
Cameron’s involvement in this project and fully supported the work he is undertaking in 
relation to the national picture. 
 
1. Apologies for Absence 
 

Apologies for the meeting have been noted above. 
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2. Declarations of Interest 
 

The Chair asked Committee members if they had any declarations of interest in 
relation to the items listed on the agenda for this meeting. 

 
 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 2nd March 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. 

 
 The Workforce Director mentioned that following discussions around core 

conversations, that had been held at the recent Board Challenge Day events, it 
was felt that a piece of work specific to Core Values should be undertaken with 
the Board Members.  Committee members were happy with this suggestion and 
agreed for the Workforce Director to liaise with the Corporate Business Manager 
to set up a one and a half hour session over the next couple of months. 

Action:  Workforce Director 
 

Discussions were held around the progress of the Strategic Plan, where it was 
highlighted that the impact assessment will be undertaken on the plan following 
presentation of the second draft.  A Community Health and Social Care 
Partnership Board (CHSCPB) meeting is being scheduled for June 2015 to 
provide members with an update on the Choice Guidance and the also the 
progress of the Langholm Project. 
 
The Chief Operating Officer was asked to circulate a copy of the Choice 
Guidance paper, which went to a previous CHSCPB meeting to Non Executive 
Board members, for information. 

Action:  Chief Operating Officer 
5. Performance Report 
 
 The Chief Operating Officer presented the Performance Report to committee 

members, highlighting the key themes within the paper, specifically the breaches 
that have been noted within the Treatment Time Guarantee guidance. 
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 A new consultant within Ophthalmology is due to take up post with NHS Dumfries 
and Galloway at the end of the summer 2015, which will alleviate some of the 
pressure within that area. 

 
 Concerns were raised around the lack of suitably qualified and competent 

medical professionals to fill the vacancies the Board have at the moment, 
specifically within the Urology Department. 

 
 Accident and Emergency performance remains above the 95% target, with 

Dumfries and Galloway consistently noted as one of the best performing Boards 
in Scotland.  Challenges were faced at the end of March and into April, due to the 
Norovirus outbreak, which saw the closure of wards, resulting in a reduction of 
beds available, however, figures are now improving again as we progress 
through the month of May 2015. 

 
 The Chief Operating Officer confirmed that a paper had been taken to the 

CHSCPB, which highlighted the local impacts.  It was noted that a copy of this 
paper will be circulated to Board Members for information. 

Action:  Chief Operating Officer 
 
 Due to the changes that are being proposed within the Outpatients Team, it was 

agreed that Nicole Hamlet, General Manager for Acute and Diagnostics be 
invited to attend the next Performance Committee meeting in July 2015 to give 
an in-depth presentation around the Outpatient process to give assurance that 
the patient safety issues around waiting times are being addressed as part of the 
transformation of the Outpatient service. 

 
 The issues of increases to elective surgery cancellations over the winter period is 

an area under review by Chief Executives. 
 
 Performance Committee members discussed and noted the report. 
 
Nicole Hamlet, General Manager for Acute and Diagnostics and Paul Edwards Assistant 
General Manager for Acute and Diagnostics joined the meeting. 
 
6. Review of Heat Targets and Standards – Quarter 3 – 2014/15 Update 
 
 The Chief Operating Officer presented the Review of Heat Targets and 

Standards Quarter 3 report to committee members, highlighting that the figures 
being presented are for activity against the targets and standards up to 
31st December 2014.  The delay in receiving the figures is due to the lengthy 
validation process that needs to be undertaken to ensure accuracy of the data. 
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 The Smoking Cessation target will prove challenging to meet this year due to the 
changes that have been made to the criteria.  The Board are still targeted to 
achieve 353 quits at 12 weeks post quit, however, the criteria now requires  that 
the 353 quits to be from the 40% most deprived areas of the region.  Regular 
updates on this target will be included within the Performance Reports being 
presented to NHS Board and Performance Committee. 

 
 To assist in the continuous flow of patients through the various areas within the 

hospital, from admission to discharge, flow co-ordinators have been employed to 
look at patient flow, whilst reviewing the current processes to look at ways 
improve the service and help achieve the HEAT targets and standards. 

 
Issues were highlighted within the report around sickness absence figures.  It 
was noted that Staff Governance Committee are reviewing this data to look at 
potential areas of improvement. 
 
Discussions were held around Dementia Post Diagnostic Support and possible 
options to reduce the impact on the service with the proposals for the EMI 
services redesign. 
 
Grace Cardozo mentioned that funding had been secured for various projects in 
North West Dumfries, which may held to encourage the use of the early access 
to anti-natal services.  The Chief Operating Officer was keen to learn more about 
this initiative and agreed to pick up further discussions with her team. 
 
Performance Committee members noted the report. 

 
Ian Hancock, General Manager for Mental Health and Learning Disabilities joined the 
meeting. 
 
7. Financial Performance – 12 Months to 31 March 2015 
 
 The Director of Finance presented the Financial Performance to 31st March 2016 

to committee members, highlighted that an underspend of £2m has been 
approved to be carried forward into the 2015/16 financial year. 

 
 As part of the planning for the new hospital process, it was noted that a further 

£7m has been banked with Scottish Government to support the double running 
costs of the new and existing hospitals. 

 
 The Director of Finance confirmed that the figures within the report demonstrated 

a good result for the Board for 2014/15 with figures subject to external audit, as 
part of the annual accounts process. 
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 Robert Allan, Non Executive Committee Members raised concerns around 
medical staffing recruitment and the cost of locums.  The Director of Finance 
confirmed that Management Team are scheduled to hold in-depth discussions on 
this area, which will look at both medical and surgical specialties.  Feedback from 
these discussions will be brought back to a future Performance Committee 
meeting. 

 
 An update on the NHS Lothian Service Level Agreement was given to committee 

members, highlighting that discussions are ongoing with NHS Lothian to 
understand the volume activity they have presented, which is estimated as an 
increase of £600k on the 2013/14 figures.  Further details regarding the outcome 
of the discussions will be fed back through Performance Committee as part of the 
Financial Performance paper. 

Action: Director of Finance 
 
 Performance Committee members discussed and considered the report. 
 
8. Transforming Out Patients Services, the Drivers for Change 
 
 Nicole Hamlet, General Manager for Acute and Diagnostics and Paul Edwards 

Assistant General Manager for Acute and Diagnostics presented the 
Transforming Out Patients Services paper to committee members, which looked 
at the way the Board is performing against the national Out Patient Services 
Transformation Programme guidelines. 

 
 The Assistant General Manager confirmed that NHS Dumfries and Galloway are 

one of the best performing mainland Boards in Scotland in relation to the targets 
set within the Medical Division and Outpatient Services. 

 
 It was noted that a further paper which will focus on return appointments for Out 

Patient Services will be brought back the July 2015 committee meeting. 
 
 The current IT systems that is in place allows the Board to measure return 

appointments against the targets set and also information from previous years.  
Concerns were raised around the national shift that is likely to be implemented in 
the next year for the Board to move to the Trackcare system, to ensure 
consistency of data being reported across all Boards in Scotland.  This new 
system, whilst generating savings would mean the Board loses the current 
flexibility of the reporting system. 

 
 Virtual clinics have been trialled within a number of Out Patient areas, to avoid 

the unneccesary travel time and visits to the hospital and have been welcomed 
by patients.  The virtual clinics will allow the Consultants to review the xrays and 
the Emergency Department report and write to the patient or the GP to confirm 
the outcome of the reivew, rather than the patient attending a hospital 
appointment. 

NOT  PROTECTIVELY MARKED 
Page 5 of 9 

218



 Performance Committee noted the progress against the Transforming 
Outpatients Programme and supported the adoption of the new standardised 
structure for all outpatient clinics. 

 
 The General Manager for Acute and Diagnostics and the Assistant General 

Manager for Acute and Diagnostics left the meeting. 
 
13. Social Care Houses Update 
 
 The Chief Operating Officer gave a verbal update to committee members on the 

investigations being undertaken within the Social Care Houses in Annan and 
Dumfries, which accommodate and suport patients with learning disabilities. 

 
The Social Care Houses were staffed by NHS employed staff, however, in 
January 2015 Key Housing was engaged to support the operational delivery of 
services in Lismore. 
 

 A full review of staffing, training and development needs, processes and 
precedures within the houses has been undertaken by a senior member of the 
Mental Health Management Team. 

 
 Penny Halliday, Non Executive Board Member asked if a copy of the report could 

be circulated to Board Members for information.  The Chief Operating Officer 
agreed to circulate the report, along with an update of the work that has been 
undertaken to date. 

Action:  Chief Operating Officer 
 
 It was agreed that a detailed paper should be brought to the In Committee 

session of the June 2015 Board Meeting.  The Chief Executive agreed to update 
the Corporate Business Manager on this change to the agenda. 

Action:  Chief Executive 
 
 Performance Committee members noted the verbal update. 
 
Grace Cardozo, Non Executive Committee Member, Lesley Bryce, Non Executive 
Committee Member and Caroline Sharp, Workforce Director left the meeting. 
 
Denise Moffat, Community Mental Health Nurse Manager, Lynnette Dickson, Inpatient 
Services Manager and Dr Fraser Gibbs, Consultant Psychiatrist and Lead Clinician for 
Older Adults joined the meeting. 
 
9. EMI Redesign Update 
 
 Ian Hancock, General Manager for Mental Health and Learning Disabilities 

presented the EMI Redesign Update paper to committee members, addressing 
the queries that were raised at the March 2015 Performance Committee meeting. 
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 One of the actions noted from the previous meeting was around consultation of 
the proposal with clinical groups and forums, it was noted that the paper was 
taken to the Area Clinical Forum in March 2015 and was fully supported by forum 
members. 

 
 Committee members were taken through the options presented for consideration, 

highlighting that further develop is required on the proposal for the west of the 
region, due to the lack of day care services now available in that area.  An 
update paper will be brought back to the next Performance committee. 

Action:  General Manager – Mental Health & Learning Disabilities 
 
 The main aims for the proposed redesign is to enhance the Post Diagnostic 

Support for patients who have been diagnosed with Dementia.  Penny Halliday, 
Non Executive Committee Member confirmed her support to this aim and asked 
for further information on how this will be encouraged and implemented as part of 
the proposal. 

 
 A discussion took place around the current occupancy and arrangements within 

Allanbank.  It was agreed that a paper be taken to the July 2015 Performance 
Committee meeting, which will focus on Frail Elderly Care and capacity of the 
service. 

Action:  Chief Operating Officer 
 
 Performance Committee members supported the recommendations and agreed 

to receive a further paper on the proposal for the provision in the west of region 
before it could be fully supported. 

 
Moira Cossar, Non Executive Committee Member, Ian Hancock, General Manager – 
Mental Health and Learning Disabilities, Denise Moffat, Community Mental Health 
Nurse Manager, Lynnette Dickson, Inpatient Services Manager and Dr Fraser Gibbs, 
Consultant Psychiatrist and Lead Clinician for Older Adults left the meeting. 
 
10. Clinical and Service Change Strategy Update - Update on the OD / Cultural 

Diagnostic work 
 
 Performance Committee members agreed to deferred this item to the next 

Committee meeting. 
Action:  Executive Assistant to Director of Finance 

 
11. Acute Services Redevelopment Programme 
 
 The Chief Operating Officer presented the Acute Services Redevelopment 

Programme paper to committee members, highlighting that the paper sets our 
the resources required to take the programme forward over the cominng months 
to support the delivery of the new hospital. 
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 It was noted that the Acute Services Redevelopment Programme encompasses 
the new hospital build, the redevelopment of the Cresswell building and the 
Clinical and Service Change Programme as well as a number of other projects. 

 
 Performance Committee members noted to report. 
 
12. Lochfield Road Post Project Evaluation 
 
 The Director of Finance presented the Lochfield Road Post Project Evaluation 

paper to committee members, confirming that the Board are required to 
undertake an evaluation of all capital projects and submit the findings from the 
evaluation process to Scottish Government for review. 

 
The Primary Care Centre on Lochfield Road was handed over to the Board in 
Autumn 2012, with the project having been completed on time and within budget. 

 
 One of the main issues highlighted within the report was around the installation of 

the BT lines into the building.  Although all issues have now been resolved, this 
has been noted within the report as a lesson learnt from the project and will be 
highlighted to future projects being undertaken. 

 
 The Pharmacy provision within the building was disappointing, as is was 

proposed to cover the needs of the community, however, the Pharmacy 
Committee ruled that the existing provision was adequate and rejected the 
proposal.  Discussions have been held with other local pharmacies to move to 
the new space at Lochfield Road, however, no interest has been received at this 
time. 

 
A Non Executive Committee Member commented on concerns raised in the 
report about the location of blue badge disabled parking bays, and sought 
assurance that lessons learned would be incorporated in future projects.  The 
Chief Executive advised the committee that there had been wide consultation 
before commencement of this project, however, as a result of concerns raised 
around blue badge disabled parking bay locations, changes have now been 
made and gave assurance to the committee that lessons learned would be 
incorporated into future projects. 

 
 Performance Committee members noted the report and approved submission of 

the Post Project Evaluation to Scottish Government. 
 
14. Freedom of Information (Scotland) Act Performance 2014 
 
 The Chief Executive presented the Freedom of Information (Scotland) Act 

Perofrmance paper to committee members, highlighting that in 2014 the Board 
had achieved a 90% response rate for Freedom of Information (FOI) requests 
within the timeline set by Scottish Government. 
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From national statistics NHS Dumfries and Galloway benchmarked well across 
Scotland in 2014. 

 
 Performance Committee members noted to report. 
 
15. Corporate Financial Risk Register 
 
 The Director of Finance presented the Corporate Financial Risk Register to 

committee members, explaining that the report shows an extract from the 
Corporate Risk Register of the Board financial risks, as well as a copy of the risk 
assumptions that formed part of the Local Delivery Plan submission to Scottish 
Government. 

 
 Performance Committee members discussed and noted the report. 
 
16. Committee Assurance Statement – Performance Committee 
 
 Members were presented with the Performance Committee Assurance, which all 

Standing Board Committees are required to complete as part of the overall 
Governance Statement process.. 

 
 The Statement summarises the decisions made within the committee throughout 

the 2014/15 financial year, which gives foresight into agenda plan for the 
forthcoming year as well as giving the appropriate level of assurance to the Chief 
Executive that all business aspects of the committee have been covered as per 
the Terms of Reference. 

 
 Performance Committee members discussed and approved the Committee 

Assurance Statement for signing by the Committee Chair. 
 
17. Any Other Business 
 
 i) Draft Performance Committee Agenda – 6th July 2015 

 
 Performance Committee members noted the draft agenda for the 

committee meeting on 6th July 2015, for information. 
 
18. Date and time of next meeting 
 
 The next Performance Committee meeting will be held on 6th July 2015 at 

10am – 1pm in the New Boardroom, Crichton Hall, Dumfries. 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
Performance Committee 
 
 
Minutes of the Performance Committee meeting held on 6th July 2015 at 10.00am in the 
New Boardroom, Crichton Hall, Dumfries. 
 
Present 
Mr P N Jones Chairman (Performance Committee Chair) 
Mrs M Cossar Non Executive Committee Member 
Mrs G Cardozo Non Executive Committee Member 
Ms L Bryce Non Executive Committee Member 
Dr L Douglas Non Executive Committee Member 
Mrs K Lewis Director of Finance 
 
In Attendance 
Mrs L Geddes Executive Assistant to Director of Finance (Minute Secretary) 
Mr J Beattie Employee Director / Non Executive Board Member 
Ms G Stanyard Non Executive Board Member 
Mr R Nicholson Non Executive Board Member 
Ms C Sharp Workforce Director 
Prof H Borland Nurse Director 
Dr A Cameron Medical Director 
Mr D Bryson General Manger - Facilities & Clinical Support Services 
Mr C Sanderson Efficiency & Productivity Manager 
 
Apologies 
Mr J Ace Chief Executive 
Mrs J White Chief Operating Officer 
Mr R Allan Non Executive Committee Member 
Mrs P Halliday Non Executive Board Member 
 
 
The Chair welcomed members to the Performance Committee meeting, thanking other 
Non-Executive and Executive colleagues for their attendance. 
 
1. Apologies for Absence 
 

Apologies for the meeting have been noted above. 
 
2. Declarations of Interest 
 

The Chair asked Committee members if they had any declarations of interest in 
relation to the items listed on the agenda for this meeting. 

Agenda Item 94 
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 It was noted that no declarations of interest were put forward at this time. 
 
3. Minutes of meeting held on 11th May 2015 
 
 Performance Committee members agreed the minute taken at the previous 

meeting on 11th May 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. 

 
 The Workforce Director confirmed that she has spoken with Jim Lemon to agree 

a format for the Core Value conversations and is in the process of agreeing a 
date for the discussions with the Corporate Business Manager. 

 
 It was noted that discussions are ongoing in relation to the NHS Lothian Service 

Level Agreement and confirmed that a more detailed update would be brought 
back to the next committee meeting. 

Action:  Director of Finance 
 
 The EMI Redesign update due to be brought to committee has been deferred 

until the September 2015 meeting, where a full update on progress will be given. 
 

Action:  General Manager – Mental Health & Learning Diabilities / 
Chief Operating Officer 

 
The Board have given notice on the NHS use of beds at Allanbank.  It was noted 
that a more detailed update on this will be brought back to the next committee 
meeting to consider the future models of care for the frail elderly beds. 
 

Action:  Chief Operating Officer 
5. Performance Report 
 
 The Efficiency & Productivity Manager presented the Performance Report to 

committee members confirmed that although breaches have been noted in the 
report a reduction in the number of breaches has been evidenced. 

 
 It was confirmed that both the 31 day and 62 day Cancer Treatment HEAT 

Targets have been met, with an achievement rate on each at 100%. 
 
 It was highlighted that an error had been noted within the activity statistics on 

page 20.  The figures should be showing the position up to the end of Month 2 of 
the current financial year. 

NOT  PROTECTIVELY  MARKED 
Page 2 of 8 

224



The Efficiency & Productivity Manager agreed to liaise with the Information 
Services Team to ensure that figures are adjusted and noted at the August 2015 
NHS Board meeting. 

Action:  Efficiency & Productivity Manager 
 
 Recruitment is still ongoing to try to fill the Neurology Consultant post, however, 

to ensure continuity of servies a locum consultant has been brought in from 
6th July 2015. 

 
 It was noted that the Board are working closely with the Royal Voluntary Services 

for the transport of patients to and from the hospital, to maximise the availability 
of the Scottish Ambulance Service.  Following a query from a Non-Executive 
Board member, the Efficiency & Productivity Manager agreed to include details of 
the benefits the use of this service will have for patients, within the next 
Performance Report. 

Action:  Efficiency & Productivity Manager 
 
 Discussions were held around medical recruitment and it was agreed that a 

further update would be brought back to next Committee meeting within the 
quarter one financial report. 

Action:  Director of Finance 
 
 A meeting is being arranged with the Director of Finance, Workforce Director and 

Medical Director to discuss the recruitment of medical staff in more details, 
looking at both the local and national positions.  An update on these discussions 
will be brought back to the next committee meeting. 

 
Action:  Director of Finance / Medical Director / Workforce Director 

 
 The Efficiency and Productivity Manager confirmed that a further report in being 

brought to a future committee meeting on Patient Access, following a query from 
a Non-Executive Committee members around the appointments process. 

 
Action:  Efficiency & Productivity Manager 

 
 Performance Committee members discussed and noted the report. 
 
6. Financial Performance:  2 Months to 31st May 2015 
 
 The Director of Finance presented the Financial Performance up to 31st May 

2015 to committee members. 
 
 Meetings have been arranged with the General Managers for early August 2015 

to undertake a Quarter 1 financial review, which will be updated in the September 
2015 financial performance paper to committee. 
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 Scottish Government have confirmed that additional monies have been made 
available for the primary care services, with approximately £2.5m being allocated 
to General Practitioner (GP) recruitment and retention, further details on this will 
be fed back to committee members when more information is available. 

 
 Discussions were held around the processes for identifying Cash Releasing 

Efficiency Savings (CRES) Schemes for directorates, including the risk level 
associated with them and the approval of high risk schemes through 
Performance Committee.  The Efficiency & Productivity Manager agreed to 
provide a list of all schemes, detailing their risk level for circulation to committee 
members. 

Action:  Efficiency & Productivity Manager 
 
 Concerns were raised around national shared services discussions that are 

taking place, the proposals for which may not be of benefit to Dumfries and 
Galloway, if implemented.  Future updates will be brought back to committee 
detailing the options for a shared service to see what support can be given to the 
national and local situation as they emerge. 

 
 Performance Committee discussed and considered the report. 
 
7. Sustainable Development and Environmental Performance 
 
 The General Manager – Facilities & Clinical Support Services presented the 

Sustainable Development and Environmental Performance paper to committee 
members, explaining that the report demonstrates the performance against the 
energy efficiency HEAT targets. 

 
 Following the installation of the biomass boiler in the Cottage Hospitals in 

2013/14, Thornhill Hospital has been identified as the best energy efficient 
hospital in the region. 

 
 A number of collaborative opportunities are being explored between the NHS and 

Local Authority, including the energy efficiency, waste management and travel 
planning. 

 
 The Board are undertaking an audit later this year of all medical equipment within 

Dumfries and Galloway Royal Infirmary, to identify the equipment that can be 
transferred to the new hospital and what new equipment will be required to 
ensure current and new services are operable within the new facility. 

 
 Ronnie Nicholson, Non-Executive Board Member declared an interest in the 

equipment audit being undertaken, as his wife is a member of the audit team. 
 
 Performance Committee noted the report. 
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The Efficiency & Productivity Manager left the meeting. 
 
8. Asset Management Strategy 2015 Update 
 
 The General Manager – Facilities & Clinical Support Services presented the 

Asset Management Strategy 2015 update paper to committee members, 
highlighting that this is the fifth version of the document, which was previously 
known as the Property Asset Management Strategy 

 
The strategy is split into four sections which look at the strategic plan for the 
Board’s estate, the development of the non-acute estate, the office 
accommodation strategy and the detailed plans for all buildings within the estate. 

 
 It was noted that the Board currently have 5 properties on the market, which are 

no longer required as part of the NHS estate.  Capital receipts from the sale of 
the properties are returned to Scottish Government, any revenue savings gained 
from the sale of the premises can be used towards efficiencies. 

 
 Backlog maintenance costs within the NHS estate increased by £7m due to the 

costs being being indexed to current rates.  This amount does not include 
improvements or changes to the structure of the buildings, purely bring the 
buildings back to a fit for purpose state. 

 
Joan Pollard, Improvement Lead - Acute and Diagnostic Services and Campbell Craig, 
Acute Services Redevelopment Project Manager joined the meeting. 
 
 It was noted that new cyclepaths and walkways are being established around the 

new hospital site to better support staff walking and cycling to work.  More 
frequent bus services are also being discussed, as well as car sharing to 
reduction our carbon footprint. 

 
 The Director of Finance agreed to circulate an electronic copy of the Asset 

Management Strategy to committee members and asked Ronnie Nicholson, 
Non-Executive Board Member to share the link with his council colleagues. 

 
Action:  Director of Finance / Mr R Nicholson 

 
 Performance Committee members noted the paper. 
 
9. Choice Guidance 
 
 The Improvement Lead – Acute and Diagnostic Services presented the 

Implementation of Choice Guidance paper to committee members, highlighting 
that the information focusses on the next step for elderly patients when they are 
ready to leave hospital. 
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 When a patient is being discharged from the hospital and is not able to return 
home they are able to choose which Care Home they would like to be placed in, 
however, if there are no spaces available in their first choice care home, an 
interim placement will be made in a different facility until a space becomes 
available in their chosen care home.  The Commuinity Health and Social Care 
Partnership Board have reviewed the guidance and have agreed that the interim 
placement must be no more that 30 miles from the patients first choice care 
home to reduce the amount of travel required by family, friends and carers. 

 
 The implementation of this new guidance has seen a reduction in the delayed 

discharges figures with 16 delays noted in Janaury 2015 and only 1 delay in May 
2015. 

 
 A Non-Executive Committee Member asked what is being done around placing 

patients with Dementia, to help reduce change for them with multiple placements.  
It was noted that the guidance is looking to encourage patients and families to 
choose a first choice care home that has available places at the time of 
discharge from the hospital. 

 
 Performance Committee members noted the report. 
 
The Improvements Lead – Acute and Diagnostics Services left the meeting 
 
10. Salaried Dental Service Review Update 
 
 The Medical Director gave a verbal update on the Salaried Dental Service 

Review, confirming that a full paper will be brought back to the September 2015 
committee meeting. 

 
It was noted that letters have been issued to patients who have been registered 
with NHS Dental Surgeries of the withdrawal of the Salaried Dental Service.  The 
response to the letters has been positive with a high percentage of patients 
having moved to new dental practices. 

 
 The Dental Practice in Lochmaben has been closed and the Board are in the 

process of removing equipment from the premises at the moment. 
 
 A question was raised around the responses received from the letters issued to 

the patients currently registered at the Lochside and Sanquhar practices and 
whether those who have not responded are within deprived areas of the 
community.  The Director of Finance agreed to liaise with the Head of Primary 
Care Development to include an update on this within the paper being brought 
back to the September 2015 committee meeting. 

 
Action:  Director of Finance / Head of Primary Care Development 
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 Performance Committee members noted the verbal update and agreed for a 
paper to be brought back to the September 2015 committee meeting. 

 
11. Acute Services Redevelopment Programme 
 
 The Acute Services Redevelopment Project Manager gave a presentation on the 

new hospital project, reflecting on the processes that have been undertaken to 
date. 

 
 It was noted that the Full Business Case was approved at the Scottish 

Government Capital Investment Group meeting on 16th December 2014, with 
planning consent also being approved on the same day.  The Project then 
progressed through to Financial Close in March 2015. 

 
 An Independent Site Tester had been appointed jointly between the construction 

company and Highwood Health to scrutinise the construction of the new hospital 
as it progresses through the various building phases. 

 
 The design for the foul water pumping station has been agreed with Scottish 

Water, with the details being talked through as to how the pumping station will 
link with the Cargenbridge services. 

 
 A mock-up of the single room layout has been created at Dumfries and Galloway 

Royal Infirmary to allow any issues around the layout to be fine tuned prior to the 
installation of equipment into the new hospital.  The mock-up is currently being 
closed to the public, however, it is hoped the room will be opened up to the public 
later in the year. 

 
 Highwood Health have added 74 new jobs to the TAP site for local recruitment in 

the construction phases and the first graduate process is being developed at the 
moment. 

 
 Piling works has already commenced on site, which are ahead of schedule, with 

the ward construction being visible by the end of the year. 
 
 Performance Committee members noted the presentation. 
 
The Acute Services Redevelopment Project Manager left the meeting. 
 

i) Clinical and Service Change Programme Update – Update on the OD 
 

The Workforce Director gave a verbal update on the diagnostic work being 
undertaken with Organisational Development (OD) around the Clinical and 
Service Change Programme, confirming that consultants have been 
appointed to undertake the cultural diagnostic work. 
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The consultants are attending the OD Workstream for a full briefing, 
mobilisation of the work and how it will be taken forward.  This process will 
ensure that realistic timescales are set for the delivery of the project and 
will also see the development of the Issues and Risks logs for the term of 
the 3 year contract. 
 
The piece of work covers the NHS, Council, Social Work and Third and 
Independent sector, to look at sampling the diagnostic processes across 
all areas. 
 
Information will then be fed back through the Integration Joint Board and 
the OD Workstream to see what a collective culture can and will look like.  
The plan will then be developed to view the transition of the current 
processes to the new vision. 
 
Further updates will be taken to NHS Board periodically throughout the 
term of the 3 year contract to ensure Board Members are kept up to date 
on the discussions that are taking place with the consultants. 
 
Performance Committee members noted the verbal update. 

 
12. Any Other Business 
 

i) Draft Performance Committee Agenda – 7th September 2015 
 

Performance Committee members reviewed the draft agenda for the 
Committee meeting on 7th September 2015, noting the inclusion of 
additional items identified within the committee meeting to the agenda. 
 

The Director of Finance confirmed that an Issues Log is being developed to 
record any queries raised by Non-Executive Board members.  The aim of the log 
is for all queries to be fed through to a central point for responses to be collated. 
 
Further updates on the development of the log and the process for logging issues 
will be brought back to the next Performance Committee meeting. 
 

Action:  Director of Finance 
13. Date and time of next meeting 
 
 The next Performance Committee meeting will be held on 7th September 2015 at 

10am – 1pm in the New Boardroom, Crichton Hall, Dumfries. 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
Audit and Risk Committee 
 
 
Minutes of the Audit and Risk Committee meeting held on Monday 22nd June 2015 at 
9.30am – 1pm in the New Boardroom, Crichton Hall, Bankend Road, Dumfries, 
DG1 4TG. 
 
 
Present 
Mr R Allan  Non Executive Committee Member (Committee Chair) 
Dr L Douglas Non Executive Committee Member 
Ms L Bryce Non Executive Committee Member 
 
In Attendance 
Mr J Ace Chief Executive 
Mrs K Lewis Director of Finance 
Mr P Jones Chairman of the Board 
Ms J Watters Chief Internal Auditor 
Ms L Paterson External Auditor – PricewaterhouseCoopers LLP 
Mrs S McMeckan Deputy Director of Finance 
Prof H Borland Nurse Director 
Mrs R Francis Audit and Risk Committee Lay Member 
Mrs L Geddes Executive Assistant to Director of Finance (Minute Secretary) 
Mrs M Stevenson Patient Safety Manager 
 
 
Apologies 
Mrs J White Chief Operating Officer 
Ms G Stanyard  Non Executive Committee Member 
Mrs G Cardozo Non Executive Committee Member 
 
 
The Committee Chair confirmed that Lesley Bryce and Grace Cardozo had been 
appointed as members of the Audit and Risk Committee, following their appointment as 
Non-Executive Board Members in April 2015. 
 
Committee members were also introduced to Ros Francis, who has been appointed as 
the Audit and Risk Committee Lay member.  Mrs Francis will bring to the committee her 
considerable financial experience to complement the spread of skills possessed by the 
non executive members of the committee. 
 
1. Apologies for Absence 
 
 Apologies as noted above. 

Agenda Item 95 
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2. Declarations of Interest 
 

The Committee Chair asked members if they had any declarations of interest in 
relation to the items listed on the agenda for this meeting. 

 
 It was noted that no declarations of interest were put forward at this time. 
 
3. Minutes of meeting held on 16th March 2015 
 
 The Audit and Risk Committee approved the minute from the previous meeting 

on 16th March 2015, with no amendments. 
 
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. 
 
 It was noted that Management Team have had discussions around the 

outstanding actions from Internal Audit reports.  A Management Report will be 
brought back to the next committee meeting, to give assurances to members that 
progress has been made to close off all outstanding actions. 

Action:  Director of Finance 
 
 The General Manager for Facilities and Clinical Support Services was invited to 

attend a recent Management Team meeting to talk through the outstanding 
actions from the Pool Car Limited Assurance Audit, where a progress plan was 
agreed. 

 
 The Board Workshops around the risk appetite and annual accounts took place 

on 15th June 2015.  The Nurse Director gave an update on the discussions that 
took place during the risk session, confirming that since the workshop risk 
information from other Boards is being reviewed by the Patient Safety Manager 
to support the drafting of the Board’s Risk Appetite and Risk Statement, which is 
hoped to be brought back for discussion by March 2016. 

Action:  Patient Safety Manager / Nurse Director 
 
 Audit and Risk Committee noted the updates. 
 
5. 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. 
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 The report confirmed that two 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. 
 
6. 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. 

 
 Audit and Risk Committee noted the report. 
 
7. Internal Audit Annual Report 2014/15 
 
 The Chief Internal Auditor presented the Internal Audit Annual Report 2014/15 

paper to committee members, highlighting that there has been an additional 
investigation within the 2014/15 audit year, which had minimal impact on the 
audit days, ensuring the full audit plan was achieved in year. 

 
 Two limited assurance audit reports were presented to the Audit and Risk 

Committee during the year, which related to the recording of the Chief Executive 
Letters and other circulars, and Hospital Waste Management.  It was noted that 
further updates on these reports will be brought back to the September 2015 
committee meeting. 

Action:  Chief Executive / Chief Operating Officer 
 
 Committee members were taken through the Chief Internal Auditor’s Statement 

of Assurance, which is presented to the Accountable Officer, to give assurance 
against all audit activity as part of the overall Governance Statement process. 

 
The Chief Internal Auditor raised concerns around Information Governance, 
confirming that it will be one of the main focuses in all audits undertaken in future 
years.  A request was put forward that the information governance update from 
the Medical Director would include more detail on the outstanding actions to be 
brought back to the next meeting. 

Action:  Chief Internal Auditor 
 
 Discussions took place around the narrative within the matrix used to determine 

the level of audit opinion given to each report.  The Chief Internal Auditor offered 
to review the narrative and, if appropriate, amend the wording before the next 
committee meeting to ensure it fully reflects the impact of the level of assurance 
that is given on completion of each audit. 

 
 Audit and Risk Committee noted the report. 
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8. Annual Fraud Reports 
 
 The Chief Internal Auditor presented the Annual Fraud Report to committee 

members, confirming that the paper provides a summary of the work that has 
been undertaken as part of the annual fraud plan. 

 
 During the year the Chief Internal Auditor has worked with Counter Fraud 

Services (CFS) to raise awareness, amongst NHS staff, of who the key contacts 
are in relation to fraud.  CFS has also undertaken information sessions with 
Human Resources, Procurement, the wider Finance Team and other board 
colleagues in relation to fraud. 

 
 The Fraud eLearning has now been linked to the general staff induction 

sessions, which has proved invaluable in raising awareness with staff. 
 
 The CFS Alerts that had been received since the last meeting were noted within 

the report. 
 
 Audit and Risk Committee noted the report. 
 
9. Risk Management Annual Report 
 
 The Nurse Director presented the Risk Management Annual Report to committee 

members, highlighting that the Annual Report to provide overall assurance on 
risk management activity for the year. 

 
 Non-Executive Committee members asked what impact the Health and Social 

Care Integration will have on the level of current and new risks to the Board.  The 
Nurse Director confirmed that the NHS Board will continue to be accountable for 
any risks identified for the Board, with updates being passed through to the 
Integration Joint Board as they will have overall accountability for both the 
Council and Health Board. 

 
 It was noted within the Annual Report that an increase has been identified within 

the Slips, Trips and Falls category in the last 2 years.  The Nurse Director noted 
that this could be due to multiple factors, including more effective reporting, 
development of a falls assessment framework, and raising awareness of what 
constitutes a slip, trip or fall.  We will observe the trend next year in order to 
consider whether there is a more substantive reason. 

 
The Nurse Director mentioned that we now have more patients accommodated 
within the Psychiatric Wards within Midpark compared to previous years, due to 
the repatriation work, who have additional support needs and violent tendencies, 
which it is believed contributes to an increase in the violent incidents figures. 

 
 Audit and Risk Committee members noted the report. 
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10. Primary Care Development – Annual Report to Audit and Risk Committee - 
Family Health Services Post Payment Verification 2014/15 

 
 The Director of Finance presented the Family Health Service Post Payment 

Verification report for 2014/15 to committee members, highlighting that no issues 
were identified from the payment verification work undertaken by Primary Care 
Development. 

 
 It was noted that the guidelines, which the Board need to adhere to when 

undertaking the payment verification work, is contained within the Chief 
Executive’s Letter (CEL) 11 (2014).  A link to this document has been included at 
the bottom of page 4 of the paper. 

 
 Audit and Risk Committee noted the report. 
 
11. Controls Assurance – National Services Scotland / Financial Ledger 

Systems 
 
 The Deputy Director of Finance presented the Controls Assurance report to 

committee members, confirming that assurances had been taken from the 
following audit report on the external services utilised by the Board. 

 
• Practitioner & Counter Fraud Services 
• National IT Service Contract 
• National Single Instance 

 
It was noted that no significant issued had been identified in any of the reports. 

 
 Audit and Risk Committee noted the report. 
 
12. Committee Assurance Statement for the NHS Dumfries and Galloway Audit 

and Risk Committee for 2014/15 
 
 The Director of Finance presented the Committee Assurance Statement for the 

Audit and Risk Committee 2014/15 to committee members, highlighted that as 
part of the annual accounts and governance statement process’ all standing 
committees are asked to review their duties noted within their Terms of 
Reference and prepare a report to give assurance to the Accountable Officer that 
all aspects of Board business has been covered by the committees in year. 

 
A minor amendment was made to the declaration on page 2 of the committee 
assurance statement.  The amendment was highlighted to committee members 
and agreed prior to the Committee Chair signing the document. 
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The Chairman of the Board asked that the level of details contained within the 
Best Value section at the end of the Committee Assurance Statement be 
retained in future years, as it gives committee members a better understanding of 
where Best Value sits within each committee. 

 
 Audit and Risk Committee noted the report. 
 
13. Governance Statement 2014/15 
 
 The Chief Executive presented the Governance Statement for 2014/15 to 

committee members, confirming that the report highlights two disclosures.  The 
first disclosure was in relation to the Healthcare Improvement Scotland 
inspection report on Care for Older People in Acute Hospital, which was 
undertaken at the Galloway Community Hospital.  It was noted that the actions 
from the report are being progressed and the report has been fully discussed at 
Board level. 

 
 The second disclosure noted that a £2m underspend was evidenced in  2014/15, 

which will be returned to the Board in 2015/16, on a non-recurring basis to 
support the ongoing running costs of the Acute Services Redevelopment Project 
and Clinical Change Programme. 

 
 It was noted that, following the Annual Accounts Board Workshop on 

15th June 2015, a review of the Risk Assessment section and also the need for 
information on Health and Social Care Integration was undertaken.  The 
amendments noted can be viewed on pages 5 and 6 within the Governance 
Statement.  Revised copies of the statement were handed out to committee 
members at the start of the meeting. 

 
 Audit and Risk Committee noted the report and endorsed the 

Governance Statement for 2014/15. 
 
14. Notification from Sponsored Bodies Audit Committees 2014/15 
 
 The Director of Finance presented the Notification from Sponsored Bodies Audit 

Committees 2014/15 paper to committee members, highlighted that the chair of 
the Board’s Audit and Risk Committee is required to write to the Scottish 
Government on an annual basis to highlight any significant issues or frauds that 
had been identified in year. 

 
 No significant fraud issues were highlighted within the letter and it was noted that 

the Board continue to work with Counter Fraud Services to progress the 
proactive plan for the year. 
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 One significant issue noted within the letter around the Healthcare Improvements 
Scotland inspection report on Care for Older People in Acute Hospital, which 
related to the Galloway Community Hospital.  It was noted that positive progress 
has been made against the reports with Healthcare Improvements Scotland 
undertaking the 16 week follow-up visit at the Galloway Community Hospital on 
29th June 2015.  Further updates on this visit will be taken through Healthcare 
Governance Committee. 

 
A request was put forward for one amendment to be made to page 2 of the letter 
to highlight that follow-up visits had been undertaken at the Galloway Community 
Hospital.  The Executive Assistant to the Director of Finance was asked to make 
this amendment prior to the letter being signed off. 

Action:  Executive Assistant to Director of Finance 
 
 Audit and Risk Committee approved the letter with one amendment. 
 
15. Annual Report to those charged with Governance and Auditor General for 

Scotland 
 
 The External Auditor presented the Annual Report to those changed with 

Governance and Auditor General for Scotland report to committee members, 
confirming that the Board has been issued an unqualified opinion for the 2014/15 
external audit. 

 
 Committee members were taken through the report, where key points were 

highlighted, including the risk associated with the accounting processes for the 
new hospital, the impairment for the existing hospital site and the changes 
around the way Clinical Negligence and Other Risks Indemnity Scheme 
(CNORIS) figures are presented within the annual accounts. 

 
 It was noted that the External Auditors were fully satisfied that the Board have 

complied with the Scottish Government guidance around the composition of the 
annual accounts and has been reflected within the annual accounts. 

 
 The External Auditor mentioned that PricewaterhouseCoopers LLP had 

undertaken an audit on due diligence in relation to the Health and Social Care 
Integration, the opinion from which was welcomed by both the Council and NHS. 

 
 The Nurse Director asked if the list of Integration Joint Board members on page 

20 of the report could be amended to include the Nurse Director on the list of 
members, before it is submitted to Audit Scotland. 

 
 Audit and Risk Committee noted the report. 
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16. 2014/15 Annual Accounts 
 
 The Deputy Director of Finance presented the Annual Report and Accounts for 

2014/15 to committee members, explaining that a Board Workshop was held on 
15th June 2015, to give Board Members to opportunity to be taken through the 
Annual Accounts in more detail to give an understanding of how the data within 
the accounts is derived. 

 
A summary information guide on the accounts was issued at the workshop and 
was also e-mailed to all Board Members, for review in advance of the accounts 
being reviewed and approved by committee and Special Board members. 

 
 The Deputy Director of Finance took committee members through the key points 

within the annual accounts, including assurances gained from the audit reports 
for the external financial systems and services used by the Board and the 
impairment of the existing hospital noted within the Balance Sheet. 

 
 It was noted that committee members and the Audit and Risk Committee Lay 

Member found the workshop and the summary guide on the accounts very 
helpful and asked if  similar arrangements could be put in place for the 2015/16 
annual accounts. 

 
 The Chairman of the Board asked for a change to be made to the Governance 

Statement on page 28, before it is signed off.  At the moment the second last 
paragraph mentions 7 non-executive Board Members, which should read 6 non-
executive Board Members.  The Executive Assistant to the Director of Finance 
was asked to make this amendment before it could be signed off in the Special 
Board Meeting. 

Action:  Executive Assistant to the Director of Finance 
 
 Audit and Risk Committee members recommended approval of the Annual 

Report and Accounts to the NHS Board, with one amendment. 
 
17. Patient Private Funds Annual Accounts 2014/15 
 
 The Deputy Director of Finance presented the Patient Private Funds Annual 

Accounts 2014/15 to committee members, highlighting that this fund is not 
included within the Board’s annual account as they sit on a separate ledger.   

 
It was noted that Carson and Trotter have externally audited the accounts and 
issued an unqualified opinion. 
 
Audit and Risk Committee members recommended approval of the Patient 
Private Funds Accounts to NHS Board. 
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18. Any Other Business 
 
 No items were put forward for discussions under this item. 
 
19. Date and Time of the Next Meeting 
 
 The next meeting of the Audit and Risk Committee will be held on 

21st September 2015 at 10am – 1pm in the New Boardroom, Crichton Hall, 
Dumfries. 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
Area Clinical Forum 
 
 

 
Minute of the Area Clinical Forum meeting held in the 

           Education Centre, DGRI on Wednesday 22nd April 2015 
 
 

Present 
Moira Cossar (Chair)  

Heather Currie, Adele Foster, Kim Heathcote, Ross Warwick, Allyson Turnbull 
Lorna Carr, Ian Peacock, Simon Willetts  

 
In Attendance 
Hazel Borland 
Ian Hancock 

Denise Moffat 
 

Apologies 
Bill Irving, Jim Lemon, Paul Beardon  

 
1. Apologies 
 
2. Minute of Previous Meeting 

The Minute of the meeting held on Wednesday 25th March 2015 was approved. 
  
3. Matters Arising 
 
4. Standing Items 
 a) Chairs Report  

Moira reported that the Non-Executives will be meeting with the Chair on 
Friday 24th April 2015 to discuss membership of the Integrated Joint Board. 
Key item of discussion at last Management Team had been concerns raised 
by medical staff at DGRI about ecasenote 

 
 b) Quality & Patient Safety Leadership Group 

No update 
 
  c) Clinical Service Change Programme/New Build  
   Following first round of workstream meeting for DGRI decision reached that 

  most will meet bimonthly although Outpatient workstream still meeting  
  monthly. It was recognised that meetings need to more focused with action 
  notes and people responsible for completion identified.   

 
 d) Health & Social Care Integration 

Agenda Item 96 
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  Moira informed members that the Scheme of Delegation has been signed off 
by the Scottish Government for approval.  It is anticipated that the Integrated 
Joint Board will be operating in shadow by June or July 

 
e) Feedback from Committees 

   
   Area Medical Committee 
   There has been no meeting of AMC since last ACF 
 
   GP Sub Committee 
   Meeting for tomorrow, 23rd April 2015, cancelled as no administrative  

  support 
 
   Medical Staff Committee 
   Last meeting was cancelled do to low attendance.  Heather informed  

  members that she has a new role acting as a link between medical staff and 
  IM&T to provide feedback to IT colleagues about issues/concerns re  
  ecasenotes and other IT developments. 

 
   Area Dental Committee 
   There has been no meeting since last ACF 
 
   Area Nursing, Midwifery & Allied Health Professions Committee  
   Key items discussed were the clinical services change programme, issues 

  arising from implementation of ecasenote and health and social care  
  integration. There was also some preparatory discussion about the agenda 
  for the Partnership Conference. 

 
   Healthcare Scientists Committee 
   Adele was welcomed as the new representative from the Healthcare  

  Scientists Committee having taken up the post of Lead Healthcare Scientist 
  (17 month post). The national Delivery Plan is expected to be published on 
  11th May 2015. Callum Murray has joined the committee. It is hoped that this 
  will support his role within the organisation, recognising that as a lone role  
  there can be challenges in getting recognition for his remit within delivery of 
  healthcare services. 

    
   Heather indicated that one outcome of the review she completed of the  

  Royal College Report on reducing clinical waste was the formation of a  
  group looking at frequency of blood tests. Dr J Robson is also looking at  
  testing rates in primary care. In hospital looking at minimum retesting  
  intervals, found that some junior doctors were doing tests daily. The  
  introduction of order comms should improve retesting rates reducing them to 
  levels that are of clinical benefit. 

 
   Psychology  
   There has been no meeting since last ACF 
 
    Area Pharmaceutical Committee 
   No representative in attendance 
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5. Dumfries and Galloway Professional Framework : 
 Health and Social Work Professionals January 2015 
 
 Hazel Borland described the key elements of the Integration Scheme for Health & 
 Social Care Integration that relates to Clinical and Care Governance. The Scheme 
 sets out a position for clinical governance that will be very familiar to staff working 
 in the NHS. The Locality Teams will be responsible for embedding clinical and care 
 governance. The Scheme also describes the responsibility of Medical and Nursing 
 Directors. The Integrated Joint Board (IJB) will be composed of both voting and 
 non-voting members. The Chief Social Work Officer is mandated as a voting 
 member in Integrated Joint Board because of their statutory role. The Medical & 
 Nurse Director and a GP will be members of the IJB but will not have voting rights. 
 Simon Willets reinforced the importance of developing a process to identify the GP 
 representative for the IJB   
 
 The Professional Advisory Committees and Area Clinical Forum will continue to 
 have a clear function and the Scheme describes links between the IJB and an 
 Integrated Professional Advisory Group with a clear message that decisions must 
 go through approved professional clinical decision making groups. Hazel Borland 
 and Lillian Cringles are continuing to explore development of a Social Work 
 Professional Advisory Group to mirror NHS PACs with the aim that there will be 
 future discussions to agree links between ACF and a Social Work Professional  
 Advisory Group. Hazel asked members to feedback their thoughts about the 
 development of an Integrated Professional Advisory Group. 
 
 IJB will need to provide assurance to both the Council & the Board re clinical & care 
 governance and so will need to have a Clinical and Care Governance forum/group. 
 The current plan is that Hazel or Lillian will chair Clinical & Care Governance 
 Committee and each Locality will have a Clinical & Care Governance Group. There 
 will be GP representation on each of these Groups and Simon Willets expressed 
 the view that it would be best to aim for at least 2 GPs per Locality so that there 
 was a better chance of GP participation. 
 
 The Emergency Departments (ED) and Inpatient Assessment will not be members 
 of the Locality Teams but these is some discussion about bringing GPs into the ED 
 to support ED staff. Lorna Carr described the possibility of future service models in 
 which AHPs were all community based and provided inreach to hospital to improve 
 care pathways. 
 
 It was recognised that the Committee Structure described a group of “Non-
 Integrated Health Services” for whom Clinical Governance would be the 
 responsibility of the Healthcare Governance Committee. Following the decision for 
 all Health Services to be included within the IJB then there would be no services 
 falling into this “Non-Integrated” group. It will therefore be necessary to explore how 
 services who do not sit in the Locality Teams e.g. Mental Health Services feed into 
 the Clinical and Care Governance Committee and this would mean a review of the 
 role and remit of the Healthcare Governance Committee. 
 
 It will be important for clinicians to have strong voice, but there will be the 
 opportunity at Locality level to make better use of resources, reduce duplication. 
 The Integration Scheme provides the strong professional leadership which was 
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 missing in Joint Futures. Hazel asked for any comments to be submitted by mid 
 August. 
 
 The Framework currently covers the Nursing, Midwifery, AHP, Medical and Social 
 Work professions. Hazel asked for views for the inclusion of Healthcare Sciences 
 and Psychology, this was viewed as a sensible approach. Hazel has also been 
 given a copy of the Professional Framework Document developed in Tayside that 
 may provide some very useful content for D&G. 
 
 Moira asked members to bring any additional ideas and thoughts about the 
 Framework to the next meeting. Hazel offered to come back to ACF and any other 
 PACs at a later date for further discussion about this very important topic. Simon 
 suggested it would be very useful to discuss Clinical & Care Governance and the 
 Professional Framework at GP Sub-committee. 
  
7. Joint ACF/APF Event - Monday 27th April  
 
 Heather highlighted the key elements of the report on Morecambe Bay Hospital that 

highlight a number of themes identified in the Grampian Report. The author of the 
Morecambe Bay Report, Dr Bill Kirkup, has been invited to a half day event in 
Dumfries to explore any issues for D&G services. It was agreed it was essential 
that an Action Plan is developed following the ACF/APF event and that it is acted 
on. 

 
8.       AOCB  
 Chronic Pain Management Pathway Pilot 
 Ross informed members of a 6 month pilot for a new pathway for chronic pain 

management. The pilot will include 3 groups, with 12 sessions (3hrs each). Patients 
will be screened to make sure they have a psychological understanding of how their 
pain could be managed. The scoping and research processes are underway for the 
pilot. Patients will be recruited from the chronic pain service and the community. 
Ross indicated that 60% of the patients he sees have problems related to chronic 
pain 

 
 ACF Chair 
 Moira indicated her plans to leave her full time contract on 31st March 16 and return 

2 days per week. At this point she would have 11 months remaining of her term of 
office but advised members that she did not want to assume that they would be 
happy for her to continue to Feb 2017. Members indicated that they were happy for 
her to complete the 4 year term of office. 

 
 Date of Next Meeting – 28th May 2015 
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DUMFRIES AND GALLOWAY NHS BOARD  
 
HEALTHCARE GOVERNANCE COMMITTEE 
 
18 May 2015              
9.30 a.m., New Board Room, Crichton Hall 
 
 
Present:  Mr. Phillip N. Jones Chairman (Chair) 
 Ms. Lesley Bryce Non Executive Member (Shadow Chair) 
 Mr. Jeff Ace   Chief Executive  
 Prof. Hazel Borland  Nurse Director  
 Dr. Angus Cameron  Medical Director 
 Dr. Andrew Carnon  Joint Interim Director of Public Health  
 Dr. Ewan Bell  Associate Medical Director  
 Dr. Martin Connor Infection Control/Consultant Microbiologist  
 Mrs. Moira Cossar  Chair – Area Clinical Forum  
 Dr. Laura Douglas Non Executive Member  
 Dr. Ken Donaldson Associate Medical Director 
 Mrs. Penny Halliday  Non Executive Member  
 Dr. John Locke  Lead Clinician, Primary Care  
 Mrs. Elaine Ross Infection Control Manager  
 Mrs. Gillian Stanyard Non Executive Member  
 Mr. Bill Rogerson  Lay Member  
 Mrs. Julie White  Chief Operating Officer  
 Mrs. Alice Wilson  Deputy Nurse Director  
   
Apologies: Yvonne Christley  Patient Experience and Communications Manager 
   
In Attendance: Robert Allan  Non Executive Member  
 Steven Bell Early Clinical Careers Fellow 
 Maria Bews-Hair  Consultant Surgeon  
 Nicole Hamlet  General Manager  
 Vicky Freeman  Acting Head of Strategic Planning  
  Margaret Johnstone E.A. to Nurse Director  
 
The Chairman opened the meeting by introducing Lesley Bryce, Non Executive 
Member, who will be the future Chair of the Committee.  He also commented that it 
would be a good idea to have a better understanding of the Committee’s forward 
programme.    
 
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 9 March 2015         
Approved with one amendment.  
Page 9, Para 3, Line 4 should read “April” and not “August”.   
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4. Matters Arising  
Nil.  
 

5.  Action List  
Updated action list tabled.   
 
The Nurse Director explained that:  

• Public Involvement Panel Update has been deferred to the July 
meeting to allow presentation at the Person Centred Health and 
Care Committee in June.  

• Date had not been agreed for the Heart Failure paper and the 
Medical Director intimated that he would bring this to the July 
meeting.  

• The National Standards of Care for Older People in Hospital 
have not yet been issued so the Older People Proposal has 
been deferred to a future meeting once these are published.  

• Complaints Policy and Unacceptable Actions Policy deferred to 
July (following the EQIA compliance process).   
 

STANDING ITEMS  
 
6. Digital Patient Story  

Due to IT problems it was not possible to share the patient story.  
 

7. Patient Experience Report  
The Nurse Director presented the paper noting the change in format.  
She highlighted the formal complaints data, complaints response times, 
Patient Opinion Feedback, Scottish Public Service Ombudsman, 
Improvement activity and welcomed discussion around future reporting.  
She noted that the Complaints Assurance Group is in the process of 
being re-established.   The Chair commented on the response times 
which he felt was about managing the process and asked about the 
purpose of the Complaints Assurance Group.  The Nurse Director 
explained that the role and remit of the group, following discussion at 
their first meeting, would come to the Committee.  A Non Executive 
Member commented on the report and thanked the Nurse Director for 
the positive and pro-active way she has worked to improve the process.  
He explained he had been thinking about this and felt that we should 
focus less on complaints and more on patient satisfaction and this is the 
way we should be moving forward.  
 
A Non Executive Member noted that it had been raised at the 
Performance Committee that complaints in relation to Mental Health 
and Learning Disabilities were not very high and asked if there are 
mechanisms in place for these vulnerable groups to support them to 
give feedback, and if there are, what are they and are they appropriate?  
The Nurse Director responded that mechanisms are in place and 
suggested that she bring a paper to a future Committee around 
advocacy services available to vulnerable groups and the “easy read” 
information available.   
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The Chief Executive agreed that a paper around how we support 
people outwith the traditional methods would be useful.   
 
The Chair asked what was being done to address staff attitude and the 
Nurse Director responded that a lot of work had been done around this.  
The Deputy Nurse Director highlighted ongoing pieces of work, “It’s the 
little things that matter” and “not what you say but how you say it”.  She 
highlighted the Cleveland Clinic ethos that everyone has something 
going on in the background and to be mindful of this.  She highlighted 
the Excellence in Care programme where teams of staff worked 
together in relation to inter-acting with patients and other staff.  The 
Deputy Nurse Director emphasised that this work also focuses on 
empathy, listening and noticing.  The Nurse Director highlighted the 
Person Centred Enhanced Patient Experience Events and Values 
Based Reflective Practice activity which is ongoing.  
 
The Lead Clinician, Primary Care, highlighted the poor response times 
within primary care noting that this is unacceptable, only one complaint 
out of five in February was responded to within twenty days, and there 
was obviously a process problem there.   
 
The Committee:  

• Noted the report  
• Report on Mental Health and Learning Disabilities advocacy 

support to come to a future meeting  
 

8. Infection Control Bi-Annual Performance Report   
The Infection Control Manager presented the paper noting performance 
against the five Healthcare Associated Infection (HAI) Standards 
outlined in the summary despite the recruitment challenges faced by 
the Infection Control Team.  She explained that we do very well with an 
active Public Involvement Group.  She noted that we had not had an 
HAI inspection at DGRI for some time and felt that one was due in the 
near future. 
 
The Chair asked if this was a bi-annual report due to the challenges 
described and the Infection Control Manager responded that yes, it 
would normally be an annual report.  The Chair commented on being 
due an HAI inspection and asked if the Infection Control Manager 
thought the local inspections prepare staff for the real thing and she 
confirmed that they did.  
 
The Chair asked the Chief Operating Officer if standards around the 
repair and maintenance of DGRI would continue to be maintained and 
she confirmed that this would be the case until the actual move to the 
new build.  The Infection Control Manager explained that the local 
inspection process has an element of risk assessment in relation to HAI 
risk, Health and Safety Risk and reputational risk.  All risks are recorded 
and any high risks will be dealt with immediately.  
 
 

NOT  PROTECTIVELY  MARKED 
Page 3 of 9 

246



In response to a Non Executive Director asking if there was an Infection 
Control Public Involvement Group in the West, the Infection Control 
Manager responded that we did have a member on the group from the 
West but they had resigned and she had been unable to replace 
despite travel expenses being available and the option of 
videoconferencing.  The Chief Operating Officer suggested that due to 
the challenges we have faced in the West we should consider the 
viability of some sort of Forum to cover everything.  Discussion took 
place and it was agreed to aim for a Public Involvement Group in each 
locality.  The Chief Operating Officer will move this forward through the 
Integration Joint Board when the managers are appointed and the 
structure is in place as the Public Involvement Groups will sit within the 
Management Teams.  
 

 The Chief Operating Officer commented that it was important for the 
Committee to recognise the work of the Infection Control Team in terms 
of the outbreaks we have had recently.  The Team worked with 
management over a very difficult time in terms of the hospital and the 
re-opening of wards in a safely and timely manner was a significant 
achievement.  
 
The Committee:  

• Noted the report  
 

  THEME: Patient Safety and Risk   
 
9. Scottish Patient Safety Programme Annual Report 2014-2015   

The Deputy Nurse Director presented the paper highlighting the four 
programmes which are all at different levels and explaining that there is 
lots of work being done and we are continuously building on the work 
that has gone before.  Focussing in particular on the Acute Programme  
she highlighted the Ten Patient Safety Essentials.      
 
The Chair commented that the Cabinet Secretary, Shona Robison, had 
highlighted “huddles” when she met with the Board Chairs and the 
Deputy Nurse Director confirmed that “huddles” are in place in NHS 
Dumfries and Galloway.  
 
The Chief Executive highlighted HSMR, in particular the chart on Page 
11, noting that, at best this is a weak indicator, which shows a reduction 
to 0.86.  He explained that during the past year there had been a higher 
number of deaths than previously and will expect this figure to rise over 
the winter months.  The Interim Director of Public Health agreed that 
there would be an increase due to the number of respiratory deaths.   
 
The Committee:  

• Noted the report  
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10. Annual Risk Management Report 2014 – 2015  
The Deputy Nurse Director presented the paper explaining that some of 
the information had previously been seen by the Committee.  She 
highlighted the recently formed Risk Executive Group.  The Chair 
highlighted the role of the Risk Facilitators and the Deputy Nurse 
Director confirmed that these are local posts, managed by the General 
Managers, and supported by a Risk Network.  The Patient Safety and 
Improvement Manager is the link between the Risk Executive Group 
and the Risk Network Group. 
 
The Deputy Nurse Director highlighted the spike in adverse events in 
July as a result of starting to record pressure ulcer information on the 
system.  The Nurse Director commented that this report will also go to 
the Audit and Risk Committee.   
 
A Non Executive Member commented that there was a lot of good 
progressive work being done to move this forward and understanding of 
risk is now being prioritised with risk management across the 
organisation being handled much better.   
 
The Lead Clinician, Primary Care, highlighted Page 21 in relation to 
reviewing risks and outlined a scenario around retiring GPs.  The Nurse 
Director confirmed that the scenario would be reflected in the 
2015/2016 report as this would have been identified and noted on the 
Risk Register.   
 
The Committee:  

• Reviewed the report  
  

INTERNAL REPORTS 
 
11. Refreshed Strategy for Breastcare Radiology  

The Consultant Surgeon, Breastcare Service, presented an outline of 
the current provision of the service finishing with proposals for the 
future.  The General Manager explained that a huge amount of work 
has been put in the Breast Team to keep this service running in what 
has been a very difficult time for the team.   
 
The General Manager explained that help has been requested from 
other Boards with a view to creating a sustainable, high quality service.      
 
In response to the Chair asking how close we were to this service 
disappearing the Consultant Surgeon explained that we have a Locum 
Consultant attending once a week on a six month contract, but should 
the Locum decide to leave before the end of six months they only need 
to give one week’s notice.  The Chair commented that the fall back 
would then be the private sector.  The Chief Executive commented that 
this is the option if all else fails but is not a viable long term basis for 
service provision.  
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The Chief Operating Officer explained that we are going to have to work 
this contingency plan up but need to consider and recognise the wider 
impact on our Surgical Service if we outsource the Breast Service and 
send 1,100 patients per month to the private sector.  The fragility of the 
service is significant.  
 
The Medical Director commented that this situation is not unique to 
NHS Dumfries and Galloway and suggested that repatriating screening 
back to DGRI may be an option to create a more attractive job.     
 
The Consultant Surgeon noted that the recruitment of a Consultant 
Radiographer is another option.  She asked for support to train two of 
our  radiographers over a couple of years although this is not a short 
term solution. 
 
The Lead Clinician, Primary Care, commented that finance is the point 
here.  He explained that doctors are working part-time in the NHS and 
doing locum work for more money.   
 
A Non Executive Director asked if breast cancer is on the increase, 
suggesting that as we have an aging population in the region that we 
could be treating more women because people are living longer.  She 
felt that the private sector is not an option we want to look at but it is a 
possibility rather than have the service close.  She suggested that 
patients be involved in any planning for treatments outwith this area.   
 
The Chief Executive commented that he had flagged up the service 
problems at a previous Committee and was asked to provide update 
which has been presented today to let the Committee know where we 
are and highlight some of the options.  He explained that the work 
already done by the team is phenomenal and he would like the 
Committee to be aware of this.  The outsourcing options are weak and 
we should be mindful of how the Board will be seen if we do this.  In 
response to the Chair asking if integration would affect this, the Chief 
Executive noted that this would change nothing in this type of service 
continuity issue and that the NHS Board is accountable for the quality 
and sustainability of the service.  
 
The Chief Operating Officer suggested that she and the General 
Manager would bring a position appraisal paper to the September 
meeting.  
 
The Committee:  

• Noted the report  
• Position appraisal paper to September meeting  
 

12. Urology Service Update   
The Medical Director explained that the Urology Service had run with a 
single Consultant for many years and recently a series of Consultants 
have come and gone.  At present, there is a Consultant, a Locum, a 
Nurse Consultant, a vacancy for a Middle Grader and a Specialist 

NOT  PROTECTIVELY  MARKED 
Page 6 of 9 

249



Nurse who starts in July.  There are around 2,700 referrals a year from 
GPs and hospital doctors.  There is a high ratio of return to new 
appointments and it is hoped to get up to date with return appointments 
in the next couple of months.  The Medical Director noted that 
performance has been poor recently, with the last two quarters of 2014 
being 93% and 94% but for the first quarter of 2015 the figure is 72%.  
He explained that NHS Lothian is trying to support the service although 
there are difficulties around this.  Hopefully the introduction of robotic 
surgery will help things improve.  Locally the service has done a lot of 
work since the last review with the recruitment of a locum, sessions in 
Stranraer, the introduction of a laser service and a one stop clinic in 
place.  This has resulted in considerable improvement and reduced 
waiting times although this may not have helped the patient experience.   
 
The Committee:  

• Noted the report  
 

13. Healthcare Governance Committee Annual Report 2014 – 2015   
The Nurse Director presented the paper highlighting matters the 
Committee has dealt with over the last year.  The Chair commented 
that he would like to have an understanding of the forward programme 
for the year and suggested that the Nurse Director and the Non 
Executive Member, who will be the new Chair of the Committee, meet 
to look at this.  
 
The Committee:  

• Noted the report  
 

EXTERNAL REPORTS  
 
14.  Vale of Leven Progress Report  

The Nurse Director presented the progress report explaining that this is 
not an infection control report but covers recommendations relevant to 
governance across the whole organisation.  The Chair commented that 
this was a good response with a good programme of work.   
 
The Committee: 

• Noted the report and submission of report to Chief Nursing 
Officer 

• Agreed continued progress reports  
 

15. Healthcare Improvement Scotland : OPAH follow up inspection 
report  
The Deputy Nurse Director presented the paper explaining that the 
follow-up visit from the Inspection Team was much more positive than 
the first two with us having fully completed seven recommendations, 
and made progress on the other nineteen, of the twenty-six 
recommendations within a very short timeframe of nine weeks.  She 
advised that progress will continue and follow-up work will be done.  
She was in no doubt that another visit will happen.   
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In response to the Chair asking how this would be received publicly a 
Non Executive Member commented that the local community would 
have a negative reaction.  In response to a query from a Non Executive 
Director in relation to recruitment the Deputy Nurse Director outlined the 
difficulties in recruiting to the Senior Charge Nurse post.  She outlined 
the recent successes of the Aspire to Lead initiative and how we are 
encouraging staff to apply for this programme.   
 
The Deputy Nurse Director highlighted the significant leadership 
contribution the Sister Charge Nurse makes to the team and the need 
for them to be given time to do this instead of carrying a caseload.  She 
highlighted the SCN supervisory pilot, which has been ongoing over the 
last year and explained that you can see a difference in the wards 
involved in the pilots.  The Chief Executive commented that the 
supervisory pilot has been running for over a year and we now need to 
look at this investment and ask if any other factors have changed and if 
patient satisfaction has improved.   
 

 A Non Executive Director explained that the Associate Medical Director 
had commented at the last meeting that there was no pharmacy service 
in GCH and asked where we are with pharmacy provision in the West.  
The Chief Operating Officer explained there had been detailed 
discussion at HMB where the Principal Pharmacist had presented a bid 
for five day a week input for GCH.  He was supported in recruitment for 
this post and further discussion will take place about how we use to 
support prescribing teams.    
 
The Lead Clinician, Primary Care, highlighted the need for improvement 
in discharge planning, particularly moving between DGRI and GCH.  A 
Non Executive Director explained that she had spent a day at GCH 
shadowing an SCN and she felt that the team are doing a really good 
job.  She outlined a scenario with the focus on discharge and the need 
for help and support from Council colleagues in a multi disciplinary 
team.  The Lead Clinician, Primary Care, commented that this is what 
integration has to deliver.  
 
The Committee:  

• Noted the report  
• Update report to July meeting  

 
16. Scottish Public Ombudsman Investigation Report  

The Nurse Director presented the paper explaining that the report 
would also go to Board on 1 June 2015.  She suggested that the 
Healthcare Governance Committee ensures the action plan is 
completed and it was agreed that the completed plan would come to 
the September meeting for assurance.   
 
The Nurse Director noted that NHS Dumfries and Galloway has not had 
a report of this type laid before Parliament since 2011.   
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The Committee:  
• Noted the report  
• Completed action plan to September meeting  
 

ITEMS FOR NOTING  
 
17. Minutes of the Board Donation Committee – 2 September 2014   

The minutes of the Board Donation Committee held on 2 September 
2014 were noted.   
 

18. Minutes of the Adult Protection Committee – 22 January 2015   
The minutes of the Adult Protection Committee held on 22 January 
2015 were noted.   
 

19. Minutes of the Healthcare Scientists Advisory Committee – 3 
February 2015 and 3 March 2015    
The minutes of the Healthcare Scientists Advisory Committee held on 3 
February 2015 and 3 March 2015 were noted.   
 

20. Minutes of the Health Child Protection Committee – 11 February 
2015     
The minutes of the Health Child Protection Committee held on 11 
February 2015 were noted.   
 

21. Minutes of the Resuscitation Committee – 10 February 2015     
The minutes of the Resuscitation Committee held on 10 February 2015 
were noted.  
 

22. Any Other Competent Business 
Nil.  
 

23.   Date of Next Meeting  
Monday 13 July 2015, at 9.30 am, New Board Room, Crichton Hall.  
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DUMFRIES AND GALLOWAY NHS BOARD 
 
PERSON CENTRED HEALTH AND  
CARE COMMITTEE   
 
20 April 2015 
1.30 pm, Conference Room, Crichton Hall 
 
Present:  
Penny Halliday, Chair, Non Executive Board Member 
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 – until 14.30 
Dr Ken Donaldson, Consultant Physician 
Carolyn Hornblow, Volunteer Member 
Jan Lethbridge, Inter Faith Council member 
Phyllis Wright, Council representative 
 
Attending: 
Prof Hazel Borland, Nurse Director 
Grace Cardozo, Non Executive Board Member – until 14.45 
Jeff Holt, Scottish Health Council – until 15.10 
Jill Osborne, Putting You First Development Officer (East) 
Julie Sheehan, Lead Officer - Personalised Approaches, Dumfries and Galloway 
Council 
Dave Bertin, Voices Scotland, Trainer, Chest, Heart and Stroke Scotland 
Hilary Butterworth, IPIQ Co-ordinator,  
Jan McCulloch, Professional Committees’ Co-ordinator 
 
Apologies: 
Yvonne Christley, Patient Experience and Communications Manager 
Dr James Clark-Maxwell, GP, Dalbeattie 
Lesley Grainge, Midwife,  
Rev Douglas Irving, Church of Scotland 
Rev. Dr. Ewan Kelly, Spiritual Care Lead 
Michele McCoy, Joint Interim Director of Public Health 
Canon Robin Paisley, 
Mr Andrew Ratnam, Volunteer Member 
Caroline Sharp, Workforce Director 
Mandy Spence, Midwife 
Gill Stanyard, Non Executive Board Member 
Shirley Turberville, University of West of Scotland 
 
 
1. Apologies for Absence 

 
2. Declarations of Interest 

There were no declarations of interest intimated. 

Agenda Item 98 
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3. Note of the previous committee meeting  
The minute of the previous committee meeting held on 9th February 
2015 was approved. 
 

4. Matters Arising 
a) Patient Experience 

 
Professor Borland apologised to members that the patient stories 
framework, due to come to this meeting was still in draft form and 
would now be brought to the June PCH&CC meeting. 
 
Professor Borland also informed members that there had been 
some discussions at the March meeting of Healthcare 
Governance Committee what future business should be 
discussed at the PCH&CC and what should be discussed at 
Health Care Governance Committee. This will be an item for 
future discussion and agreement. 
 
There followed a short discussion about what the role of this, and 
other similar committees would be when the integrated joint board 
(IJB) was in place.  Professor Borland said that work will be done 
over the coming shadow year around frameworks and structures 
and what the IJB would need in future. 
 
Professor Borland said that work is on-going with the 
Participation Standards Self assessment and the report will be 
submitted to the government at the end of June. 
 
Professor Borland asked members to note that the final draft of 
the Spiritual Care Policy will also be deferred until the June 
PCH&CC meeting. 
 

b) Community Resilience 
 
Penny Halliday will follow up with Vicky Freeman, Acting Head of 
Strategic Planning about future networking opportunities with the 
committee. 
 

STANDING ITEMS 
 
5. THEME: 

Patient Experience  
5.1   Voices Training   
 
Dave Bertin, Voices Scotland Trainer, Chest Heart and Stroke, Scotland 
attended the meeting and gave a presentation to members about the 
role Voices Scotland plays in providing training to members of the public 
about  person centred care and developing effective public involvement.  
Mr Bertin said that a few courses, providing training for both staff and 

NOT  PROTECTIVELY MARKED 
 Page 2 
 

254



 

public, have already taken place in Dumfries and Galloway. 
 Mr Bertin also informed members about the background of public 
involvement and of the aim to gather public opinion in an equal, 
respectful partnership that allows people to have their say. Mr Bertin 
said that designing an engagement process, should encourage and 
involve the public from the beginning as this gives better solutions and 
outcomes. 
 
There was general agreement that the public felt more confident in 
engaging when they were informed and knew what was going on. Mr 
Bertin also spoke of the need for staff to feel confident to ask questions 
and listen and that they too are given the flexibility to respond. 
 
Professor Borland agreed there was a need for an element of flexibility 
and responsibility and for people to have the confidence to challenge 
when they felt a need to. It was agreed this could be difficult for patients 
and relatives to do, especially when questioning doctors and staff.  
 
Professor Borland said that Voices training has been done by some 
members of the integrated joint board and agreed that the design and 
purpose of public involvement should be to inform, shape and take 
forward. In response to a question from a committee member, Professor 
Borland said that it has still to be decided if Voices Scotland will be 
involved with the Public Involvement Panel in the future 
 
 Mr Bertin said that all training material and courses for Voices Scotland 
can be accessed on their website for free. 
  
5.2   Public Involvement Panel 
Jeff Holt, Scottish Health Council spoke about the legal duty of health 
boards to engage with the public and said that unfortunately the 
previous public involvement group , the Public Partnership Forum (PPF),  
had not been successful, both locally and also in other Board areas.  
 
Mr Holt said that he had recently attended some meetings of public 
involvement groups across the region to observe how the current public 
engagement process was working and was of the opinion that the 
current 2 way partnership was not engaging well.  Mr Holt said that 
although people do engage in a topic respectful subject and the 
information is sent out, the opinions are not being fed back and shared 
effectively. Mr Holt said that the problem was not insurmountable, but he 
did have concerns that it was the same members of the public who were 
being asked to provide opinions and who attended the meetings.  
 
Professor Borland said that the future development of the Public 
Involvement Panel (PIP) will be discussed at the June meeting of 
Community Health Partnership and discussions would include what is 
the purpose and audience of the PIP, what does the integrated joint 
board mean for public involvement in the future and will public 

NOT  PROTECTIVELY MARKED 
 Page 3 
 

255



 

engagement be across all organisations. 
 
Professor Borland said she was disappointed with Mr Holt’s feedback 
as, in the past, NHS Dumfries and Galloway had always had a good 
reputation for public involvement. Professor Borland will ask Hilary 
Butterworth, IPIQ Co-ordinator and Yvonne Christley, Patient 
Experience and Communications Manager to bring a paper to the 
PCH&CC June meeting for discussion on how the PIP links with the 
integrated joint board, health and the council.  
 
The Chair said that from a strategic point of view, the committee should 
seek clarification and confirmation about the purpose of the Public 
Involvement Panel, who are the representatives how do they represent 
opinion. The Chair said it was also important to know what public 
engagement had been completed recently and what was being done 
with information once it had been gathered.  
 
Jill Osborne spoke about the forums that are already established across 
localities and how developing a co-ordinated approach across the 
organisations and collating the work already being done would be 
beneficial to all organisations. She added that was a danger of the public 
suffering from ‘survey fatigue’ due to the amount of groups seeking 
opinions. 
 
Jeff Holt said that full and effective engagement is needed, and had 
concerns that previous attempts had failed due to a lack of driving 
forward and effective 2 way engagement.  There was agreement that 
the Public Involvement Panel should be as representative as possible of 
local people, organisations and group and how it was functioning 
needed to be looked at again.  
 
Grace Cardozo asked what effort was being made to include the people 
who were being represented at any panel or group meetings and if these 
representatives could confirm who they are speaking on behalf of. 
 
There was general agreement that many sections of the population don’t 
have groups who can take their opinions forward and there is increasing 
expectations of inclusion and engagement from diverse groups.  It was 
agreed that Vicky Freeman should be asked to bring members up to 
date about how effective community engagement happens by involving 
the community and wider groups. 
 
Andrew Carnon said that Vicky has expressed concerns about 
successful public engagement, especially around the first draft of 
strategic plan. Hilary Butterworth said that she has been asked to find 
people to participate in the strategic planning group and has had 
discussions with Julie White, Chief Operating Officer. 
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6. 
 
 

Staff Experience 
This will be the theme for the June meeting. 
 

  
7. Building Community Resilience 

6.1    Personalisation and Person Centredness 
Julie Sheehan, Lead Officer, Personalised Approaches, Dumfries and 
Galloway Council attended the meeting. 
 
Julie explained that although legislation came in to place in Scotland in 
April 2014, patients had been holding their own budgets in England 
through self directed supported (SDS) for about 8 years.  
 
Julie said that Wigtownshire had been part of the Dumfries and 
Galloway test site from 2009 to 2011.  This had been an interesting 
experience and Julie explained that during this time she had brought 
groups together to talk about holding and managing their own budgets 
and how to have more input and influence about their personal 
outcomes. 
 
Phyllis Wright spoke about developing services in the future and of 
challenging cultural change to allow people to manage their own support 
and said that how organisations will work together will be an important 
factor in the future and will be crucial in making changes work. Social 
Work has worked in a gate keeping capacity for a number of years and 
some changes in the future will be difficult for many to understand 
initially.  Training is being arranged for staff and practitioners along with 
awareness raising for all involved.  
 
Julie also brought some stories to share with the committee that 
highlighted people’s personal experiences and how SDS had made 
changes to their lives and spoke of support given to individuals that 
changed the quality of their lives.   
 
Professor Borland asked what this committee thought would be helpful 
to hear about in the future and it was agreed that the committee should 
have some initial discussions and that Julie could came back to a future 
meeting to update. 
 

8. 
 
 

Spiritual Care 
7.1    Spiritual Care Update 
Papers from Rev. Dr. Ewan Kelly  
 
Professor Borland asked members to note the papers from Rev. Dr. 
Ewan Kelly that updated important pieces of work and provided 
information about 2 future key events. 
 
There was a question from a committee member about the term 
‘Community Chaplaincy Listening ‘ and whether this terminology should 
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be changed to reflect that this was not only a chaplaincy listening 
service but also involved and included others.   
 
Building Valued Relationships, Easterbrook Hall, Dumfries, 21st May.   
This event will be opportunity to showcase some of the best work we are 
doing both on values based practice and on community health and 
wellbeing and aspire to share, learn from, improve and embed it. 
 
Humanising Healthcare  - supporting NHS staff with the emotional 
impact of caring -  on the 9TH and 10TH June 2015 at The Beardmore 
Conference Centre, Glasgow 
 

9. 
 
 
 
 

Any Other Business 
 

a) Ken Donaldson asked members to note that Kate Grainger will be 
coming to Dumfries as part of her National Tour on the 23rd June 
between 12.00 and 14.00. 
 

b) Patient Experience Day. Members were also asked to note that 
as part of Patient Experience Day, arrangements are being made 
for Tommy on Tour to visit Dumfries again in September. 

 
10. Date of Next Meeting:  29 June 2015 
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Minute  Agenda Item 99 
 

 
COMMUNITY HEALTH AND SOCIAL CARE 

PARTNERSHIP BOARD 
 

 
Meeting of Monday 15 June 2015 

at 2.00pm in Room 2, Council Offices, English Street, Dumfries 
 

Present 
 

Social Work Sub Committee Members 
 

Jim Dempster (Chairman) - Mid and Upper Nithsdale 
Ian Carruthers - Annandale South 

Iain Dick - Stranraer and North Rhins 
Andy Ferguson - North West Dumfries 

Jane Maitland - Dee 
Denis Male - Annandale East and Eskdale 

Ted Thompson - Lochar 
   

NHS Board Sub Committee Members  
   

Hazel Borland  - Director of Nursing NHS 
Katy Lewis  - Director of Finance 
Julie White  - Chief Officer (Designate) 

 
Apologies  

   
Moira Cossar - NHS Non Executive Member 

Jeff Ace  - Chief Executive NHS 
 

Officials 
 

Graham Abrines - Head of Adult Services 
Vicky Freeman - Acting Head of Strategic Planning, 

Commissioning and  Performance 
Gail Robertson - Delayed Discharge Co-ordinator 

Lucy Irons-Young - Governance Officer 
   
   

 
Alex Haswell 
Proper Officer 
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Minute 15 June 2015 Minute 
 

 
 
 
1. CHAIRMAN’S OPENING REMARKS 
 
The Chairman welcomed all those present to the meeting of the Board.  The 
Chairman agreed to take Item 8 on the agenda before Item 7. 
 
2. SEDERUNT AND APOLOGIES – SOCIAL WORK SERVICES SUB 
COMMITTEE 
 
7 Members present. 
 
3. DECLARATIONS OF INTEREST – SOCIAL WORK SERVICES SUB 
COMMITTEE 
 
NONE declared. 
 
4. SEDERUNT AND APOLOGIES – NHS BOARD SUB COMMITTEE  
 
3 Members present and 2 apologies. 
 
5. DECLARATIONS OF INTEREST – NHS BOARD SUB COMMITTEE 
 
NONE declared. 
 
6. MINUTE OF THE COMMUNITY HEALTH AND SOCIAL CARE 
PARTNERSHIP BOARD MEETING OF 12 MARCH 2015 
 
Decision 
 
APPROVED 
 
8. IMPLEMENTATION OF THE CHOICE GUIDANCE - Report by Graham 
Abrines, Head of Adult Social Work Services, Dumfries and Galloway Council, Joan 
Pollard, Improvement Lead (Acute and Diagnostics Directorate), NHS Dumfries and 
Galloway and Gail Robertson, Delayed Discharge Co-ordinator, NHS Dumfries and 
Galloway 
 
Decision 
 
NOTED the updated on the implementation of the CHOICE guidance. 
 
7. INTEGRATION OF HEALTH AND SOCIAL CARE - STRATEGIC PLAN 
CONSULTATION DOCUMENT - Report by Chief Officer (Designate) 
 
Decision 
 
7.1 AGREED the consultation document which related to the development of the 
Joint Strategic Plan for Health and Social Care; 
 
NOTED 
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7.2 that a 10 week period of public consultation on the strategic plan was due to 
commence on Monday 22 June 2015 and end on Friday 28 August 2015; and 
 
7.3 that the second draft Strategic Plan incorporating information gained from the 
public consultation would be available in October 2015 and this would be reported to 
the new Integration Joint Board. 
 
9. HEALTH AND SOCIAL OPTIONS IN LANGHOLM AND ESK VALLEY - 
Report by Jeff Ace, Chief Executive, NHS Dumfries and Galloway 
 
Decision 
 
9.1 AGREED that the development of proposals in Annandale and Eskdale would 
form part of the Strategic Planning process of the Integrated Joint Board and the 
Locality Plan for Annandale and Eskdale; 
 
9.2 RECOMMENDED to an early meeting of the formally constituted IJB that a 
Health and Social Care facility in Langholm should be considered for any future 
investment; and 
 
9.3 NOTED that the Locality Manager for Annandale and Eskdale will meet with 
local elected members, health and social care staff and the wider community to 
discuss this priority for Langholm. 
 
MEMBER – Ted Thompson left the meeting – 6 Council Members present 
 
10. INTEGRATION JOINT BOARD - INTEGRATION JOINT BOARD 
MEMBERSHIP – Report by Chief Officer (Designate) 
 
Decision 
 
10.1 NOTED the nominations regarding membership of the IJB from both the Local 
Authority and the NHS Board; 
 
10.2 AGREED that the membership of the IJB would be invited to attend 
workshops prior to the first meeting of the IJB; and 
 
10.3 NOTED that the first meeting of the constituted IJB would take place in 
October 2015. 
 
11. FINANCE UPDATE  
 
Decision 
 
NOTED  
 
11.1 the verbal update on the financial position and in particular the development 
of the Integrated Care Fund for 2015/16; work to agree the draft budget 2015/16; 
setting out the financial planning for the next 12 months; the joint piece of work 
commissioned through PriceWaterhouseCooper to look at due diligence; and 
 
11.2 A fuller update report on the work of the work streams and options will be 
presented to the IJB meeting in October. 
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12. ANY OTHER BUSINESS DEEMED URGENT BY THE JOINT CHAIRMAN 
 
Decision 
 
12.1 NOTED that there was no other business deemed urgent by the Chairman. 
 
12.2 As the last meeting of the Community Health and Social Care Partnership 
Board, the Chairman thanked Members from both Dumfries and Galloway Council 
and Dumfries and Galloway NHS for their commitment and contributions over the 
years. 
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