
DUMFRIES AND GALLOWAY NHS BOARD 
 

PUBLIC MEETING 
 
A meeting of the Dumfries and Galloway NHS Board will be held at 10am on 3rd October 2016 in 
the Conference Room, Crichton Hall, Bankend Road, Dumfries. 
 

AGENDA 
 
Time No Agenda Item Who Attached 

/ Verbal 
10.00am 91 Apologies 

 
L Geddes Verbal 

10.05am 92 Declarations of Interest 
 

P Jones Verbal 

10.10am 93 Previous Minutes 
 

P Jones Attached 

10.15am 94 Matters Arising and Review of Actions List 
 

P Jones Attached 

QUALITY & SAFETY ASSURANCE 
10.25am 95 Involving People, Improving Quality - Patient 

Experience Report 
 

E Docherty Attached 

10.35am 96 Involving People, Improving Quality - Healthcare 
Associated Infection Report 
 

E Docherty Attached 

PERFORMANCE ASSURANCE 
10.45am 97 Performance Report 

 
J White Attached 

11.00am 98 Update on Medical Staffing Issues A Cameron 
 

Attached 

11.15am 99 Outline Winter Plan 2016/17 
 

J White Attached 

FINANCE & INFRASTRUCTURE 
11.30am 100 Financial Performance Update – Month 5 to 31st 

August 2016 
 

K Lewis Attached 

11.45am 101 Capital and Infrastructure Update – 31st August 2016 
 

K Lewis Attached 

PUBLIC HEALTH & STRATEGIC PLANNING 
11.55am 102 Regional Planning Update 

 
J Ace Verbal 

12.05pm 103 Strengthening Communities for improved Population 
Health & Wellbeing through Building Community 
Resilience 
 

Public 
Health 

Attached 

12.15pm 104 Health Promoting Health Service 
 

Public 
Health 

Attached  

GOVERNANCE 
12.25pm 105 Schedule of Board Meeting Dates 2017/18 

 
L Geddes Attached 
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Time No Agenda Item Who Attached 
/ Verbal 

12.30pm 106 New Hospital Naming Consultation Outcomes 
 

L Geddes Attached 

12.40pm 107 Risk Appetite Statement 
 

L Geddes Attached 

12.50pm 108 Board Briefing 
 

J Ace Attached 

12.55pm 109 Committee Minutes 
 
• Area Clinical Forum – 27 July 2016 
• Area Clinical Forum – 24 August 2016  
• Audit & Risk Committee – 21 March 2016  
• Audit & Risk Committee – 20 June 2016 
• Performance Committee – 7 March 2016 
• Performance Committee – 9 May 2016 
• Performance Committee – 11 July 2016  
• Staff Governance Committee – 16 May 2016  
• Healthcare Governance Committee – 18 July 2016 

 

P Jones Attached 

ANY OTHER BUSINESS 
1.00pm 110  

 
  

DATE AND TIME OF NEXT MEETING 
 111 • 5th December 2016 @ 10am – 1pm in the Conference Room, Crichton Hall, 

Bankend Road, Dumfries 
• 6th February 2016 @ 10am – 1pm in the Conference Room, Crichton Hall, 

Bankend Road, Dumfries 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
NHS Board Meeting 
 
Minutes of the NHS Board Meeting held on Monday 1 August 2016 at 10am – 1pm in 
the Conference Room, Crichton Hall, Bankend Road, Dumfries, DG1 4TG. 
 
Minute Nos: 68-85 
Present 
Mr P N Jones - Chairman  
Mrs P Halliday - Vice Chair 
Mr R Allan - Non Executive Member 
Mr J Beattie - Non Executive Member  
Ms L Bryce - Non Executive Member 
Mrs M Cossar - Non Executive Member  
Mrs G Cardozo - Non Executive Member 
Mr R Nicholson - Non Executive Member 
Ms G Stanyard - Non Executive Member 
Mr J Ace - Chief Executive 
Dr A Cameron - Medical Director 
Mr E Docherty - Nurse Director 
Mrs K Lewis - Director of Finance 
 
Apologies 
Dr L Douglas - Non Executive Member 
 
In Attendance 
Mrs J White - Chief Officer 
Ms C Sharp - Workforce Director 
Ms M McCoy - Joint Interim Director of Public Health 
Mrs L Geddes - Corporate Business Manager 
Ms T Grierson - Tobacco Control Lead/Service Manager 
Mrs T Saunderson - Senior Communications Officer 
Mrs L McKie - Executive Assistant (Minute Secretary) 
 
 
The Chairman welcomed Board Members to the NHS Board Meeting thanking other 
colleagues for their attendance. 
 
68. Apologies for Absence 
 
 Apologies as noted above. 
 
 
 

Agenda Item 93 
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69. Declarations of Interest 
 

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

 
70. Minutes of meeting held on 6th June 2016 
  

The minutes were approved as an accurate record of discussions, subject to the 
following amendment being made: 

 
Item 50 – Public Health Governance, paragraph 2, should read: 
 
Public Health is made up of three main functions, which all have different scrutiny 
and governance arrangements.  All of the existing structures reported through 
the Public Health Committee, which was agreed to be disbanded in April 2016, 
will be taken through the NHS Board going forward.  This has allowed a review of 
the existing arrangements to be undertaken and a proposed new approach to be 
looked at, which would see more structure and control within the different 
divisions of the directorate and activity reported through the Joint Interim 
Directors of Public Health and then on the NHS Board for assurance. 
 
The Executive Assistant was asked to make the above amendment to the NHS 
Board minute from 6th June 2016. 

Action: Executive Assistant 
 
71. Matters Arising and Review of Actions List 
 
 The Corporate Business Manager highlighted NHS Board Members to item 49 - 

LDP Submission 2016/17, which was taken to the NHS Board on 6th June 2016.  
An error was highlighted within the recommendation for the paper, where NHS 
Board Members were asked to note the submission rather than to approve the 
report.  NHS Board Members had a brief discussion around this item and were 
content to note their formal approval of the submission of the Local Delivery Plan 
for 2016/17 to Scottish Government and agreed for the minute from the NHS 
Board meeting on 6th June 2016 to be updated accordingly to reflect this 
decision. 

Action:  Executive Assistant 
 
 A Non Executive Member asked for clarity on how many members had applied 

for Disclosure. The Corporate Business Manager advised that one Disclosure 
Application had been received; however, some of the Board Members did not 
require to complete the form as they already hold PVG clearance through other 
roles within the Board. 
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A discussion was held around the Non-Executive Members’ requirement to hold 
Disclosure Scotland clearance within their roles. The Workforce Director advised 
members that there were 3 levels of disclosure access and it was the decision of 
Disclosure Scotland to decide which level of access an individual should have, it 
is not the responsibility of the NHS Board to determine the level of clearance 
individuals are required to hold. 

 
 The Chairman confirmed that although Disclosure clearance was not mandatory, 

as a Board we must adhere to the processes and advice of Scottish Government.  
  
 NHS Board Members noted the Actions List. 
 
72. Risk Management Annual Report 
 

The Nurse Director presented the Improving Safety, Reducing Harm paper, 
asking NHS Board Members to note and seek assurance from the Risk 
Management Annual Report 2015-16, advising that the report was reviewed by 
the Audit and Risk Committee on 16th June 2016. 
 
The Nurse Director highlighted that there had been significant work undertaken 
and progress made on risk management over the last year, advising that the 
Corporate Risks have been overhauled, which has resulted in more specific and 
centred risks being identified and managed accordingly. 
 
The Nurse Director continued to highlight a review of processes that has been 
undertaken by the Significant Adverse Events Group to ensure all actions are 
taken, lessons are learnt and shared. A Non Executive Board Member 
acknowledged the progress made as a great step forward for the Board.  
 
The Chairman enquired to the timetable for the ongoing work within the Risk 
Management Action Plan.  The Nurse Director advised that work is progressing 
well and it is hoped to close off the remaining actions within the next 6 months.  
 
NHS Board members noted and took assurance from the report. 
 

73. Patient Experience Report 
 

The Nurse Director presented the Patient Experience Report, asking NHS Board 
Members to note the report, which provides an update on the work of the Patient 
Experience Team. 
 
The Nurse Director highlighted the appointment of the new Associate Director of 
AHPs earlier this year, as well as the Volunteer Co-ordinator.  In additional to 
this, the new Patient Experience Manager, will take up post in September 2016. 
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A Non Executive Member enquired to the level of local ownership working with 
Dumfries and Galloway Council and to whether the Patient Experience Manager 
will drive the multi agency approach forward. The Nurse Director acknowledged 
the input that the Patient Experience Manager will have in the overall process 
and agreed to bring more specific details back to the next meeting, giving clarity 
around local ownership. 

Action: Nurse Director 
 

A Non Executive Member enquired to whether the Board had public involvement 
in our patient experience teams, ie service users, particularly from disabled or 
learning disabled groups.  The Nurse Director advised that this was being looked 
into.  
 
A Non Executive asked if there was a risk to delivering safe patient centred care 
if the board do not have enough volunteers for the new build given the 
complexities involved in recruiting and retaining volunteers and the numbers 
required. The Chief Operating Officer agreed there was a risk but that a robust 
framework was in place that would need to be monitored.  
 
Further discussions were held on the move to the new District General Hospital, 
which is presenting a number of opportunities for volunteering, highlighting the 23 
month Volunteer Co-ordinators’ post planned for the new hospital.  The Vice 
Chair raised concerns as to whether the Board had a strategy in place to support 
all volunteers across the region in their varies roles, including those within the 
Cottage Hospitals. The Nurse Director advised that he was very keen for the new 
Volunteer Co-ordinator to undertake a review of the volunteers system and 
revitalise the processes as soon as possible. 
 
The Chief Operating Officer advised that the current volunteering and future 
expansion of volunteering would require a more robust framework and clearer 
lines of management responsibility, in the meantime working through processes 
with Staff Side and Third Sector to effectively prioritise the need for volunteers, 
prior to re-assessing the Board’s position. 
 
The Vice Chair asked for assurance that a realistic timeframe around this piece 
of work has been identified and whether the Volunteer Co-ordinator would have 
appropriate administration support available. The Nurse Director advised that 
administration support would be provided within the Patient Services Team and 
the timeframe is being discussed with the Volunteer Co-ordinator at present. 
 
The Employee Director highlighted members to the Refreshing Volunteering 
paper which was presented to the Acute Services Redevelopment Project Board 
meeting on 27 July 2016 and asked for a copy to be circulated to NHS Board 
Members for information. 

Action: Executive Assistant 
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A Non Executive Member raised their disappointment at the time taken to 
advertise the Lead Spiritual Care post.  The Nurse Director advised that the Job 
Description has now been finalised and banded as a Band 7 grade and will be 
progressed to advert shortly.  
 
A lengthy discussion was held with members around the patient questionnaire 
and how best to deal with the outcomes from the questionnaire. The Nurse 
Director advised that the Patient Experience Group will now discuss and display 
the results from the questionnaires within the appropriate wards and consider 
any improvements. The questionnaire will be used regularly to ensure teams are 
aware of any changes in patient experience.  
 
The Chairman enquired to the continuation of the improvement programme 
based on customer feedback, engagement and to whether the Board had the 
correct evidence base moving forward.  The Nurse Director advised that although 
there were no timescales in place there had been no deliberate move to smooth 
over current issues, members further discussed staff attitudes within the 
complaints process.  
 
The Workforce Director noted the effective diagnostic work currently undertaken 
by staff as part of the Integrated Joint Board, to promote positive culture, which in 
itself creates a climate where staff can feel they are able to progress accordingly.  

  
NHS Board members received and noted the report. 

 
74. Improving People, Improving Quality - Healthcare Associated Infection 

Report  
 

The Nurse Director presented the Healthcare Associated Infection Report, asking 
NHS Board Members to note in particular the position of NHS Dumfries and 
Galloway with regard the Staphylococcus aureus bacteraemia (SAB) and 
Clostridium difficile Infection (CDI) Health Associated Infection HEAT targets. 
 
The Nurse Director gave an update on the status of the review that is being 
undertaken on the processes and management of SAB, confirming that 3 
Surgical Site Infections relating to Caesarean Section wounds were identified in 
Quarter 1 this year, which is an increase on the previous year. 
 
The Chairman acknowledged the improvement in performance targets and NHS 
Board Members received and noted the report. 
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75. Annual Report on Feedback, Comments, Concerns and Complaints - 
2015/16 

 
The Nurse Director presented the Complaints Annual Report, asking NHS Board 
Members to consider and approve the Annual Report on Feedback, Comments, 
Concerns and Complaints for 2015/16 prior to submission to the Scottish Health 
Council. 
 
The Nurse Director noted the 348 formal complaints had been recorded during 
2015/16, compared to 306 for the previous year, giving an increase of 14%. 
 
A lengthy discussion continued on patient opinion, feedback, concerns and 
complaints and the learning and subsequent improvement in the care delivered 
to patients, families and communities.  A Non Executive Member raised concerns 
around the limited information within the report relating to staff attitude and asked 
for more information to be included in the next report.  The Nurse Director agreed 
to meet with Non Executive Members out with the meeting to ascertain the level 
of detail required to give the appropriate assurance and to filter the information 
into the next report to NHS Board in October 2016. 

Action: Nurse Director 
 

Discussions were held around Patient Opinion and the current feedback 
received.  A Non Executive member highlighted their interest in reading the 
General Practitioner link within the report, which highlighted good news stories 
and positive feedback. 
 
The Nurse Director highlighted the work being undertaken through the Patient 
Services Team to roll DATIX out across all Directorates in order to capture 
feedback regarding their services to promote continuous improvement. In 
addition to the feedback, the Board also acknowledges that individual wards and 
departments also receive many other compliments directly throughout the year; 
however, the Board have yet to develop a formal method of capturing this type of 
feedback. New initiatives will be trialled in 2016-17 to try to capture and report on 
this information. 
 
NHS Board Members raised concerns at the rise in complaints and asked for 
further clarity around the process of learning following a complaint and to what 
extent the lessons learnt are being used to reduce recurring issues and promote 
person centred care. 
 
 
NHS Board members considered and approved the report for submission to the 
Scottish Health Council. 
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76. Performance Report 
 

The Chief Operating Officer presented the Performance Report to NHS Board 
Members, giving an overview of performance against the HEAT targets and 
standards for the month of June 2016. 
 
It was noted the there had been improvements within the In-Patient/Day case 
Treatment Time Guarantee (TTG) target. Outpatient performance capacities 
have been an issue within certain specialities, reducing overall performance, 
commencing work with national colleagues to increase capacity and improve the 
overall position. 
 
It was noted that performance has dropped within the 62 day cancer numbers 
compared to the same period last year. 
 
NHS Board Members were made aware of the recruitment challenges within 
radiology, noting that a Locum Consultant has taken up a 12 month contract 
within the department, commencing from today. 
 
Accident & Emergency (A&E) performance against the 4 hour treatment target 
has remained above the 95% interim standard, with national colleagues looking 
at discharge processes, and protocols within varies wards.  
 
Elective theatre cancellations have risen during June 2016.  It was noted that 
more detailed information around this areas will be included in future 
Performance reports. 
 
Further discussions were held around the appointment of the 2 Patient Flow Co-
ordinators in the West of the Region, the Co-ordinators will work with colleagues 
in both the community and acute to ensure a smooth and appropriate discharge 
pathway for patients with complex needs. 
 
In May 2016 specific areas within acute undertook a Day of Care Survey to 
analyse the appropriateness of a patients stay within an acute or community 
facility on that particular day.  The survey provided an overview of the region in 
relation to bed based occupancy and provided a baseline for the teams to work 
with in improving individual patient journeys.  
 
The results indicated that a significant numbers of beds in both acute and 
community hospital settings could have been used more appropriately, with 
some patients not meeting the criteria for an inpatient stay. A presentation 
around the results has been given to the Health and Social Care Management 
Team and discussions are ongoing with General Managers, with a view to 
running another Day of Care survey on the same day next year to analyse 
improvements in patient flow.  Further updates on this survey will be taken 
through Performance Committee when available.  
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The Chief Operating Officer advised that the Board had applied for and been 
successful in gaining Scottish Government funding to update digital technology 
within cottage hospitals.  A paper will be presented to the Health & Social Care 
Management Team for review and approval.  It was agreed to also take the 
proposals through the Area Clinical Forum before being approved for comment. 
 
NHS Board Members discussed and noted the report. 

 
77. Capital Performance & Infrastructure Update 2016/17  
 

The Director of Finance presented the Capital Performance & Infrastructure 
Update asking NHS Board Members to note the allocations received to date, the 
capital expenditure incurred and the Board’s infrastructure developments. 

 
It was noted that to the end of June 2016 a capital allocation of £110.375million 
had been received with the final anticipated allocation for the year currently 
£109.206million, which includes capital coverage for the new hospital. 

 
The Infrastructure update identified and provided progress on the Fibre project 
over the last 6 months, with the Director of Finance highlighting the two fibre links 
between Monreith House on the Crichton site and the new hospital. One 
following a north route and the second a southern route across the town, with 
scheduling indicating ducting for the south route to be complete in December 
2016 with the northern route due for completion in March 2017. 
 
The Director of Finance advised Members that the Foul water project has been 
completed ahead of schedule with the project expected to come within the 
budget allocation. 
 
It was noted that a detailed update on the Cresswell Project will be taken to the 
October 2016 NHS Board meeting.  NHS Board Members were made aware of a 
Workshop that has been arranged for Non-Executives around the Clinical 
Change Programme and Cresswell Property Strategy.  The Workshop will be 
held on 8th September 2016. 
 
NHS Board Members noted the report. 
 

78. Financial Performance Update – 3 months to 30th June 2016 
 

The Director of Finance presented the Financial Performance position for the 
month 3 of the 2016/17 financial year, asking NHS Board Members to note the 
underspend position as at the end of June 2016.  
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It was noted that there was an improved position in month 3 relating to the 
review, re-assessment and re-profiling of CRES achievement across 
Directorates. 
 
The Director of Finance asked NHS Board Members to note the typing error 
within the performance table (Table 1), which should read June and not May. 
Further details on CRES key issues will be available within the forecast 
Performance Committee report in September 2016.  
 
It was noted that monthly budget meetings were ongoing with General Managers 
to identify schemes that will secure the delivery of the CRES target in full on a 
recurring basis by the year end.   
 
The Director of Finance noted the further growth on high cost medicines, which 
remain a high risk to the Board, as well as the price and volume increase in 
unidentified General Practitioner (GP) prescribing, which will be closely 
monitored throughout the year.  

  
 The Medical Director advised Members that it was too early to confirm whether 

the 5% reduction to prescribing costs would be sustainable.  
 

Further discussions were held on Mental Health Services and the existing risks 
on the transition process for the new ward configuration.  The Chief Operating 
Officer gave NHS Board Members assurance on the longer term models, 
highlighting the recruitment of permanent posts and nurse vacancies.   
 
A Non Executive Member asked for clarity on how long these vacancies have 
been in place and the expertise within wards.  The Chief Operating Officer 
acknowledged the concerns and agreed to share additional information on this 
situation with NHS Board members to give further clarity and assurance. 

Action: Chief Operating Officer 
 
NHS Board Members discussed and considered the paper, noting the financial 
position and the new summarised version of the financial performance report. 
 
The Tobacco Control Lead / Service Manager joined the meeting. 
 

79. Regional Planning Update 
 
 The Chief Executive gave a verbal update on regional planning to Board 

Members, highlighting the recent Workshop on Implementing a Regional 
Approach to the National Clinical Strategy, held on 1st July 2016, which focussed 
on the emerging themes and the development of a regional approach going 
forward.  A detailed paper on cancer pathways data will be brought back to the 
NHS Board in December 2016. 

Action: Chief Executive 
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NHS Board Members noted the verbal update. 

 
80. Tobacco Control Action Plan 
 
 The Interim Joint Director of Public Health presented the Tobacco Action Plan to 

NHS Board Members, noting the problems relating to tobacco through prevention 
and to approve the Action Plan for Dumfries & Galloway as a response to the 
Tobacco Control Strategy for Scotland.  

 
 The Tobacco Control Lead / Service Manager took members through the key 

points within the paper, making reference to both the local and national 
strategies. 

 
 Discussions were held around smoking within Maternity Services with a Non 

Executive Member asking for clarity on the implementation of the protocol. The 
Tobacco Control Lead / Service Manager advised that although there had been a 
rise in the number of referrals, there was no reduction in those smoking.  It was 
noted thata number of initiatives have been put in place to raise awareness 
amongst pregnant women and to, including a working group to liaise with schools 
to help promote health and inequalities. 
 
NHS Board Members: 
• Acknowledged that addressing problems relating to tobacco through 

prevention, cessation and control is a shared responsibility between the 
NHS and wider partners and organisations as identified in the Plan; 
 

• Approved the Action Plan for Dumfries & Galloway as a response to the 
Tobacco Control Strategy for Scotland Creating a Tobacco-Free 
Generation, and to fulfil the requirement from Scottish Government that 
NHS Boards put in place a local Tobacco Control plan;  

 
• Supported actions towards meeting the Scottish Government targets 

relating to smoking, specifically the Local Delivery Plan Standard for 
smoking cessation. 

 
81. Board Briefing 
 

The Chief Executive presented the Board Briefing paper to NHS Board Members, 
which gave an update on the Board’s Communication Strategy and key events 
within the Board. 
 
A Non Executive Board Member praised the layout of the new Board Briefing 
Paper. 

 
 NHS Board Members noted the report. 
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82. Freedom of Information (Scotland) Act 2002 – Performance Update 
 
 The Chief Executive presented the Freedom of Information (FOI Six Monthly 

Update to NHS Board Members, which highlights the Board’s performance and 
compliance with the Freedom of Information (Scotland) Act 2002 for the period 
1st January – 31st December 2015 and 1st January 2016 – 30th June 2016. 

 
It was noted that the number of requests handled by the Board has increased 
year on year, with a 2.6% increase on those received from 2014 to 2015 and an 
18.4% increase on requests received for the first 6 months of 2016, compared to 
the same period in 2015. 

 
 The Chief Executive highlighted the news article in relation to the decision by the 

Scottish Information Commissioner following an application to review a decision 
made by NHS Dumfries and Galloway relating to Chronic Pain statistics.  
NHS Dumfries and Galloway support the decision made by the Commissioner 
and will ensure lessons are learnt around the release of information and adopted 
within existing processes for similar information requests going forward.  It was 
emphasised that non disclosure of information in this instance was an error and 
not an attempt to conceal data.  The data itself highlighted the excellent relative 
performance of the Board’s chronic pain service. 

 
 A discussion was held around the protocols in relation to FOI requests and the 

additional pressure they add to workloads within Directorate.  Board Members 
were made aware that the Freedom of Information (Scotland) Act 2002 is a legal 
piece of information, which the Board must comply, with no exceptions. 

 
The Corporate Business Manager was asked to look at the existing approach to 
the management of the FOI requests, with a view to streamlining the process and 
ensuring compliance with the guidance going forward.  

Action: Corporate Business Manager 
  

NHS Board Members noted the report. 
 
83. Committee Minutes 
 

The Chairman introduced the Minutes from various Board Committees to NHS 
Board members asking the Lead Director and Committee Chair to highlight any 
key points for noting: 
 
• Healthcare Governance Committee - 23 May 2016  
 
 The Nurse Director presented the minute from the Healthcare Governance 

Committee meeting on 23 May 2016, which received an update on the 
HAI Report and the Significant Case Reviews on Child Protection. 
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 NHS Board Members noted the report. 
 
• Person Centred Health & Care Committee - 11 April 2016  
 
 The Nurse Director presented the minute from the Person Centred Health 

& Care Committee held on 11 April 2016, which received an update on the 
In Patient Experience Survey and the Person Centred Care Visit. 

 
 NHS Board Members noted the report. 
 

84. Any Other Competent Business. 
 

The Medical Director highlighted that through the work undertaken by the 
Medical Education Team at Dumfries and Galloway Royal Infirmary, the Board 
have been awarded the highest score from the the medical students training 
survey across all NHS Boards in Scotland.  
 
This survey is conducted at the end of each academic year by doctors’ in training 
and gives  fairly comprehensive feedback on their training experienced during the 
year, describing quality of teaching, support from senior doctors, team-working 
and access to protected time for studying.  This is an excellent achievement for 
the Board and credit must to given to the work undertaken by the Medical 
Education Team on this outcome. 

 
 NHS Board Members noted the verbal update and congratulated those involved. 
 
85. Date of Next Meeting 
 

The next NHS Board meeting will be held on 3 October 2016 at 10am – 1pm in 
the Conference Room, Crichton Hall, Bankend Road, Dumfries, DG1 4TG. 
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Actions List from NHS Board – Public Meeting 
 

Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

04/04/16 6. Involving People Improving Quality – 
Patient Experience Report 
 
Further discussions were held around the 
detail within the report around complaints and 
also progress made in regard to patient 
experience volunteers.  The Nurse Director 
acknowledged the need to progress the 
volunteers programme as per the Volunteers 
Strategy and agreed to bring an update on 
this back to the next meeting.  In regard to the 
complaints information, it was agreed to 
include a breakdown of the statistics within all 
future Patient Experience Reports for NHS 
Board. 

 
 
 

Eddie 
Docherty 

 
 
 
The Short Life Working Group on 
complaints commenced. 
 
The statistical breakdown of protected 
characteristics cannot currently be 
carried out.  Linking with other Health 
Boards on this, however, no area is 
currently able to interrogate this 
information. 
 
Volunteer Co-ordinator post has been 
advertised and an appointment has 
been made to progress the volunteer 
programme. 
 

 
 
 

04/04/16 22. Update on Medical Staffing Issues 
 
It was noted that not all schools with the 
region are able to deliver the appropriate 
levels of science qualification required if a 
medical career is being considered.  The 
Chief Executive agreed to liaise with the 
Chief Executive at Dumfries and Galloway 
Council to look at options around recruitment 
in this field. 
 
 

 
 

Jeff Ace 

 
 
A discussion has taken place in regard 
to this item; however, further 
consultation around the constraints 
needs to be undertaken prior to further 
actions being progressed to try to 
resolve this concern. 

 

Agenda Item 94 
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Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

06/06/2016 46. Performance Report 
 
Further discussions were held around 
performance reporting and the type of 
information the NHS Board would receive, 
following the establishment of the Integrated 
Joint Board.  The Chief Officer agreed to hold 
a Board Workshop, which would focus on 
Performance Reporting, the avoidance of 
duplication to the NHS Board and the 
Integration Joint Board and the assurance the 
NHS Board would receive going forward.  The 
Chief Officer agreed to liaise with the 
Corporate Business Manager to agree a 
positional date 
 

 
 

Julie White / 
Laura 

Geddes 

 
 
Discussions are ongoing to look for a 
suitable date for this workshop and will 
be notified to Board Members in due 
course. 

 

06/06/2016 48. Regional Planning Update 
 
A review is being undertaken within the Board 
in relation to Cancer Pathways, where the 
current model utilises services within 
Edinburgh, however, there is the potential to 
access the services from Glasgow instead.  A 
test of change is being undertaken over the 
summer period.  A detailed paper on the 
outcome of the review will be brought back to 
the NHS Board in Autumn 2016 for 
consideration. 
 
 
 
 

 
 

Jeff Ace 

 
 
A detailed paper will be brought back to 
NHS Board in Autumn 2016. 
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Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

06/06/2016 50. Public Health Governance 
 
A question was raised around the inclusion of 
a Public Health representative at the 
Integration Joint Board.  The Chief Officer 
agreed to take a proposal for Public Health 
representation and will confirm the outcome of 
the proposal back to the Interim Joint 
Directors of Public Health when available. 
 

 
 

Julie White 

 
 
Discussions are ongoing in relation to 
this item; an update will be brought back 
through Julie White, Chief Officer when 
available. 

 

01/08/2016 70. Minutes of meeting held on 6th June 2016 
 
Public Health is made up of three main 
functions, which all have different scrutiny and 
governance arrangements.  All of the existing 
structures reported through the Public Health 
Committee, which was agreed to be 
disbanded in April 2016, will be taken through 
the NHS Board going forward.  This has 
allowed a review of the existing arrangements 
to be undertaken and a proposed new 
approach to be looked at, which would see 
more structure and control within the different 
divisions of the directorate and activity 
reported through the Joint Interim Directors of 
Public Health and then on the NHS Board for 
assurance. 
 
The Executive Assistant was asked to make 
the above amendment to the NHS Board 
minute from 6th June 2016. 
 

 
 

Linda McKie 

 
 
The minute from 6th June 2016 has 
been amended and the updated version 
is held within the permanent record of 
the Board papers. 

 
 

21/09/2016 
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Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

01/08/2016 71. Matters Arising and Review of Actions List 
 
The Corporate Business Manager highlighted 
NHS Board Members to item 49 - LDP 
Submission 2016/17, which was taken to the 
NHS Board on 6th June 2016.  An error was 
highlighted within the recommendation for the 
paper, where NHS Board Members were 
asked to note the submission rather than to 
approve the report.  NHS Board Members had 
a brief discussion around this item and were 
content to note their formal approval of the 
submission of the Local Delivery Plan for 
2016/17 to Scottish Government and agreed 
for the minute from the NHS Board meeting 
on 6th June 2016 to be updated accordingly to 
reflect this decision. 
 

 
 

Linda McKie 

 
 
The minute from 6th June 2016 has 
been amended and the updated version 
is held within the permanent record of 
the Board papers. 

 
 

21/09/2016 

01/08/2016 73. Patient Experience Report 
 
A Non Executive Member enquired to the 
level of local ownership working with Dumfries 
and Galloway Council and to whether the 
Patient Experience Manager will drive the 
multi agency approach forward. The Nurse 
Director acknowledged the input that the 
Patient Experience Manager will have in the 
overall process and agreed to bring more 
specific details back to the next meeting, 
giving clarity around local ownership. 
 
 

 
 

Eddie 
Docherty 

 
 
A verbal update on this item will be 
given at the October 2016 NHS Board 
meeting. 

 
 

03/10/2016 
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01/08/2016 73. Patient Experience Report 
 
The Employee Director highlighted members 
to the Refreshing Volunteering paper which 
was presented to the Acute Services 
Redevelopment Project Board meeting on 27 
July 2016 and asked for a copy to be 
circulated to NHS Board Members for 
information. 
 

 
 

Linda McKie 

 
 
A copy of the paper has been circulated 
to Board Members for information. 

 
 

21/09/2016 

01/08/2016 75. Annual Report on Feedback, Comments, 
Concerns and Complaints – 2015/16 
 
A lengthy discussion continued on patient 
opinion, feedback, concerns and complaints 
and the learning and subsequent 
improvement in the care delivered to patients, 
families and communities.  A Non Executive 
Member raised concerns around the limited 
information within the report relating to staff 
attitude and asked for more information to be 
included in the next report.  The Nurse 
Director agreed to meet with Non Executive 
Members out with the meeting to ascertain the 
level of detail required to give the appropriate 
assurance and to filter the information into the 
next report to NHS Board in October 2016. 
 
 
 
 
 

 
 
 

Eddie 
Docherty 

 
 
 
Discussions are ongoing with the Non-
Executive members to establish the 
specific details to be included within 
future reports, which would provide 
members with an appropriate level of 
assurance.  The updated information 
will be included within future reports, 
when agreed. 
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01/08/2016 78. Financial Performance Update – 3 months 
to 30th June 2016 
 
Further discussions were held on Mental 
Health Services and the existing risks on the 
transition process for the new ward 
configuration.  The Chief Operating Officer 
gave NHS Board Members assurance on the 
longer term models, highlighting the 
recruitment of permanent posts and nurse 
vacancies. 
 
A Non Executive Member asked for clarity on 
how long these vacancies have been in place 
and the expertise within wards.  The Chief 
Operating Officer acknowledged the concerns 
and agreed to share additional information on 
this situation with NHS Board members to 
give further clarity and assurance. 
 

 
 
 

Julie White 

 
 
 
An update on this item will be provided 
at the October 2016 NHS Board 
meeting, for information. 

 
 
 

03/10/2016 

01/08/2016 79. Regional Planning Update 
 
The Chief Executive gave a verbal update on 
regional planning to Board Members, 
highlighting the recent Workshop on 
Implementing a Regional Approach to the 
National Clinical Strategy, held on 1st July 
2016, which focussed on the emerging 
themes and the development of a regional 
approach going forward.  A detailed paper on 
cancer pathways data will be brought back to 
the NHS Board in December 2016. 

 
 

Jeff Ace 

 
 
A paper will be taken to the NHS Board 
in December 2016, for review. 
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01/08/2016 82. Freedom of Information (Scotland) Act 
2002 – Performance Update 
 
The Corporate Business Manager was asked 
to look at the existing approach to the 
management of the FOI requests, with a view 
to streamlining the process and ensuring 
compliance with the guidance going forward. 
 

 
 
 

Laura 
Geddes 

 
 
 
As part of the overall review of 
processes for Freedom of Information 
request handling, consideration to the 
comments made will be given to the 
revised process. 

 
 
 

21/09/2016 
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RECOMMENDATION 
 
The NHS Board is asked to : 
 

• Note this report which provides an overview of the Board’s performance for 
Quarter 1 April - June 2016, key themes of formal complaints and general 
feedback, learning and improvements which have been made as a result of 
patient and family feedback. 
 

• Note that NHS Dumfries and Galloway is participating in a project around 
Healthcare Complaints Analysis. 
 

• Note output from the recent national Inpatient Experience Survey.  
 

 
CONTEXT 
 
Strategy / Policy: 
 
This paper demonstrates implementation of the Healthcare Quality Strategy (2010), and 
Patients Rights (Scotland) Act (2012).  The Board is required to adhere to the Patients 
Rights (Scotland) Act (2012) with regard to seeking and responding to patient / family 
feedback.  
 
Organisational Context / Why is this paper important / Key messages: 
 
Learning from patient experience in order to improve our services is one of the most 
important tools at our disposal. 
 
 

Agenda Item 95 
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Key messages: 
• Significant activity is taking place with the aim of improving patient experience 

from a number of different perspectives. 
 

• The number of complaints received by the Board for this reporting period was 
102 which is a 24% increase from Quarter 4 (82 complaints) and 9% decrease 
from the same period last year - Q1 2015-16 where 112 complaints were 
received. 

 
• The Board achieved 96% compliance across this reporting period for the 

percentage of complaints acknowledged within the national target of 3 working 
days.  
 

• The percentage of complaints responded to within 20 working days for this 
reporting period was 70%. This is an 8% increase from Q4 2015-16 of 62% and 
a 10% decrease from the same period last year of 80%.    

 
GLOSSARY OF TERMS 
 
SPSO - Scottish Public Services Ombudsman 
ISD - Information Services Division 
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MONITORING FORM 
 

Policy / Strategy  Healthcare Quality Strategy 
Person Centred Health and Care Collaborative 
 

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

Financial Implications Not required 
 

Consultation / Consideration Not required 
 

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

Sustainability Not required 
 

Compliance with Corporate 
Objectives 
 

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

Single Outcome Agreement 
(SOA) 
 

Health inequalities 
 

Best Value Commitment and leadership 
Accountability 
Responsiveness and consultation 
Joint Working 
 

Impact Assessment 
 
Not undertaken as learning from patient feedback applies to all users 
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1. Introduction 
 
This report provides a commentary and summary statistics on complaints handling 
throughout NHS Dumfries and Galloway for the period Quarter 1 - April - June 2016. It 
looks at complaints received locally and by the Scottish Public Services Ombudsman 
(SPSO). 
 
2. Complaints  
 
Table 1 provides a summary of the number of formal complaints received in Quarter 1 
and the combined overall totals.  
 
Table 1: Formal Complaints Data for Quarter 1 
 
 Apr 2016 May 2016 Jun 2016 Total 

Complaints received 35 36 31 102 
Complaints acknowledged in 
3 working days 

33 94% 34 94% 31 100% 98 96% 

Complaints completed in 20 
working days  

25 71% 20 56% 26 84% 71 70% 

Complaints not completed in 
20 working days 

10 29% 16 44% 5 16% 31 30% 

Complaints still ongoing 3 9% 3 8% 1 3% 7 7% 
Complaints withdrawn 0 0% 0 0% 2 6% 2 2% 
Outcome of Complaints 
Upheld 10 29% 5 14% 8 26% 23 23% 
Upheld in Part 7 20% 7 19% 4 13% 18 17% 
Not Upheld 15 43% 17 47% 12 39% 44 43% 
Complaints Transferred Out 0 0% 1 3% 1 3% 2 2% 
Consent not received 0 0% 3 8% 2 6% 5 5% 
Irresolvable - Expectation 0 0% 0 0% 1 3% 1 1% 

 
The number of complaints received by the Board for this reporting period was 102 which 
is a 24% increase from Quarter 4 (82 complaints and 9%) decrease from the same 
period last year - Q1 2015-16 where 112 complaints were received.  The Board 
achieved 96% compliance across this reporting period for the percentage of complaints 
acknowledged within the national target of 3 working days. NHS Dumfries and Galloway 
has set a Board target of 70% for complaints to be responded to within 20 working days. 
The percentage response time achieved for this reporting period was 70%. This is an 
8% increase from Q4 2015-16 and a 10% decrease from the same period last year.  

NOT  PROTECTIVELY  MARKED 
Page 4 of 12 



2.1 Complaints Data 
 
Figure 1: Number of complaints received and completed in 20 working days for rolling 
year to end of June 2016. 

 
 
 
 
Figure 2: Complaint Response times – Rolling year to end June 2016 
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2.2 Complaints by Directorate 
 
Table 2: Number of Complaints by Directorate and responded (%) in 20 working days 

 Apr May Jun 

 Total Resp. % Total Resp. % Total Resp. % 
Acute and 
Diagnostic 21 14 67% 25 11 44% 12 10 83% 

PCCD 6 5 83% 1 0 0% 0 0 - 
Prison 2 2 100% 3 3 100% 12 12 100% 
Women & 
Children 2 0 0% 2 2 100% 3 1 33% 

Corporate 2 2 100% 4 3 75% 1 1 100% 
Mental Health 2 2 100% 1 1 100% 3 2 67% 
Operational 
Services 0 0 - 0 0 - 0 0 - 

Totals: 35 25 71% 36 20 56% 31 26 84% 
*Corporate (Inc Finance, Medical, NMAHP, Public Health, Strategic Planning, Workforce 
Directorate) 
 
2.3 Breakdown of Complaints by Category   
 
Complaints may raise multiple issues. These issues are categorised into clinical 
treatment, staff communication (verbal and written), staff attitude and behaviour, waiting 
time and other.  The top three categories of issues raised in complaints received by 
NHS Dumfries and Galloway for this reporting period remains consistent with previous 
months and relate to clinical treatment, staff attitude and behaviour and communication 
(verbal) 
 
Table 3 Complaint Issues by Category 
  Apr May Jun Total 
Clinical Treatment 47 39 16 102 
Staff communication (verbal) 12 10 7 29 
Staff attitude and behaviour 9 18 15 42 
Waiting time for date for appointment 2 0 3 5 
Staff communication (written) 0 0 1 1 
Other 4 9 5 18 
* Total may vary from number of complaints 
 
These categories are consistent with national themes, both United Kingdom and 
Scotland wide. Communication issues are mainly related to verbal communication 
between staff and patients and/or relatives and often come down to differences in 
interpretation of what was said and what was understood. These are often linked to 
complaints about staff attitude - in many cases the complaints about attitude is linked to 
a perception of whether or not information was appropriately communicated or received. 
 
 
 
 

NOT  PROTECTIVELY  MARKED 
Page 6 of 12 



2.4 Improvement Actions 
 
From 1 April 2015 Information Services Division (ISD) has requested additional data 
from NHS Boards in relation to the actions taken to ensure learning and improvements 
are made as a result of complaints.  Action codes have been agreed across 
NHSScotland and have been made mandatory from 1 April 2015.  Where a complaint 
has been upheld or partially upheld the action the Board is taking is recorded to ensure 
learning and improvement. 
 
Figure 3 details the Improvement actions taken as a result of complaints received in 
Quarter 1. 
 
Figure 3: Improvement Actions taken Q1 2016-17 
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3.  Patient Opinion Feedback  
 
An effective way to improve the experience of health and care services is to capture 
feedback from patients, services users, carers and relatives. Patient Opinion is an 
online approach, actively supported by Scottish Government, which enables people to 
provide and view feedback on the services they have received.  
 
All Patient Opinion postings are shared with Healthcare Governance Committee at each 
meeting. 
 
All NHS Dumfries and Galloway stories are available to view by visiting:  
www.patientopinion.org.uk. 
 
4. Scottish Public Services Ombudsman Complaints  
 
Individuals who are dissatisfied with NHS Dumfries and Galloway’s complaint handling 
or response can refer their complaint, for further investigation to the Scottish Public 
Services Ombudsman (SPSO).  
 
The SPSO have advised that three new complaints have been raised with them in this 
Quarter.  In two cases the SPSO have indicated that they are not investigating any 
further and one which is currently under further investigation by the SPSO. 
 
In addition to these complaints the Board have received decision letters on four 
complaints and made recommendations in relation to three of those complaints.  The 
Board has completed action plans to address the recommendations made and full 
details of the actions taken have been reported to Healthcare Governance Committee.   
 
5.  Reports to the Procurator Fiscal 
 
There have been no complaints reported to the Procurator Fiscal in this reporting 
period. The Medical Director meets with the Procurator Fiscal regularly with regard to 
any other issues or cases outwith complaints. 
 
6.  Internal Audit – Complaints Management Process Update 
 
In December 2015 Internal Audit undertook an audit of the Board’s Complaints Handling 
Procedure.  The scope of the audit was to provide assurance that: 
• there is a robust process in place to manage patient, carer and service user 

complaints;  
• local policies and procedures incorporated current guidance and are implemented 

effectively; 
• all outcomes are appropriately reported in order to monitor the quality of 

performance. 
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The Audit Report (the report) was issued in February 2016 and noted that, whilst the 
Board are generally compliant with our obligations under the Patients Rights (Scotland) 
Act 2011 and the Charter of Patient Rights and Responsibilities directives, there are 
some key areas of our process which are not significantly robust and required review.   
 
The report made 18 recommendations to the Board in relation to Policy, Procedure, 
Legislation, Awareness and Training, Performance and Data Input and Reporting.  The 
Board agreed an action plan to address the recommendations. 
 
The Board agreed that a Short Life Working Group would be set up to review the 
complaints process and ensure that each of the recommendations is addressed within 
the reviewed complaints process.  
 
The Short Life Working Group (the group) has been established with the following 
membership: 
 
Director of Nursing, Midwifery and AHPs 
Associate Director AHP and Lead for Person Centred Care 
Patient Feedback and Complaints Co-ordinator 
Assistant General Manager – Acute Directorate 
Patient Experience Officer – Acute Directorate 
Lead Nurse – Mental Health  
Lead Nurse – Women and Children’s Services  
Domestic Services Manager - Facilities and Clinical Support Services 
Business Manager - Community Health and Social Care Directorate 
PhD Student – Complaints 
 
The group first met on 19 May 2016 where the findings of the Audit Report were shared 
and the following aims agreed:  

• that in order to ensure robust and thorough investigation complaints and patient 
feedback should be owned by each of the Directorates,  

• all information should be recorded in DATIX to enable “live” reporting of data 
• this was an ideal opportunity align how the Board takes action to ensure improvement 

and shares learning across the organisation encompassing complaints, adverse events 
and risk. 

• There was need to close the loop around demonstrating learning and improvement 
 

A process mapping exercise was undertaken which highlighted that there were many 
different processes in use across the organisation.  This supported the findings of the 
audit report and reinforced the need for a robust and consistent approach to be used 
across the Board.  It was evident within the current process that, whilst each Directorate 
are responsible for the investigation of complaints, there were varying practices 
regarding drafting of response letters, decision making in relation to the outcomes of 
complaints and a lack of appropriate access and training in order for staff to record data 
in relation to the complaint on DATIX.  This has resulted in a disjointed process whereby 
the processing of data is being largely undertaken by Patient Services and means that 
data can only be entered retrospectively rather than being entered at source by the key 
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people involved in the investigation.  The group agreed that it was important that 
Directorates owned the responsibility for the investigation of their own complaints and 
patient feedback, made decisions regarding the outcomes and actions to be taken and 
be responsible for recording the data in DATIX to ensure live data reporting which would 
ultimately assist them in the management of their complaints, adverse events and risk.   
 
At the second meeting on 5 July 2016 the group undertook a further process mapping 
exercise, this time focussing on what a good process might look like.  Consideration 
was given to what would be a good experience for the person making the complaint, 
who the key staff involved at each stage of the process should be and how duplication 
of actions can be avoided to avoid bottlenecks in the process and help us meet target 
response times.   
 
The group met for a third time on 22 July 2016 and following on from the work of the 
second meeting mapped out a proposed new Complaints Handling Process.  This has 
been shared with senior managers for consultation with a discussion taking place at 
General Manager’s meeting on 6 September 16 and once feedback has been received 
the group will meet again to finalise the process and discuss training and support 
requirements. 
 
7. Health Care Complaints Analysis Tool  
 
NHS Dumfries and Galloway is committed to improving our ability to analyse, report on 
a learn from data reported within the complaints we receive and to this end have agreed 
to participate in a national trial to test the potential of applying a new and validated tool, 
the Hospital Complaints Analysis Tool, for supporting quality improvement. This project 
is supported by the United Kingdom Cabinet Office and will see us working with the 
project team and five trusts across England in the use of this tool. 
 
The project will involve the analysis of a sample of 100 complaints from our Board in the 
last year and then will provide a summary report which we will contain trend data, 
strengths and potential opportunities for learning. Only completely anonymous 
information will be used in the pilot phase. Currently we are in the data capture phase of 
the project. 
 
8. Inpatient Experience Survey 2016  
 
The Scottish Government as part of the Scottish Care Experience Programme, 
commissioned a survey of people’s experience of admission, the hospital ward and 
environment, care and treatment, operations and procedures, staff, leaving hospital, 
care after leaving hospital and medicines. The survey results were published on the 30th 
of August.  
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8.1 Feedback 
 
Survey questionnaires were sent out in January 2016 to 1,824 people who had stayed 
overnight in an NHS Dumfries and Galloway Hospital between 1st April and 30th 
September 2015.  
 
796 NHS Dumfries & Galloway patients returned feedback on their experiences. Of 
those patients willing to provide information about themselves: 
 
4% were aged 16-34; 7% were aged 35-49; 20% were aged 50-64; and 69% were aged 
65 and over. 
32% did not have any limiting illness or disability. 
42% were male and 58% were female. 
 
8.2 High level results 
 
Those people who responded to this survey had stayed in Dumfries and Galloway 
Royal Infirmary, Galloway Community Hospital and all community hospitals and high 
level results are outlined below: 
 
In comparison with the previous survey conducted in 2014, NHS Dumfries & 
Galloway patients were more likely to report a positive experience in the following 
areas: 
 
• In Accident and Emergency patients were told how long they would have to wait to 

see a doctor/nurse (59%; +9%). 
•  Overall rating of hospital/ward environment (91%; +3%). 
•  Overall rating of care and treatment during hospital stay (92%; +3%). 
•  Nurses knew enough about patients' condition and treatment (88%; +4%). 
•  Patients had confidence and trust in the nurses treating them (92%; + 4%). 
•  Patients felt they got enough emotional support from staff (70%; +5%). 
•  How patients felt about the overall length of time they were in hospital (91%; +3%). 
•  Patients were involved in decisions about leaving hospital (78%; +5%). 
In comparison with the survey conducted in 2014, NHS Dumfries & Galloway 
patients were less likely to report a positive experience in the following area: 
 
•  Patients didn’t have to wait too long to get their medicines (58%; -8%). 
The survey also provides opportunity for NHS Boards to benchmark themselves against 
Scotland with the detailed results for NHS Dumfries and Galloway attached at Appendix 
1. The wider results can be accessed via the link below. 
www.careexperience.scot.nhs.uk/Results2016.html 
 
There are many very positive reported responses throughout however worthy of note is 
the high level of positive reported experiences within our Accident and Emergency 
Department 
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9. Participation and Engagement 
 
NHS Dumfries and Galloway has been working community planning partners to refine 
our approach to community planning and participation. A Community Planning 
Participation and Engagement Working Group is planned and will develop a co-
ordinated programme of participation and engagement activity across partners; identify 
opportunities for joint engagement work, publicise engagement opportunities available 
from local partners and feedback via a regular newsletter. The proposed membership 
within the group includes NHS, Council, Integration Joint Board, Third Sector Dumfries 
and Galloway, Police Scotland, Scottish Fire and Rescue Services, Scottish Health 
Council and Scottish Ambulance Service.  
 
Work has been ongoing for some months around the development of a mechanism for 
involving local people. Under the umbrella of the Community Planning Executive Group 
it is proposed to develop the Dumfries and Galloway Participation and Engagement 
Network which will offer partners another route for engagement. The Dumfries and 
Galloway Participation and Engagement Network will be hosted within NHS Dumfries 
and Galloway. This will be a virtual network whereby interested people will register their 
name, contact preference and interest areas upon a network providing a conduit for 
information / invitations any partners wish to disseminate e.g. notification of an online 
survey; invitation to an engagement event. 
 
Following the recent agreement at the Community Planning Executive Group 
recruitment materials are being finalised and printed.  
 
10.  Conclusion 
 
The Board is asked to note the significant amount of activity taking place with the aim of 
improving patient experience from a number of different perspectives. 
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 Introduction

This report gives a summary of the results of the Inpatient Experience Survey 2016 for NHS Dumfries & Galloway.

http://www.careexperience.scot.nhs.uk/Results2016.html

796 NHS Dumfries & Galloway patients returned feedback on their experiences. Of those patients willing to provide information about themselves:

4% were aged 16-34; 7% were aged 35-49; 20% were aged 50-64; and 69% were aged 65 and over.

32% did not have any limiting illness or disability.

42% were male and 58% were female.

Crichton Hall

Dumfries, DG1 4TG

01387 244146

jpollard@nhs.net

The survey asked 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.

Survey questionnaires were sent out in January 2016 to 1,824 people who stayed overnight in an NHS Dumfries & Galloway hospital between 1st April and 30th 

September 2015.

The results of the survey will be used by NHS Dumfries & Galloway and the Scottish Government to improve the quality of healthcare in Scotland by focusing on 

the areas that patients tell us are important to them and where they consider improvements could be made.

The survey was commissioned by the Scottish Government as part of the Scottish Care Experience Survey Programme, which aims to use the public's 

experiences of health and care services to improve those services. The survey was managed by the Scottish Government in partnership with ISD Scotland (part 

of NHS National Services Scotland). The survey fieldwork was carried out by Quality Health Ltd.

To find out more about what NHS Dumfries & Galloway is doing to make improvements please contact:

Logan West

You can find a copy of the survey at:  
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 Notes of interpretation

Chapter 1- Rated Results

Number of responses - the number of patients within this NHS Board who provided a valid response to this question. Note that patients who indicated that a question 

was not relevant, or who did not know the answer, are not included in the results.

Response - the percentage of positive, neutral and negative responses received for this question within this NHS Board. For example when asked if they were happy 

with the food and drink they received, the percentage positive refers to patients who strongly agreed or agreed. Where patients said they disagreed or strongly 

disagreed these responses have been counted as negative. Where patients neither agreed nor disagreed their responses have been counted as neutral. The coloured 

bars illustrate the percentage positive as green (darker green being very positive and lighter green being positive), and the percentage negative as red. Where answers 

were neither positive nor negative (neutral) the percentage is shown in yellow. Note that results have been rounded to the nearest whole percentage and this 

occasionally results in the sum of positive, neutral and negative percentages not adding up to exactly 100%; this is not an error.

% Positive 2016 - the percent positive result; the total percentage of patients who responded positively (very positive + positive) to this question within this NHS Board.

Change since 2016 - the change in the percent positive result within this NHS Board since the 2014 survey (for example, +2 means that the result in 2016 is two 

percentage points higher than in 2014).

Difference from Scotland 2016 - the difference between this NHS Board's percent positive result and the equivalent result for NHS Scotland in 2016 (for example, -2 

means that the result for this NHS Board in 2016 is two percentage points lower than for Scotland as a whole).
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� Indicates a decrease in the percent positive result (a drop of at least 1 percentage point between the two integer (whole number) values).

� Indicates an increase in the percent positive result (an increase of at least 1 percentage point between the two integer (whole number) values).

� Indicates little or no change in the percent positive result (a difference of 0 between the two integer (whole number) values).

means that the result for this NHS Board in 2016 is two percentage points lower than for Scotland as a whole).

Trend - the direction of change in the percent positive result within this NHS Board since the 2011 survey, illustrated by a coloured arrow. The change between 2011 

and 2012, 2012 and 2014, and 2014 and 2016 is shown.
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 Notes of interpretation (cont.)

Chapter 2 - Comparison 2010 - NHS Board percent positive result for 2010.

2011 - NHS Board percent positive result for 2011.

2012 - NHS Board percent positive result for 2012.

2014 - NHS Board percent positive result for 2014.

2016 - NHS Board percent positive result for 2016.

Scotland 2016 - NHS Scotland percent positive result for 2016.

Chapter 3 - Variation

This NHS Board's percent positive result.

NHS Scotland percent positive result.

2012 - Percentage of NHS Board respondents selecting this response option in 2012.

2014 - Percentage of NHS Board respondents selecting this response option in 2014.

2016 - Percentage of NHS Board respondents selecting this response option in 2016.

Chapter 4 - Demographic 

Questions

Range of percent positive results across all NHS Boards in Scotland - ranges from lowest NHS Board result to highest 

NHS Board result.
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2016 - Percentage of NHS Board respondents selecting this response option in 2016.

Scotland 2016 - Percentage of NHS Scotland respondents selecting this response option in 2016.

All Chapters N Indicates a new question in the 2016 survey.

C Indicates a change in the question wording since 2014.

P Indicates that the question wording has been rephrased from a negative to a positive statement within this report 

(applies to questions 14c, 14d, 14h, 41c, 42c and 62).

R The reporting of this question has changed from the previous (2014) survey.

- Indicates that direct comparison with previous surveys was not possible. 

S Indicates a statistically significant change / difference in the percent positive result.

NT Indicates that a significance test was not carried out because fewer than five respondents within this NHS Board 

selected a positive response or a negative / neutral response.

- - Indicates that a result has been suppressed due to the low number of valid responses to the question (less than 20).

All results are weighted by the population of patients eligible to be randomly sampled for the survey. Weighting results in this way provides results which are more 

representative of the population. 
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 Board summary

•         In A&E patients were told how long they would have to wait to see a doctor/nurse (59%; +9%).

•         Overall rating of hospital/ward environment (91%; +3%).

•         Overall rating of care and treatment during hospital stay (92%; +3%).

•         Nurses knew enough about patients' condition and treatment (88%; +4%).

•         Patients had confidence and trust in the nurses treating them (92%; + 4%).

•         Patients felt they got enough emotional support from staff (70%; +5%).

•         How patients felt about the overall length of time they were in hospital (91%; +3%).

•         Patients were involved in decisions about leaving hospital (78%; +5%).

•         Patients didn’t have to wait too long to get their medicines (58%; -8%).

In NHS Dumfries & Galloway 796 people responded to the survey (43% response rate) from 10 hospital. These included 1 general hospital, 1 large 

general hospital and 2 long stay hospitals.

In comparison with the survey conducted in 2014, NHS Dumfries & Galloway patients were more likely to report a positive experience in the 

following areas:

In comparison with the survey conducted in 2014, NHS Dumfries & Galloway patients were less likely to report a positive experience in the following 

area:
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 Board Summary (cont.)

•         In A&E patients were told how long they would have to wait to see a doctor/nurse (59%; +15%).
•         How patients felt about the time waiting to be seen by a nurse or doctor in A&E (94%; +9%).

•         In A&E patients were kept informed about what was happening after seeing a doctor / nurse (68%; +7%).

•         In A&E patients felt safe (95%; +7%).

•         Overall rating of any care and treatment received in A&E (93%; +5%).

•         How patients felt about the time they waited to get to a ward (89%; +3%).

•         Overall rating of hospital admission process (86%; +4%).

•         Patients were happy with the food / meals they received (86%; +18%).

•         Patients were happy with the drinks they received (88%; +4%).

•         Hand-wash gels were available for patients and visitors to use (96%; +2%).

•         Moving between wards was well managed (78%; +8%).

•         Overall rating of care and treatment during hospital stay (92%; +2%).

•         Doctors listened to patients if they had any questions or concerns (92%; +3%).

•         How patients felt about the overall length of time they were in hospital (91%; +2%).

•         Patients were not bothered by noise at night from other patients (51%; -4%).

•         Patients were not bothered by noise at night from hospital staff (63%; -6%).

•         When patients called they received assistance within a reasonable time (83%; -4%).

•         Patients knew which nurse was in charge of the ward (35%; -8%).

•         Beforehand, patients were told how they may feel after the operation or procedure (56%; -8%).

•         Beforehand, patients' questions were answered in a way they could understand (70%; -6%).

•         Patients knew which nurse was in charge of their care (35%; -13%).

•         Patients felt there were enough nurses on duty (59%; -4%).

•         Patients didn’t have to wait too long to get their medicines (58%; -11%).

Compared to this year’s results for Scotland, NHS Dumfries & Galloway patients were significantly more likely to report a positive experience in the 

following areas:

Compared to this year’s results for Scotland, NHS Dumfries & Galloway patients were significantly less likely to report a positive experience in the 

following areas:
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 Chapter 1. Rated results
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The tables and charts below show how positively or negatively patients treated within this NHS Board responded to questions within the 2016 

survey. For each question, the percentages of positive, neutral and negative responses are shown along with the total percentage of positive 

responses. The change in the percent positive result since the 2014 survey and comparison to the Scotland 2016 result are also shown. Additionally, 

the trend in the percent positive result within this NHS Board since 2011 is presented.

Patients were asked to rate their overall care on a scale between 0 (Very poor) and 10 (Very good). Ratings of 7 - 10 have been categorised as 

positive; ratings of 4 - 6 have been categorised as neutral / mixed; ratings of 0 - 3 have been categorised as negative.
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66. Overall, how would you rate your care? 761 85 0+185 12
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 Chapter 1. Rated results

A full breakdown showing the percentage of respondents who selected each rating within this Board is shown below along with the difference from 

the NHS Scotland result. The median rating given by respondents treated within this Board is denoted by the blue dot (����).
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 1.1 Admission to hospital: your most recent hospital stay

1. Was your most recent hospital stay planned in advance or an emergency?

Question asked of all patients (responses = 784) 2012

Emergency or urgent - 60

Waiting list or planned in advance - 36

Something else - 4

2. When you arrived at hospital did you go to the Accident and Emergency Department (A&E)?

Question asked of all patients whose hospital visit was an emergency or urgent (responses = 511) 2012

63

6

31

Scotland 

201620162014

4

34

62

2014 2016

Scotland 

2016
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Question asked of all patients whose hospital visit was an emergency or urgent (responses = 511) 2012

Yes 81 69

No 16 28

Don't know 3 3

83

3

15

2

15

2014 2016 2016

82
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 1.1 Admission to hospital: your most recent hospital stay (cont.)

Response (%)
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3.
In A&E patients were told how long they would have 

to wait to see a doctor / nurse.
350 59 +9 S +15 S - - �

4.
How patients felt about the time waiting to be seen 

by a nurse or doctor in A&E.
368 93 +3 ### +8 S - - �

5.
In A&E, patients were kept informed about what 

was happening after seeing a doctor / nurse.
377 68 +3 ### +7 S - - �

6.
In A&E patients' conditions were explained to them 

in a way they could understand.
387 70 +2 ### +2 ### - - �
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in a way they could understand.

7.
In A&E patients had enough privacy when being 

examined or treated.
391 98 0 ### 0 ### - - �

8. In A&E patients felt safe. 397 95 +3 ### +7 S - - �

9.
Overall rating of any care and treatment 

received in A&E.
409 93 +2 ### +5 S

� � �

10.
How patients felt about the time they waited to be 

admitted to hospital after they were referred.
232 84 -3 ### -1 ###

� � �

11.
Information received before attending hospital 

helped patients understand what would happen.
226 96 +2 ### 0 ###

� � �

12.
How patients felt about the time they waited to get 

to a ward.
755 89 +1 ### +3 S

� � �

13. Overall rating of hospital admission process. 754 86 +1 ### +4 S
� � �

70 24 5

98

95 4

59 34 6

84 16

75 21 4

37 52 11
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 1.2 The hospital and ward: your most recent hospital stay

Response (%)
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14a.
The main ward or room patients stayed in was 

clean.
781 95 +3 ### -1 ###

� � �

14b. The bathrooms and toilets were clean. 769 91 +1 ### -1 ###
� � �

14c.
Patients were not bothered by noise at night from 

other patients.
P 719 51 +4 ### -4 S - - �

14d.
Patients were not bothered by noise at night from 

hospital staff.
P 734 63 +2 ### -6 S - - �
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Question
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hospital staff.

14e.
Patients were happy with the food / meals they 

received.
768 86 -1 ### +18 S - - �

14f. Patients were happy with the drinks they received. 771 88 -1 ### +4 S - - �

14g.
When patients called they received assistance 

within a reasonable time.
721 83 -2 ### -4 S

� � �

14h.
Patients did not feel threatened by other patients / 

visitors.
C P 735 88 - ### -1 ### - - -

14i. The equipment used for my treatment was clean.
N 744 95 - ### 0 ### - - -

15.
Patients knew which nurse was in charge of the 

ward.
776 35 +2 ### -8 S - - �

16.
Hand-wash gels were available for patients and 

visitors to use.
748 96 0 ### +2 S - - �

21 42 16 21

44 42 7 7

40 48 8 4

34 49 9 8

52 36 5 6

35 23 42

96 3

49 46 4
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 1.2 The hospital and ward: your most recent hospital stay (cont.)

17. During your most recent stay in hospital did you have a single room at any time?

Question asked of all patients (responses = 777) 2012

Yes, and I was happy - 37

Yes, but I would have preferred to be with other patients - 4

No, but I would have preferred to be in a single room - 15

No, and I was happy - 45
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18. Patients were happy with the visiting hours. 748 97 +1 ### 0 ### - - �

19.
Patients had enough time with the people that 

matter to them.
747 84 +2 ### 0 ### - - �

20. Overall rating of hospital / ward environment. 763 91 +3 S +2 ###
� � �
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 1.3 Care and treatment: your most recent hospital stay

Response (%)
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21a.
Patients were able to get adequate pain relief when 

they needed it.
699 91 0 ### 0 ###

� � �

21b.
Patients had enough privacy when being examined 

or treated.
769 95 +2 ### +1 ###

� � �

21c.
Patients had enough privacy when their condition 

and treatment were discussed.
761 87 +2 ### -1 ###

� � �

21d.
Patients got enough help with washing and 

dressing when they needed it.
599 86 +1 ### -1 ###
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dressing when they needed it.

21e.
Patients got enough help with eating and drinking 

when they needed it.
449 85 +3 ### +1 ###

� � �

21f.
Patients got enough help with going to the 

bathroom or toilet when they needed it.
552 86 0 ### -1 ###

� � �

21g.
Patients were kept as physically comfortable as 

they could expect to be.
740 92 -1 ### 0 ### - - �

22.
Patients were involved as much as they wanted in 

decisions about their care and treatment.
756 63 +3 ### +1 ### - - �

23.
Patients felt people that matter to them were 

involved in decisions about their care / treatment.
521 60 +3 ### +3 ### - - �

24.
Staff took adequate care when carrying out physical 

procedures.
755 82 +3 ### +1 ### - - �

37 49 9 5

35 50 12 3

37 49 9 5

41 50 5 4

63 31 6

60 31 9

82 15
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 1.3 Care and treatment: your most recent hospital stay (cont.)

25. While you were in hospital, did your condition get worse at any time?

Question asked of all patients (responses = 777) 2012

No - 74

Yes, and staff responded quickly - 20

Yes, and staff did not respond quickly - 3

Don't know / can't remember - 33

2

21

74

26. During your stay in hospital, if you had a drip or needle in a vein to give you medicines or fluids, did any of the following occur?

2014 2016

Scotland 

2016

3

3

21

74

NHS Dumfries and Galloway

Inpatient Experience Survey 2016

Part of the Scottish Care Experience Survey Programme Page 15

Question asked of all patients who did not specifically indicate that they did not have a drip (responses = 463) 2012

I did have a drip and had no concerns
N - 79

I did not feel it was checked regularly enough - 7

I did not feel it was changed when required - 4

 I did not feel it was removed quickly enough - 5

Don’t know / can’t remember - 98

5

5

6

80

26. During your stay in hospital, if you had a drip or needle in a vein to give you medicines or fluids, did any of the following occur?
(This is a "tick all that apply" question therefore percentages may not add up to 100.)

2016

Scotland 

20162014
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-

-

-

-
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 1.3 Care and treatment: your most recent hospital stay (cont.)

Question asked of all patients (responses = 796) 2012

Infection (e.g. urinary tract infection, surgical wound infection, MRSA, CDiff, etc.) - 7

Blood poisoning / sepsis - 1

Blood clot (e.g. Deep Vein Thrombosis [DVT], embolism) - 1

Bed sore (pressure sore) - 2

Injury from falling over - 1

2

1

1

5

1

2014 2016

Scotland 

2016

2

3

2

1

7

27. Did you experience any of the following problems during, or because of, your hospital stay?
(This is a "tick all that apply" question therefore percentages may not add up to 100.)
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Bad reaction to medication - 4

Complication from surgery - 3

Any other problems - 4

None - 7776

4

3

4
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4

3
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 1.3 Care and treatment: your most recent hospital stay (cont.)

Question asked of all patients (responses = 796) 2012

Incorrect diagnosis - 2

Wrong treatment - 1

Incorrect medicines - 2

Incorrect doses of medicines - 1

Delayed or incorrect test results - 33

1

1

1

1

28. During your most recent hospital stay, did any of the following events occur?
(This is a "tick all that apply" question therefore percentages may not add up to 100.)
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2016
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None - 85
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29.
A member of staff discussed any clinical errors with 

patients.
48 23 +8 ### +2 ### - - �

30.
Patients were satisfied with how these clinical 

errors were dealt with.
47 24 +1 ### -3 ### - - �
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 1.3 Care and treatment: your most recent hospital stay (cont.)

31. When you were in hospital, did you move wards?

Question asked of all patients (responses = 778) 2012

Yes - 36

No - 62

Don't know / can't remember - 22

58

40

32. What time did you move wards? 
(This is a "tick all that apply" question therefore percentages may not add up to 100.)

2014 2016
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2016

Scotland 
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41
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Question asked of all patients who moved wards (responses = 287) 2012

Morning / afternoon - 52

Evening (6pm to 10pm) - 29

Middle of the night (10pm onwards) - 16

Don't know / can't remember - 1415

12

29

52

2014 2016

Scotland 

2016

15

14

28
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 1.3 Care and treatment: your most recent hospital stay (cont.)

Response (%)
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33. Moving between wards was well managed. 282 78 +6 ### +8 S - - �

34.
Overall rating of care and treatment during 

hospital stay.
779 92 +3 S +2 S

� � �

1.4 Operations and procedures: your most recent hospital stay
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35. During your most recent hospital stay, did you have an operation or procedure?

Question asked of all patients (responses = 774) 2012

Yes - 54

No - 46

2014 2016

Scotland 

2016

50

50

47

53
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1.4 Operations and procedures: your most recent hospital stay (cont.)

Response (%)
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36.
Beforehand, a member of staff explained the risks 

and benefits of operation / procedure.
388 79 +1 ### -2 ### - - �

37.
Beforehand, a member of staff explained what 

would be done during the operation or procedure.
390 73 -3 ### -5 ### - - �

38.
Beforehand, patients were told how they may feel 

after the operation or procedure.
389 56 -3 ### -8 S - - �

39.
Beforehand, patients' questions were answered in a 

381 70 -1 ### -6 S - - �
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39.
Beforehand, patients' questions were answered in a 

way they could understand.
381 70 -1 ### -6 S - - �

40.
Patients understood the explanations on how the 

operation or procedure had gone.
374 70 0 ### -3 ### - - �

70 20 10

70 21 9
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 1.5 Staff: your most recent hospital stay

Response (%)
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41a.
Doctors knew enough about patients' condition and 

treatment.
726 91 +2 ### +1 ###

� � �

41b.
Doctors discussed patients' condition and treatment 

with them in a way they could understand.
724 92 +2 ### +2 ###

� � �

41c.
Doctors did not talk in front of patients as if they 

were not there.
P 658 82 +3 ### +2 ###

� � �

41d.
Doctors listened to patients if they had any 

questions or concerns.
698 92 +3 ### +3 S

� � �
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questions or concerns.

41e.
Doctors washed / cleaned their hands at 

appropriate times.
670 91 +1 ### 0 ###

� � �

41f.
Patients had confidence and trust in the doctors 

treating them.
739 93 +2 ### +1 ### - - �

42a.
Nurses knew enough about patients' condition and 

treatment.
754 88 +4 S +1 ###

� � �

42b.
Nurses discussed patients' condition / treatment 

with them in a way they could understand.
717 83 +2 ### -1 ###

� � �

42c.
Nurses did not talk in front of patients as if they 

were not there.
P 674 82 +2 ### -1 ###

� � �

42d.
Nurses listened to patients if they had any 

questions or concerns.
732 89 -1 ### -1 ###

� � �

42e.
Nurses washed / cleaned their hands at appropriate 

times.
690 94 +2 ### +1 ###

� � �

42 50 5 3

43 48 7

55 38 5

38 49 8 4

37 45 11 6

36 45 11 7

39 49 7 4

43 51 6

NHS Dumfries and Galloway

Inpatient Experience Survey 2016

Part of the Scottish Care Experience Survey Programme Page 21



 1.5 Staff: your most recent hospital stay (cont.)

Response (%)
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42f.
Patients had confidence and trust in the nurses 

treating them.
721 92 +4 S +1 ### - - �

43.
Patients knew which nurse was in charge of their 

care.
766 35 +1 ### -13 S - - �

44. Patients felt there were enough nurses on duty. 739 59 -2 ### -4 S - - �

45.
Staff worked well together in organising patients' 

care.
752 73 +2 ### -1 ### - - �
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care.

46. Staff took account of what matters to patients. 732 65 +3 ### 0 ### - - �

47.
Patients felt they got enough emotional support 

from staff.
721 70 +5 S +1 ### - - �

48.
Staff treated patients with compassion and 

understanding.
758 76 +3 ### +1 ### - - �

49.
Overall rating of all staff patients came into 

contact with.
767 92 +2 ### +1 ###

� � �

73 24 3

65 30 5

70 23 7

76 21 4

60 32 7
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 1.6 Leaving hospital: your most recent hospital stay

50. On the day you left hospital, were you delayed for any reason?

Question asked of all patients (responses = 774) 2012

Yes - 40

No - 60

51. What was the main reason you were delayed?

Question asked of all patients who were delayed (responses = 336) 2012

I had to wait for medicines - 56

2016

Scotland 

2016

2014 2016

Scotland 

2016

64

51

49

59

41

68

2014
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I had to wait for medicines - 56

I had to wait to see the doctor - 9

I had to wait for hospital transport - 10

I had to wait for my discharge letter - 18

Something else - 86

14

9

6

64

7

11

10

4

68
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 1.6 Leaving hospital: your most recent hospital stay (cont.)

52. How long was the delay?

Question asked of all patients who were delayed (responses = 365) 2012

Up to 1 hour - 17

Longer than 1 hour but less than 2 hours - 27

Longer than 2 hours but less than 4 hours - 31

Longer than 4 hours - 18

Don't know / can't remember - 65

16

35

26

18

2014 2016

Scotland 

2016

5

16

32

28

20
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53.
How patients felt about the overall length of time 

they were in hospital.
C 753 91 +3 S +2 S - - �

54.
Patients felt confident they could look after 

themselves after leaving hospital.
761 85 +2 ### 0 ### - - �

55.
Prior to leaving hospital, patients felt confident that 

any help they needed had been arranged.
502 72 +1 ### +1 ### - - �

56.
If eligible, patients were happy with hospital 

transport arrangements for getting home.
126 82 +1 ### +4 ### - - �
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 1.6 Leaving hospital: your most recent hospital stay (cont.)

Response (%)
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57a.
Patients were involved in decisions about leaving 

hospital.
676 78 +5 S +2 ### - - �

57b.
Patients' family or home situation was taken into 

account when planning discharge from hospital.
623 84 0 ### +1 ###

� � �

57c.
Patients knew who to contact if they had any 

questions after leaving hospital.
704 79 -1 ### -1 ###

� � �

57d.
Patients were told about any danger signs to watch 

for when they left hospital.
621 71 +2 ### -1 ###

� � �
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for when they left hospital.

58. Were you given any medicines to take home when you left hospital?

Question asked of all patients (responses = 782) 2012

Yes 73 78

No 27 2218

82

21

79

2014 2016

Scotland 

2016
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 1.6 Leaving hospital: your most recent hospital stay (cont.)

Response (%)
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59a.
Patients didn’t have to wait too long to get their 

medicines.
609 58 -8 S -11 S - � �

59b. Patients understood what their medicines were for. 602 95 0 ### 0 ###
� � �

59c.
Patients understood how and when to take their 

medicines.
609 96 0 ### -1 ###

� � �

59d.
Patients understood the possible side effects of 

their medicines.
580 81 +1 ### +2 ###

� � �
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their medicines.

60.
Overall rating of arrangements for leaving 

hospital.
765 77 -1 ### -1 ###

� � �

34 48 10 9

33 44 17 6
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1.7 After leaving hospital: your most recent hospital stay

61. Did you need care or support services to be arranged for when you got out of hospital?

Question asked of all patients (responses = 771) 2012

Yes 22 23

No 78 77

Response (%)
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62.
Patients did not stay longer than expected waiting 

for their care / support services to be organised.
P
 
R 227 82 -1 ### -1 ### - � �

63.
Patients felt they got the care and support services 

that were right for them.
229 88 0 ### 0 ### - � �

64.
Overall rating of care or support services after 

leaving hospital.
234 84 +4 ### +3 ### - � �

65.
Patients saw / received information on providing 

feedback / complaints about care received.
546 35 0 ### -2 ### - - �
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1.8 Questions with highest percent positive response

Response (%)
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7.
In A&E patients had enough privacy when being 

examined or treated.
391 98 0 ### 0 ### - - �

18. Patients were happy with the visiting hours. 748 97 +1 ### 0 ### - - �

16.
Hand-wash gels were available for patients and 

visitors to use.
748 96 0 ### +2 S - - �

11.
Information received before attending hospital 

helped patients to understand what would happen.
226 96 +2 ### 0 ###
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75 21 4

Very 
Positive

97 3

NHS Dumfries and Galloway

Inpatient Experience Survey 2016

Part of the Scottish Care Experience Survey Programme Page 28

helped patients to understand what would happen.
� � �

59c.
Patients understood how and when to take their 

medicines.
609 96 0 ### -1 ###

� � �

Note 1: Where a question number has been shaded blue, this denotes that the question was also amongst those with the highest percent positive response for NHS Scotland as a whole.

Note 2: Some questions in the survey did not have a neutral / mixed response option, therefore respondents only had the opportunity to select either positive or negative response options. 

Questions that only had positive / negative response options are more likely to be included in the table above than questions that had positive / neutral / negative options.

75 21 4

43 53

NHS Dumfries and Galloway

Inpatient Experience Survey 2016

Part of the Scottish Care Experience Survey Programme Page 28



1.9 Questions with highest percent negative response

Response (%)
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65.
Patients saw / received information on providing 

feedback / complaints about care received.
546 35 0 ### -2 ### - - �

30.
Patients were satisfied with how these clinical 

errors were dealt with.
47 24 +1 ### -3 ### - - �

29.
A member of staff discussed any clinical errors with 

patients.
48 23 +8 ### +2 ### - - �

15.
Patients knew which nurse was in charge of the 

ward.
776 35 +2 ### -8 S - - �
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35 65
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23 33 44
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ward.
�

43.
Patients knew which nurse was in charge of their 

care.
766 35 +1 ### -13 S - - �

Note 1: Where a question number has been shaded blue, this denotes that the question was also amongst those with the highest percent negative response for NHS Scotland as a whole.

Note 2: Some questions in the survey did not have a neutral / mixed response option, therefore respondents only had the opportunity to select either positive or negative response options. 

Questions that only had positive / negative response options are more likely to be included in the table above than questions that had positive / neutral / negative options.

35 23 42

35 25 39
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 Chapter 2. Comparison with previous surveys

 2.1 Admission to hospital: your most recent hospital stay

Question 2010 2011 2012 2014 2016

Scotland 

2016

3. In A&E patients were told how long they would have to wait to see a doctor / nurse - - - 50 59 44 S

4. How patients felt about the time waiting to be seen by a nurse or doctor in A&E - - - 90 93 85 S

5.
In A&E, patients were kept informed about what was happening after seeing a doctor / 

nurse
- - - 65 68 61 S

6. In A&E patients' conditions were explained to them in a way they could understand - - - 68 70 68 0

7. In A&E patients had enough privacy when being examined or treated - - - 98 98 98 0

8. In A&E patients felt safe - - - 92 95 88 S

9. Overall rating of any care and treatment received in A&E 84 87 86 91 93 88 S

10.
How patients felt about the time they waited to be admitted to hospital after they were 

referred
92 92 93 87 84 85 0

11.
Information received before attending hospital helped patients understand what would 

happen
97 96 97 94 96 96 0

12. How patients felt about the time they waited to get to a ward 86 86 88 88 89 86 S

13. Overall rating of hospital admission process 81 80 81 85 86 82 S

The tables below show this NHS Board's 2016 percent positive results along with the equivalent 2010, 2011, 2012 and 2014 results. The percent 

positive results for NHS Scotland in 2016 are also shown.
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 2.2 The hospital and ward: your most recent hospital stay

Question 2010 2011 2012 2014 2016

Scotland 

2016

14a. The main ward or room patients stayed in was clean. 92 91 93 92 95 96 0

14b. The bathrooms and toilets were clean. 87 86 90 90 91 92 0

14c. Patients were not bothered by noise at night from other patients.
P - - - 47 51 55 S

14d. Patients were not bothered by noise at night from hospital staff.
P - - - 61 63 69 S

14e. Patients were happy with the food / meals they received. - - - 87 86 68 S

14f. Patients were happy with the drinks they received. - - - 89 88 84 S

14g. When patients called they received assistance within a reasonable time. - 85 86 85 83 87 S

14h. Patients did not feel threatened by other patients / visitors.
C P - - - - 88 89 0

14i. The equipment used for my treatment was clean.
N - - - - 95 95 0

15. Patients knew which nurse was in charge of the ward. - - - 33 35 43 S

16. Hand-wash gels were available for patients and visitors to use. - - - 96 96 94 S

18. Patients were happy with the visiting hours. - - - 96 97 97 0

19. Patients had enough time with the people that matter to them. - - - 82 84 84 0

20. Overall rating of hospital / ward environment. 85 85 86 88 91 89 0
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 2.3 Care and treatment: your most recent hospital stay

Question 2010 2011 2012 2014 2016

Scotland 

2016

21a. Patients were able to get adequate pain relief when they needed it. 91 93 92 91 91 91 0

21b. Patients had enough privacy when being examined or treated. 95 95 94 93 95 94 0

21c. Patients had enough privacy when their condition and treatment were discussed. 84 86 85 85 87 88 0

21d. Patients got enough help with washing and dressing when they needed it. 82 81 82 85 86 87 0

21e. Patients got enough help with eating and drinking when they needed it. 71 68 68 82 85 84 0

21f. Patients got enough help with going to the bathroom or toilet when they needed it. - 82 81 86 86 87 0

21g. Patients were kept as physically comfortable as they could expect to be. - - - 93 92 92 0

22.
Patients were involved as much as they wanted in decisions about their care and 

treatment.
- - - 60 63 62 0

23.
Patients felt people that matter to them were involved in decisions about their care / 

treatment.
- - - 57 60 57 0

24. Staff took adequate care when carrying out physical procedures. - - - 79 82 81 0

29. A member of staff discussed any clinical errors with patients. - - - 15 23 21 0

30. Patients were satisfied with how these clinical errors were dealt with. - - - 23 24 27 0

33. Moving between wards was well managed. - - - 72 78 70 S

34. Overall rating of care and treatment during hospital stay. 86 88 89 89 92 90 S
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 2.4 Operations and procedures: your most recent hospital stay

Question 2010 2011 2012 2014 2016

Scotland 

2016

36. Beforehand, a member of staff explained the risks and benefits of operation / procedure. - - - 78 79 81 0

37.
Beforehand, a member of staff explained what would be done during the operation or 

procedure.
- - - 76 73 78 0

38. Beforehand, patients were told how they may feel after the operation or procedure. - - - 59 56 64 S

39. Beforehand, patients' questions were answered in a way they could understand. - - - 71 70 76 S

40. Patients understood the explanations on how the operation or procedure had gone. - - - 70 70 73 0
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 2.5 Staff: your most recent hospital stay

Question 2010 2011 2012 2014 2016

Scotland 

2016

41a. Doctors knew enough about patients' condition and treatment. 88 88 89 89 91 90 0

41b.
Doctors discussed patients' condition and treatment with them in a way they could 

understand.
88 89 90 90 92 90 0

41c. Doctors did not talk in front of patients as if they were not there.
P - 80 82 79 82 80 0

41d. Doctors listened to patients if they had any questions or concerns. 88 90 90 89 92 89 S

41e. Doctors washed / cleaned their hands at appropriate times. 86 86 87 90 91 91 0

41f. Patients had confidence and trust in the doctors treating them. - - - 91 93 92 0

42a. Nurses knew enough about patients' condition and treatment. 81 81 80 84 88 87 0

42b. Nurses discussed patients' condition / treatment with them in a way they could understand. 78 78 77 81 83 84 0

42c. Nurses did not talk in front of patients as if they were not there.
P - 79 80 80 82 83 0

42d. Nurses listened to patients if they had any questions or concerns. 84 86 87 90 89 90 0

42e. Nurses washed / cleaned their hands at appropriate times. 88 89 90 92 94 93 0

42f. Patients had confidence and trust in the nurses treating them. - - - 88 92 91 0

43. Patients knew which nurse was in charge of their care. - - - 34 35 48 S

44. Patients felt there were enough nurses on duty. - - - 61 59 63 S
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 2.5 Staff: your most recent hospital stay (cont.)

Question 2010 2011 2012 2014 2016

Scotland 

2016

45. Staff worked well together in organising patients' care. - - - 71 73 74 0

46. Staff took account of what matters to patients. - - - 62 65 65 0

47. Patients felt they got enough emotional support from staff. - - - 65 70 69 0

48. Staff treated patients with compassion and understanding. - - - 73 76 75 0

49. Overall rating of all staff patients came into contact with. 87 87 87 90 92 91 0
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 2.6 Leaving hospital: your most recent stay

Question 2010 2011 2012 2014 2016

Scotland 

2016

53. How patients felt about the overall length of time they were in hospital.
C - - - 88 91 89 S

54. Patients felt confident they could look after themselves after leaving hospital. - - - 83 85 85 0

55.
Prior to leaving hospital, patients felt confident that any help they needed had been 

arranged.
- - - 71 72 71 0

56. If eligible, patients were happy with hospital transport arrangements for getting home. - - - 81 82 78 0

57a. Patients were involved in decisions about leaving hospital. - - - 73 78 76 0

57b.
Patients' family or home situation was taken into account when planning discharge from 

hospital.
- 85 85 84 84 83 0

57c. Patients knew who to contact if they had any questions after leaving hospital. 81 80 81 80 79 80 0

57d. Patients were told about any danger signs to watch for when they left hospital. 71 73 74 69 71 72 0

59a. Patients didn’t have to wait too long to get their medicines. - - 65 66 58 69 S

59b. Patients understood what their medicines were for. 95 95 95 95 95 95 0

59c. Patients understood how and when to take their medicines. 96 97 97 96 96 97 0

59d. Patients understood the possible side effects of their medicines. 80 81 80 80 81 79 0

60. Overall rating of arrangements for leaving hospital. 74 76 77 78 77 78 0
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 2.7 After leaving hospital: your most recent hospital stay

Question 2010 2011 2012 2014 2016

Scotland 

2016

62.
Patients did not stay longer than expected waiting for their care / support services to be 

organised.
P R - - 87 83 82 83 0

63. Patients felt they got the care and support services that were right for them. - - 86 88 88 88 0

64. Overall rating of care or support services after leaving hospital. - - 82 80 84 81 0

65.
Patients saw / received information on providing feedback / complaints about care 

received.
- - - 35 35 37 0
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 Chapter 3. Variation in NHS Board results across Scotland

 3.1 Admission to hospital: your most recent hospital stay

3.
In A&E patients were told how long they would have to wait to see a 

doctor / nurse.
59 S 44 S

4.
How patients felt about the time waiting to be seen by a nurse or doctor 

in A&E.
93 0 85 S

The tables / charts in this chapter show this NHS Board's percent positive results in relation to the range of percent positive results across all NHS 

Boards in Scotland. The percent positive results for NHS Scotland are also shown.
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5.
In A&E, patients were kept informed about what was happening after 

seeing a doctor / nurse.
68 0 61 S

6.
In A&E patients' conditions were explained to them in a way they could 

understand.
70 0 68 0

7. In A&E patients had enough privacy when being examined or treated. 98 0 98 0

8. In A&E patients felt safe. 95 0 88 S

9. Overall rating of any care and treatment received in A&E. 93 0 88 S
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 3.1 Admission to hospital: your most recent hospital stay (cont.)

10.
How patients felt about the time they waited to be admitted to hospital 

after they were referred.
84 0 85 0

11.
Information received before attending hospital helped patients 

understand what would happen.
96 0 96 0

12. How patients felt about the time they waited to get to a ward. 89 0 86 S

13. Overall rating of hospital admission process. 86 0 82 S
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 3.2 The hospital and ward: your most recent hospital stay

14a. The main ward or room patients stayed in was clean. 95 0 96 0

14b. The bathrooms and toilets were clean. 91 0 92 0

14c. Patients were not bothered by noise at night from other patients.
P 51 0 55 S

14d. Patients were not bothered by noise at night from hospital staff.
P 63 0 69 S

14e. Patients were happy with the food / meals they received. 86 0 68 S
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14e. Patients were happy with the food / meals they received. 86 68

14f. Patients were happy with the drinks they received. 88 0 84 S

14g.
When patients called they received assistance within a reasonable 

time.
83 0 87 S

14h. Patients did not feel threatened by other patients / visitors.
C P 88 0 89 0

14i. The equipment used for my treatment was clean.
N 95 0 95 0
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 3.2 The hospital and ward: your most recent hospital stay (cont.)

15. Patients knew which nurse was in charge of the ward. 35 0 43 S

16. Hand-wash gels were available for patients and visitors to use. 96 0 94 S

18. Patients were happy with the visiting hours. 97 0 97 0

19. Patients had enough time with the people that matter to them. 84 0 84 0

20. Overall rating of hospital / ward environment. 91 S 89 0
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20. Overall rating of hospital / ward environment. 91 89
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 3.3 Care and treatment: your most recent hospital stay

21a. Patients were able to get adequate pain relief when they needed it. 91 0 91 0

21b. Patients had enough privacy when being examined or treated. 95 0 94 0

21c.
Patients had enough privacy when their condition and treatment were 

discussed.
87 0 88 0

21d.
Patients got enough help with washing and dressing when they needed 

it.
86 0 87 0

21e. Patients got enough help with eating and drinking when they needed it. 85 0 84 0
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21e. Patients got enough help with eating and drinking when they needed it. 85 84

21f.
Patients got enough help with going to the bathroom or toilet when they 

needed it.
86 0 87 0

21g.
Patients were kept as physically comfortable as they could expect to 

be.
92 0 92 0

NHS Dumfries and Galloway

Inpatient Experience Survey 2016

Part of the Scottish Care Experience Survey Programme Page 42



 3.3 Care and treatment: your most recent hospital stay (cont.)

22.
Patients were involved as much as they wanted in decisions about their 

care and treatment.
63 0 62 0

23.
Patients felt people that matter to them were involved in decisions 

about their care / treatment.
60 0 57 0

24. Staff took adequate care when carrying out physical procedures. 82 0 81 0

29. A member of staff discussed any clinical errors with patients. 23 0 21 0

30. Patients were satisfied with how these clinical errors were dealt with. 24 0 27 0
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30. Patients were satisfied with how these clinical errors were dealt with. 24 27

33. Moving between wards was well managed. 78 0 70 S

34. Overall rating of care and treatment during hospital stay. 92 S 90 S
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 3.4 Operations and procedures: your most recent hospital stay

36.
Beforehand, a member of staff explained the risks and benefits of 

operation / procedure.
79 0 81 0

37.
Beforehand, a member of staff explained what would be done during 

the operation or procedure.
73 0 78 0

38.
Beforehand, patients were told how they may feel after the operation or 

procedure.
56 0 64 S

39.
Beforehand, patients' questions were answered in a way they could 

understand.
70 0 76 S

40.
Patients understood the explanations on how the operation or 

procedure had gone.
70 0 73 0
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40.
procedure had gone.

70 73
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 3.5 Staff: your most recent hospital stay

41a. Doctors knew enough about patients' condition and treatment. 91 0 90 0

41b.
Doctors discussed patients' condition and treatment with them in a way 

they could understand.
92 0 90 0

41c. Doctors did not talk in front of patients as if they were not there.
P 82 0 80 0

41d. Doctors listened to patients if they had any questions or concerns. 92 0 89 S

41e. Doctors washed / cleaned their hands at appropriate times. 91 0 91 0
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41e. Doctors washed / cleaned their hands at appropriate times. 91 91

41f. Patients had confidence and trust in the doctors treating them. 93 0 92 0
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 3.5 Staff: your most recent hospital stay (cont.)

42a. Nurses knew enough about patients' condition and treatment. 88 S 87 0

42b.
Nurses discussed patients' condition / treatment with them in a way 

they could understand.
83 0 84 0

42c. Nurses did not talk in front of patients as if they were not there.
P 82 0 83 0

42d. Nurses listened to patients if they had any questions or concerns. 89 0 90 0

42e. Nurses washed / cleaned their hands at appropriate times. 94 0 93 0
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42e. Nurses washed / cleaned their hands at appropriate times. 94 93

42f. Patients had confidence and trust in the nurses treating them. 92 S 91 0
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 3.5 Staff: your most recent hospital stay (cont.)

43. Patients knew which nurse was in charge of their care. 35 0 48 S

44. Patients felt there were enough nurses on duty. 59 0 63 S

45. Staff worked well together in organising patients' care. 73 0 74 0

46. Staff took account of what matters to patients. 65 0 65  

47. Patients felt they got enough emotional support from staff. 70 S 69 0
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47. Patients felt they got enough emotional support from staff. 70 69

48. Staff treated patients with compassion and understanding. 76 0 75 0

49. Overall rating of all staff patients came into contact with. 92 0 91 0
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 3.6 Leaving hospital: your most recent hospital stay

53. How patients felt about the overall length of time they were in hospital.
C 91 S 89 S

54.
Patients felt confident they could look after themselves after leaving 

hospital.
85 0 85 0

55.
Prior to leaving hospital, patients felt confident that any help they 

needed had been arranged.
72 0 71 0

56.
If eligible, patients were happy with hospital transport arrangements for 

getting home.
82 0 78 0

57a. Patients were involved in decisions about leaving hospital. 78 S 76 0
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57a. Patients were involved in decisions about leaving hospital. 78 76

57b.
Patients' family or home situation was taken into account when 

planning discharge from hospital.
84 0 83 0

57c.
Patients knew who to contact if they had any questions after leaving 

hospital.
79 0 80 0

57d.
Patients were told about any danger signs to watch for when they left 

hospital.
71 0 72 0
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 3.6 Leaving hospital: your most recent hospital stay (cont.)

59a. Patients didn’t have to wait too long to get their medicines. 58 S 69 S

59b. Patients understood what their medicines were for. 95 0 95 0

59c. Patients understood how and when to take their medicines. 96 0 97 0

59d. Patients understood the possible side effects of their medicines. 81 0 79 0

60. Overall rating of arrangements for leaving hospital. 77 0 78 0
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60. Overall rating of arrangements for leaving hospital. 77 78
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 3.7 After leaving hospital: your most recent hospital stay

62.
Patients did not stay longer than expected waiting for their care / 

support services to be organised.
P R 82 0 83 0

63.
Patients felt they got the care and support services that were right for 

them. 
88 0 88 0

64. Overall rating of care or support services after leaving hospital. 84 0 81 0

65.
Patients saw / received information on providing feedback / complaints 

about care received.
35 0 37 0
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 Chapter 4. Demographic questions

68. What was your age last birthday?

Question asked of all patients (responses = 770) 2012 2014 2016

Scotland 

2016

16-34 4 4 4 5

35-49 11 10 7 10

50-64 26 22 20 26

65+ 58 64 69 60

69. Are you male or female?

Question asked of all patients (responses = 780) 2012 2014 2016

Scotland 

2016

Male 44 46 42 43

Female 56 54 58 57

The tables below show a number of socio-demographic characteristics of patients who responded to the survey in 2016. These tables show the 

percentage of patients within this NHS Board who selected each response option when answering these questions. Equivalent survey results from 

2014 and 2012 are also shown along with the NHS Scotland 2016 results.
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 Chapter 4. Demographic questions (cont.)

70. How would you rate your health in general?

Question asked of all patients (responses = 775) 2012 2014 2016

Scotland 

2016

Good 45 40 42 43

Fair 42 45 43 43

Poor 12 15 15 14

72. Are your day-to-day activities limited because of a health problem or disability which has 

lasted, or is expected to last, at least 12 months? 

Question asked of all patients (responses = 769) 2012 2014 2016

Scotland 

2016

Yes, limited a lot 29 38 35 34

Yes, limited a little 30 29 33 32

No 40 33 32 34
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 An Official Statistics Publication for Scotland

Correspondence and enquiries

For enquiries about this publication please contact:

Nicola Kerr

Health Analytical Services Information Services Division

Scottish Government NHS National Services Scotland

St Andrews House Gyle Square

Edinburgh 1 South Gyle Crescent

EH1 3DG Edinburgh

0131 244 3201 EH12 9EB

nicola.kerr2@gov.scot

For general enquiries, suggestions and complaints about Scottish Government statistics please contact:

Office of the Chief Statistician

Scottish Government

St Andrews House

Edinburgh

EH1 3DG

0131 244 0442

statistics.enquiries@gov.scot

If you would like to be consulted about statistical collections or receive notification of publications, please register your interest at:

www.scotland.gov.uk/scotstat Details of forthcoming publications can be found at:www.scotland.gov.uk/statistics

How to access background or source data

The technical report is available at: http://www.gov.scot/Topics/Statistics/Browse/Health/InpatientSurvey/Inpatient2016 

Data source may be made available on request, subject to consideration of legal and ethical factors. For further information please contact:

nicola.kerr2@gov.scot

Crown Copyright

You may use or re-use this information (not including logos) free of charge in any format or medium, under the terms of the Open Government Licence. See:

www.nationalarchives.gov.uk/doc/open-government-licence/

This report was produced by ISD Scotland on behalf of the Scottish 

Government
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Executive Director - Nursing Midwifery & 
Allied Heath Professional 

Date:   14 September  2016  
 
RECOMMENDATION 
 
The NHS Board is asked to receive this Healthcare Associated Infection report and 
note, in particular, the position of NHS Dumfries and Galloway with regard to the 
SAB and CDI HAI LDP targets. 
 
 
CONTEXT 
 
Strategy / Policy 
This paper demonstrates implementation of the national HAI Taskforce at NHS 
Board level. This HAI harm reduction activity supports implementation of the 
HealthCare Quality Strategy.  
 
Organisational Context / Why is this paper important? 
 
This report meets the Scottish Government requirements for reporting of key 
Healthcare Associated Infection (HAI) data, including performance against HAI 
Delivery Plan targets for Staphylococcus aureus bacteraemia (SAB) and Clostridium 
difficile infection (CDI). It is prepared using the national standardised template and is 
placed on the NHS Dumfries & Galloway public web site following endorsement by 
the NHS board.  
 
Key messages: 

• During July and August performance against both Healthcare Associated 
Infection Local Delivery Plan targets has been very encouraging. 

 
• The local target for SAB has been met for the last 5 months with no more than 

2 cases per month. 
 

• The local target for CDI has been met 4 months out of 5 and for the last 3 
months has remained below the maximum of 3 cases per month that we set 
as our local target. 
 

Ward 10 was closed for 5 days in September due to an outbreak of gastrointestinal 
infection caused by Sapovirus. 
 

Agenda Item 96 
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GLOSSARY 
 
AOBD  - Acute Occupied Bed Days 
CDI  - Clostridium difficile Infection 
HAI  - Healthcare Associated Infection 
HPS  - Health Protection Scotland 
MSSA  - Meticillin Sensitive Staphylococcus Aureus 
MRSA  - Meticillin Resistant Staphylococcus Aureus 
SAB  - Staphylococcus aureus bacteraemia 
TOBD  - Total Occupied Bed Days 
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MONITORING FORM 
 

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

Staffing Implications Nil 
 
 

Financial Implications Nil 
 
 

Consultation Update paper only consultation not required 
 
 

Consultation with Professional 
Committees 

Update paper only.  
Also presented to APF at each meeting. 
 

Risk Assessment Addressed through the corporate risk register 
 

Best Value Governance and Accountability     
• sound governance at a strategic and 

operational level 
 

Sustainability Fewer infections will reduce bed occupancy and 
use of resources 
 
 

Compliance with Corporate 
Objectives 

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

Single Outcome Agreement 
(SOA) 

Keeping the population safe 
 
 

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

 
Section 1– Board Wide Issues 

 
 
 
 
 
 
Ke
y Healthcare Associated Infection Headlines  

• During July and August performance against both Healthcare Associated 
Infection Local Delivery Plan targets has been very encouraging. 

 
• The local target for SAB has been met for the last 5 months with no more than 

2 cases per month. 
 

• The local target for CDI has been met 4 months out of 5 and for the last 3 
months has remained below the maximum of 3 cases per month that we set 
as our local target. 
 

• Ward 10 was closed for 5 days in September due to an outbreak of 
gastrointestinal infection caused by Sapovirus.  
 

1. Staphylococcus aureus (including MRSA) 

 
 
 
 
 
 
 
 

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

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

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

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

NHS Boards carry out surveillance of Staphylococcus aureus blood stream infections, known 
as bacteraemias.  These are a serious form of infection and there is a national target to 
reduce them.  The number of patients with MSSA and MRSA bacteraemias for the Board 
can be found at the end of section 1 and for each hospital in section 2.  Information on the 
national surveillance programme for Staphylococcus aureus bacteraemias can be found at: 
http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.aspx?id=30248 
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Figure 1- Local data 
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Since the last report to board there have been 4 Staphylococcus Aureus 
bacteraemia (SAB) occurring in July and August. All were MSSA with 2 HAI and 2 
community acquired.  
 
Our local target is no more than 2 SAB per month so this is encouraging.  
 
2. Clostridium difficile 

 
 
 
 
 
 
 
 
 

 

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

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

NHS Boards carry out surveillance of Clostridium difficile infections (CDI), and there is a 
national target to reduce these.  The number of patients with CDI for the Board can be found 
at the end of section 1 and for each hospital in section 2.  Information on the national 
surveillance programme for Clostridium difficile infections can be found at: 
http://www.hps.scot.nhs.uk/haiic/sshaip/ssdetail.aspx?id=277 
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Figure 2- Local data 
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There were 3 cases of Clostridium difficile infection (CDI) occurring in July and 
August. 2 were community acquired and 1 was HAI. 
 
Our local target is no more than 3 CDI per month so this is excellent progress. 
 
3. Outbreak 
 
An outbreak of gastrointestinal infection was identified in Ward 10, DGRI which 
resulted in a ward closure of 5 days. 
 
A total of 14 patients were affected and 2 members of staff. The organism was 
identified as Sapovirus, a virus similar to Norovirus, by the regional reference lab.  
 
Once again the hospital management, clinical staff and support services worked 
exceptionally well together to maintain services. Swift action to contain the virus 
through ward closure, temporary suspension of routine visiting and enhanced 
cleaning and disinfection ensured that, once identified, there was no further 
transmission and the ward reopened after a minimum period of closure. 
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Healthcare Associated Infection Reporting Template (HAIRT) 
 

Section 2 – Healthcare Associated Infection Report Cards NHS Dumfries 
and Galloway Board report card 

 
Staphylococcus aureus bacteraemia monthly case numbers 

 Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

MRSA  1 0 0 1 0 0 0 0 0 0 0 0 
MSSA 6 4 2 2 4 2 5 2 2 1 2 2 
Total SABS 7 4 2 3 4 2 5 2 2 1 2 2 
 
 
Clostridium difficile infection monthly case numbers 
  
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

Ages 15-64 1 0 3 0 1 0 0 1 0 1 1 1 
Ages 65 
plus 

0 4 3 
3 

5 1 3 2 6 1 1 0 

Ages 15 
plus 

1 4 6 
3 

6 1 3 3 6 2 2 1 

 
Cleaning Compliance (%) 
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

Board 
Total 98.4 98.1 97.2 97.7 97.4 97.8 97.4 98.2 97.1 98.0 96.9 96.2 

   
 
Estates Monitoring Compliance (%)   
  
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

Board 
Total 99.7 99.5 99.3 99.7 99.3 99.8 99.4 99.3 99.6 99.9 99.5 99.3 
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NHS HOSPITAL REPORT CARD - DGRI 
 
Staphylococcus aureus bacteraemia monthly case numbers 
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

MRSA  1 0 0 1 0 0 0 0 0 0 0 0 
MSSA 6 4 2 2 2 2 5 2 2 1 2 2 
Total SABS 7 4 2 3 2 2 5 2 2 1 2 2 
 
 
Clostridium difficile infection monthly case numbers 
  
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

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

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

Ages 15 
plus 

0 3 3 
1 

3 1 1 3 3 0 1 0 

    
Cleaning Compliance (%) 
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

Board 
Total 95.4 95.5 95.0 95.8 95.6 94.9 95.4 95.0 96.0 96.1 94.9 95.3 

   
 
Estates Monitoring Compliance (%)   
  
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

Board 
Total 98.3 97.6 98.2 98.6 97.4 98.7 97.8 98.5 98.9 98.9 98.8 99.6 
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NHS HOSPITAL REPORT CARD – Galloway Community Hospital 
 
Staphylococcus aureus bacteraemia monthly case numbers 
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

MRSA  0 0 0 0 0 0 0 0 0 0 0 0 
MSSA 0 0 0 0 2 0 0 0 0 0 0 0 
Total 
SABS 

0 0 0 0 2 0 0 0 0 0 0 0 

 
 
Clostridium difficile infection monthly case numbers 
  
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

Ages 15-
64 

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

Ages 65 
plus 

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

Ages 15 
plus 

0 0 0 
0 

0 0 0 0 0 0 0 0 

 
    
Cleaning Compliance (%) 
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

Board 
Total 98.6 98.4 97.2 98.4 99.2 96.4 98.6 95.5 94.7 95.5 94.1 94.5 

   
 
Estates Monitoring Compliance (%)   
  
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

Board 
Total 99.9 99.9 99.7 99.8 100 99.5 100 98.7 98.5 99.6 98.3 98.2 
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NHS COMMUNITY HOSPITALS REPORT CARD 
 

The community hospitals covered in this report card include: 
• Annan Hospital 
• Castle Douglas 
• Kirkcudbright 
• Lochmaben 
• Moffat 
• Newton Stewart 
• Thomas Hope 
• Thornhill 
•  

 
Staphylococcus aureus bacteraemia monthly case numbers 
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

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 
  
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

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

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

Ages 15 
plus 

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

 
NHS OUT OF HOSPITAL REPORT CARD 

 
Staphylococcus aureus bacteraemia monthly case numbers 
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

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 
  
 Sep 

2015 
Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

May 
2016 

Jun 
2016 

Jul 
2016 

Aug 
2016 

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

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

Ages 15 
plus 

1 1 3 2 3 0 2 0 3 2 1 1 
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RECOMMENDATION 
 
The NHS Board is asked to discuss and note the contents of this report. 
 
 
CONTEXT 
 
Strategy / Policy: 
 
Waiting Times / Patient Access 
 
Organisational Context / Why is this paper important / Key messages: 
 
This report is split into three sections. Section 1 provides information on the level of 
clinical activity and access times achieved within services to 31/08/2016. 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.  
 
In-patient/ Day-case TTG 
TTG performance has continued to be challenging however a renewed focus on all 
aspects of clinical engagement and admin processes should see further 
improvement month on month from September. 
 
Out-patient 12 Week 
Capacity has been an issue within certain specialties reducing overall performance, 
however, continued work with clinicians and planning ahead to increase capacity and 
improve the overall position should allow us to start seeing some improvement 
 
Diagnostics 
Increasing demand and shortages within staff has seen further challenges within this 
diagnostic service. 
 

Agenda Item 97 
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Cancer Treatment 
Performance against the 31 day target has been maintained, and improvement has 
been realised with us bringing performance back within target for the 62 day target. 
 
18 Week Referral to Treatment  
Performance within the 18 week Referral to Treatment Standard has risen slightly 
this month. 
 
Emergency Department  
Performance against the 4 hour target has remained above the 95% interim standard 
for third month in a row. Work is on-going to reach the 98% standard through 
programmes within Unscheduled Care and Flow Variability.   
 
Delayed Discharge 
In August, bed days lost to delayed discharge have decreased to 999. There has 
been an overall decrease in the number of bed days relating to both standard and 
complex delays, including wait for cottage hospital beds.  
 
AHP MSK 
Performance has reached the 90% across all services within the MSK target, for the 
first time in August. 
 
Elective Cancellations 
Cancellations have reduced in percentage terms during August, further work is being 
undertaken to reduce the overall number of cancellations. 
 
 
GLOSSARY OF TERMS 
 
HEAT - Health Improvement, Efficiency, Access and Treatment ‘  

Quality and Patient Experience  
ED - Emergency Department 
MDT - Multi-disciplinary Team 
DNA - Did not attend  
TTG - 84 Day Treatment Time Guarantee 
AMU - Acute Medical Unit 
MRI - Magnetic resonance imaging 
OMFS - Oral and Maxillofacial Surgery 
DGRI - Dumfries and Galloway Royal Infirmary 
GCH - Galloway Community Hospital 
LUCAP - Local Unscheduled Care Action Plan 
AHP - Allied Health Professional 
MSK - Musculoskeletal 
HMB - Hospital Management Board 
WTE - Whole Time Equivalent 
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MONITORING FORM 
 

Policy / Strategy  Waiting Times 
 

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

Financial Implications Discussed with Director of Finance and Chief 
Operating Officer  
 

Consultation / Consideration As above 
 

Risk Assessment Not applicable 
 

Sustainability 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 August 2016 under 
the 84 day Treatment Time Guarantee (TTG). The appendix also shows waiting 
times for ‘stage of treatment’ targets at 31/08/2016 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 908 in-patients / day cases in the month of August 2016 and of these, 
there were 79 TTG breaches (8.7%). 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 1476 TTG breaches since October 2012 when the 
legal guarantee came into place. During this time, a total of 40049 patients have 
been treated, with TTG breaches representing 3.7% of this total. 
 
 

  Apr 2015 - Aug 
2015 

Apr 2016 - Aug 
2016 

Inpatient/Day-cases Treated Out with 
Guarantee Date 

197 619 

Inpatient/Day-cases Treated Within 
Guarantee Date 

4242 3889 

 
  Apr 2015 - Aug 2015 Apr 2016 - Aug 2016 
TTG Under 12 Weeks (%) 95.6% 86.3% 
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Anticipated improvement last month has been realised and is reflected in the 
improved performance. Continued progress in the upcoming months is the current 
focus to recover our TTG position further. Notably, there has been no use of the 
private sector in this recovery strategy unlike in previous years. Unexpected leave 
continues within Orthopaedics and this remains our main focus for recovery going 
forward. Although some progress has been realised, sustained improvement is 
required, this will be undertaken improvement work and DCAQ planning  
 
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 6586 people waiting for a consultant-led 
new out-patient appointment. Of this total there were 663 breaches (10.1%) of the 12 
week out-patient standard. It should be noted that measurement of out-patient 
waiting times has been changed to mirror that of in-patient waiting times since July 
2014, this following the calculation rules described within the TTG regulations. 
 
 Trend 
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Analysis 
 
Outpatient performance within Orthopaedics continues to be a challenge.  A pilot is 
due to begin in September to redirect referrals through AHPs to reduce the flow 
through to orthopaedics and improve the outcome for individuals. Indications are that 
this pilot could deliver a reduction of around 20 – 40% referrals to orthopaedics. High 
quality mid-term locum cover has been secured to support the team which should 
allow some recovery of our waiting times performance. 
 
Gastroenterology has seen some improvement within the last month as a result of 
Scottish Government funding support for short term locum cover. This will continue 
into the following month. The clinical team are aware of the pressures on the service 
and are looking to identify sustainable in-house long term solutions.   
 
ENT is currently going through a period of change within the medical workforce. As a 
result of this we are utilising locum cover to ensure services are continued until the 
vacated post is recruited to. It is expected that the high quality locum will allow the 
service to recover in the upcoming months. Comprehensive capacity planning is 
being undertaken to ensure efficient demand and capacity is in place to ensure an 
equal balance.  
  
A locum from NHS Greater Glasgow & Clyde continues to support the Rheumatology 
clinic workload, alongside the additional weekend locum funding from The Scottish 
Government. The combination of this additional support is continuing to work well 
and full recovery is expected within this area as a result.  At the same time we are 
looking at how we sustain this improvement. 
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Diagnostics 
 
At the month end snapshot, there were 1341 patients waiting to undergo key 
diagnostic tests. Of this total, there were 154 breach(es) of our internal 4 week 
treatment standard (11.5%). 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 27 breach(es) (2.0%). 
 
Trend 

 
 
The radiology service continues to experience significant staffing pressures.  The 
use of locums continues as does the effective use of capacity at the GJNH.  The 
pressures on this diagnostic service continue to grow specifically within MRI where 
demand developments are bringing additional strain; an example of this includes 
clinical developments around prostrate imaging. 
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Cancer Treatment 
 
Monthly Trend – management information 
 
Most recent 
period of 
measurement 

Waiting Time Standard Target Actual 

July 2016 
(Management 
Information) 

31 days from decision to treat to first 
cancer treatment  

95% 95.7% 

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

95% 95.8% 

 

 
 
Analysis 
 
Performance for the 31 day target has dropped over the month of August but still 
remains within target. This is in the main due to onward referrals to other Health 
Boards and capacity issues currently being faced. The Scottish Government is 
aware and involved in the discussion around the issues of capacity in these Boards. 
 
The 62 day target has improved month on month resulting in the target being met for 
August, work is continuing to ensure this target is maintained. As mentioned 
previously all pathways are continually being monitored to ensure as little deviation 
from the target as possible  
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18 Week Referral to Treatment Standard 
 
Measure 
 

Period Target Actual 

Linked Pathways August 2016 90% 97.3% 
Performance August 2016 90% 89.6% 

 
 

 
 
Analysis 
 
18 week performance has increased slightly in line with TTG performance.  
Continued improvement to our TTG performance and 12 week outpatient 
performance will continue to impact on an improved performance in this measure. 
 
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 August 2016 95%* 95.1% 
 

Attendances per 100k 
population (rolling 12 month average) 

August 2016 ** 2,664 

 
* 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 
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Breach Reasons 
 
There were 216 four hour breaches in August 2016. Breach reasons are very 
different between DGRI and the Galloway Community Hospital and are shown in the 
tables below. 
 

 
 

 
 
ED 4 Hour Performance - Analysis 
 
In the last 12 months, the ED 4 hour performance has stabilised between the interim 
95% performance target and the 98% performance standard (the average for the 
year to end of March 16 is 96.6%). Our combined Unscheduled Care and Flow work 
plan contains a number of improvements aimed at achieving and sustaining the 98% 
target. The additional data analysis being undertaken is highlighting specific areas 
requiring improvement including understanding the difference between admissions 
and discharges. 
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August was a particularly busy month with high attendance on several days; 
performance was also impacted by an imbalance between discharges and 
admissions. This analysis was shared with the teams.   Subsequent work 
implementing a Daily Dynamic Discharge (DDD) approach on Ward 10 started in 
September in a move to improve flow.  This will be evaluated and rolled out in due 
course. 
 
ED Attendances – Trend 
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Month ED 
Attendances 

Population 
Base 

ED Attendance 
Rate 

12 Month 
Moving Average 

Sep 
2014 

4,085 150,141 2,721 - 

Oct 
2014 

3,766 150,141 2,508 - 

Nov 
2014 

3,583 150,141 2,386 - 

Dec 
2014 

3,632 150,141 2,419 - 

Jan 
2015 

3,623 150,141 2,413 - 

Feb 
2015 

3,396 150,141 2,262 - 

Mar 
2015 

3,876 150,141 2,582 - 

Apr 
2015 

3,742 150,141 2,492 - 

May 
2015 

4,004 150,141 2,667 - 

Jun 
2015 

3,926 150,141 2,615 - 

Jul  
2015 

4,023 150,141 2,679 - 

Aug 
2015 

4,119 150,141 2,743 2,541 

Sep 
2015 

3,912 150,141 2,606 2,531 

Oct 
2015 

3,818 150,141 2,543 2,534 

Nov 
2015 

3,529 150,141 2,350 2,531 

Dec 
2015 

3,764 150,141 2,507 2,538 

Jan 
2016 

3,960 150,141 2,638 2,557 

Feb 
2016 

3,612 150,141 2,406 2,569 

Mar 
2016 

4,334 150,141 2,887 2,594 

Apr 
2016 

3,910 150,141 2,604 2,604 

May 
2016 

4,324 150,141 2,880 2,621 

Jun 
2016 

4,186 150,141 2,788 2,636 

Jul 
 2016 

4,276 150,141 2,848 2,650 

Aug 
2016 

4,368 150,141 2,909 2,664 

 
 
 
 
 

NOT  PROTECTIVELY  MARKED 
Page 15 of 31 



Delayed Discharge Performance 
 
The chart below shows delayed discharges over the last 12 months expressed as 
bed days lost.  
 

 
 

Month         Complex Standard Awaiting bed availability in other NHS 
hospital/specialty/facility 

Total Bed 
Days Lost 

Sep 
2015 

87 976 121 1,184 

Oct 
2015 

92 1,006 338 1,436 

Nov 
2015 

102 679 244 1,025 

Dec 
2015 

131 750 370 1,251 

Jan 
2016 

154 779 322 1,255 

Feb 
2016 

174 462 298 934 

Mar 
2016 

184 670 292 1,146 

Apr 
2016 

223 827 214 1,264 

May 
2016 

215 963 135 1,313 

Jun 
2016 

249 900 190 1,339 

Jul  
2016 

270 784 228 1,282 

Aug 
2016 

253 627 119 999 

 
In August, bed days lost to delayed discharge have decreased to 999. There has 
been an overall decrease in the number of bed days relating to both standard and 
complex delays, including wait for cottage hospital beds.  
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The two Patient Flow Coordinators (PFC’s) for the West of the region are now in 
post. All six of the PFC’s have been brought together as a team and are now line 
managed by the Patient Flow Manager. They have completed their induction and are 
focussing on building relationships and working closely with their community 
colleagues both in health and social work. 
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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 adult AHP MSK 
Services from referral to first contact will be 4 weeks’. 
 
The target will be attained when no more than 10% of AHP MSK referrals are waiting 
more than 4 weeks for their appointment at the month end census point. 
 

 
 
Patients waiting under 4 weeks at end of 31/08/2016 
 

Profession AHP MSK (ADULT) 
Occupational Therapy 91.9% 
Orthotics 94.4% 
Physiotherapy 94.0% 
Podiatry 98.6% 
All Professions 94.3% 

 

For the month of August, all services within the MSK target met the 4 week waiting 
time. Improvement within the Occupational Therapy Service has continued and has 
resulted in the target being met one month before the expected delivery time period 
of September.  

All services are working to ensure that this target will be maintained over the coming 
months. 
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Patient Access – Use of Patient Unavailability Code 
 
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 August 2016 
 
Inpatient/Day-cases               
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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 154 elective cancellations in the month of August 2016. This represented 
9.6% of the planned elective programme in month.  
 
The following chart shows the trend over the last 12 months. 
 

 

Efficiency Targets Internal 
Target 

Actual Performance (August 
2016) 

RAG 
Status 

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

8.0 8.0 Green 

Review per new out-patient 
attendance (ratio) 

1.9  2.1 (year to date) Amber 

Out-patient DNA 
rates 

New 4.8% 5.7% (year to date) Amber 
 

Return TBC 6.0% (year to date) TBC 
 

Pre-operative Length of Stay 
(days) 

0.58 0.15 Green 
 

Elective Operations cancelled 
by Theatre 

7% 9.6% Red 

No of Sleepers  TBC 298 TBC 
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Month Actual 

Performan
ce (%) 

Target 
(7%) 

DNA/ 
Patient 
Refusal 

Patient 
Not Fit/ 

Prepared 

List 
Overrun/ 
Equipmen

t Not 
Ready 

Operati
on No 
Longer 
Require

d 

Oth
er 

Number of 
Cancellatio

ns 

Sep 
2015 

10.3% 7.0% 55 48 18 17 15 153 

Oct 
2015 

10.0% 7.0% 44 70 8 20 22 164 

Nov 
2015 

8.4% 7.0% 31 51 7 10 21 120 

Dec 
2015 

9.1% 7.0% 35 45 11 19 13 123 

Jan 
2016 

12.3% 7.0% 53 45 9 11 32 150 

Feb 
2016 

9.7% 7.0% 46 45 13 12 15 131 

Mar 
2016 

12.0% 7.0% 53 43 14 14 32 156 

Apr 
2016 

9.9% 7.0% 42 52 15 6 14 129 

May 
2016 

10.5% 7.0% 63 49 11 16 27 166 

Jun 
2016 

11.0% 7.0% 34 73 33 19 38 197 

Jul  
2016 

10.6% 7.0% 66 43 19 12 15 155 

Aug 
2016 

9.6% 7.0% 53 43 16 11 31 154 

 
There is currently a piece of work being undertaken to provide a more detailed data 
analysis of the reason for cancellation. This has included retrospective case note 
reviews and contacting patients that DNA.  
 
In relation to ‘patient not fit for surgery’, focus has continued to be on ophthalmology, 
with day of surgery cataract cancelations. The introduction of enhanced patient 
information regarding not attending for surgery when unwell has shown a reduction 
in numbers within DGRI. This is now being spread to the GCH. Similarly with scopes, 
there is a project within DSU to generate improved patient information regarding 
stopping medications. This is in its early stages and will hopefully begin to impact on 
numbers next month.  
 
In relation to DNAs, the patient access team are phoning scope patients prior to 
surgery to confirm their appointments. There is also a piece of work looking at the 
use of text message alerts for all planned theatre.  
 
List overrun/equipment and the category ‘other’ have also accounted for more 
cancellations this month as opposed to last and again a more in-depth description as 
to reasons will be provided from next month.   
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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 August 
2016 v the same time period in previous fiscal year across a range of measures. 
 
Activity 

 
  Activity Type Apr 2015 - 

Aug 2015 
Apr 2016 - 
Aug 2016 

% 
Change 

Source 

Emergency Department Attendances 
(Planned) 

759 622 -18.1% EDIS/TED 

Emergency Department Attendances 
(Unscheduled) 

19813 21064 6.3% EDIS/TED 

Non-Elective Admissions (excluding 
Mental Health & Obstetrics) 

7654 7819 2.2% Topas 

Elective Daycases (excluding Mental 
Health & Obstetrics) 

6029 6044 0.2% Topas 

Elective Inpatients (excluding Mental 
Health & Obstetrics) 

1500 1610 7.3% Topas 

Births 571 580 1.6% Scottish Birth 
Record 

Obstetric Admissions 730 744 1.9% Topas 
New Outpatient (Dr-Led) All Booked 
Slots 

18466 18450 -0.1% Topas 

New Outpatient (Dr-Led) DNAs 1209 1046 -13.5% Topas 
Return Outpatient (Dr-Led) All 
Booked Slots 

40923 39605 -3.2% Topas 

Return Outpatient (Dr-Led) DNAs 2599 2377 -8.5% Topas 
Radiology (GP referral based activity) 7755 8105 4.5% RIS 
Mental Health Admissions 626 543 -13.3% Topas 

 
Occupied Beds 
 
Ward Set Description Apr 2015 - Aug 2015 Apr 2016 - Aug 2016 % Change Source 
Community 15936 16707 5% Topas 
DGRI Day Surgery 1440 1615 12% Topas 
DGRI Main Wards (not 17) 38301 38960 2% Topas 
External eg GJ, Carrick Glen 697 308 -56% Topas 
Galloway 4911 5613 14% Topas 
Maternity 1984 2074 5% Topas 
Mental Health 10665 8258 -23% Topas 

 
Return Out-patient Appointments 
 
At the end of June 2016, there were 7911 patients waiting to come in for a Doctor-
led return out-patient appointment, of which 1245 were in the ‘Before Latest Date’ 
category. 
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Appendix 2 contains a chart showing a full specialty breakdown for the month of 
June 2016. 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 

Sep 
2015 

2,322 705 524 2,162 5,713 

Oct 
2015 

2,256 729 631 2,277 5,893 

Nov 
2015 

2,312 706 540 2,406 5,964 

Dec 
2015 

2,320 734 640 2,510 6,204 

Jan 
2016 

2,235 846 599 2,605 6,285 

Feb 
2016 

2,237 769 651 2,590 6,247 

Mar 
2016 

2,428 706 594 2,742 6,470 

Apr 
2016 

2,197 813 590 2,848 6,448 

May 
2016 

2,397 649 631 2,962 6,639 

Jun 
2016 

2,297 749 568 3,052 6,666 

Jul 
2016 

2,271 777 636 3,104 6,788 

Aug 
2016 

2,302 788 610 3,337 7,037 

 
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.   
  
Ophthalmology has seen a rise in appointments falling out-with the 12 week waiting 
time. A Project Manager commenced in April, and their remit is to focus on the 
Ophthalmology service redesign plans and the highest volume conditions. We also 
participated in a national review of this service, for which we await the final report, 
however this has given many indications of where there may be some efficiencies to 
be gained. 
  
Urology continues to experience staffing pressures within the department. An 
external review has been undertaken on the service and it is hoped that the actions 
resulting from this review will inform service improvement. Discussions have 
commenced with NHS Ayrshire and Arran with regards to how we can jointly provide 
a more sustainable local service. 
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Within ENT as mentioned previously, we have had a consultant resignation. Good 
quality locum cover has been secured which should allow the department to gain 
back some ground on waiting times including overdue returns. It is anticipated that 
this improvement will be seen in both the new and return outpatient positions as 
soon as next month. 
 
Within Cardiology, locum cover has been secured to help with workload throughout 
the specialty. The internal Cardiology review is going to focus on outpatients, with 
one of the Cardiologists reviewing all the current return patients. To ensure capacity 
the appointment of a new Consultant to the current vacancy and a Speciality Doctor 
post will bring the team to full establishment and allow this review to be undertaken.   
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4. CONCLUSIONS 
 
In-patient/ Day-case TTG 
TTG performance has continued to be challenging however a renewed focus on all 
aspects of clinical engagement and admin processes should see further 
improvement month on month from September. 
 
Out-patient 12 Week 
Capacity has been an issue within certain specialties reducing overall performance, 
however, continued work with clinicians and planning ahead to increase capacity and 
improve the overall position should allow us to start seeing some improvement 
 
Diagnostics  
Increasing demand and shortages within staff has seen further challenges within the 
diagnostic service.  
 
Cancer Treatment 
Performance against the 31 day target has been maintained, and improvement has 
been realised with us bringing performance back within target for the 62 day target. 
 
18 Week Referral to Treatment  
Performance within the 18 week Referral to Treatment Standard has risen slightly 
this month. 
 
Emergency Department  
Performance against the 4 hour target has remained above the 95% interim standard 
for third month in a row. Work is on-going to reach the 98% standard through 
programmes within Unscheduled Care and Flow Variability.   
 
Delayed Discharge 
In August, bed days lost to delayed discharge have decreased to 999. There has 
been an overall decrease in the number of bed days relating to both standard and 
complex delays, including wait for cottage hospital beds.  
 
AHP MSK 
Performance has reached the 90% across all services within the MSK target, for the 
first time in August. 
 
Elective Cancellations 
Cancellations have reduced in percentage terms during August, further work is being 
undertaken to reduce the overall number of cancellations. 
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APPENDIX 1 – WAITINGTIMES POSITION AT END AUGUST 2016 
 
 
In-patients / Day Cases treated - in month calculation 
 

Specialty 0-6 Weeks 6-9 Weeks 9-12 Weeks 12+ Weeks Total 
Orthopaedics 15 20 85 42 162 
Urology 19 16 32 13 80 
Ear Nose & Throat 21 5 43 7 76 
General Surgery 58 30 73 6 167 
Ophthalmology 59 24 76 5 164 
Oral - MaxFac 27 16 55 4 102 
Community Dental 3 8 9 2 22 
Geriatric medicine 1 0 0 0 1 
Gastro-Enterology 3 0 0 0 3 
Medical Paediatrics 3 1 1 0 5 
General Medicine 6 0 0 0 6 
Respiratory Medicine 9 0 0 0 9 
Vascular Surgery 9 2 2 0 13 
Haematology 11 0 0 0 11 
Anaesthetics 12 2 0 0 14 
Cardiology 17 5 1 0 23 
Gynaecology 29 13 8 0 50 
Total 302 142 385 79 908 

 
Diagnostics waiting list analysis – at month end 
 
Internal 4 Week Target 
 

Description 0-4 Weeks 4+ Weeks Total 
Magnetic Resonance Imaging 259 70 329 
Cystoscopy 95 29 124 
Colonoscopy 136 26 162 
Endoscopy 135 15 150 
Non-obstetric Ultrasound 363 9 372 
Flexible Sigmoidoscopy 16 5 21 
Computer Tomography 183 0 183 
Total 1187 154 1341 

 
National 6 Week Target 
 

Description 0-6 Weeks 6+ Weeks Total 
Cystoscopy 110 14 124 
Magnetic Resonance Imaging 323 6 329 
Colonoscopy 157 5 162 
Endoscopy 148 2 150 
Flexible Sigmoidoscopy 21 0 21 
Computer Tomography 183 0 183 
Non-obstetric Ultrasound 372 0 372 
Total 1314 27 1341 
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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 

Orthopaedics 718 238 233 313 1502 
Gastro-Enterology 134 43 49 143 369 
Ear Nose & Throat 373 101 45 38 557 
Ophthalmology 449 123 86 34 692 
Urology 171 51 32 20 274 
Respiratory Medicine 49 17 18 18 102 
Rheumatology 91 25 11 17 144 
Medical Paediatrics 123 20 13 14 170 
General Medicine 30 8 7 13 58 
Oral - MaxFac 139 40 23 9 211 
Gynaecology 272 64 34 7 377 
Dermatology 317 93 68 7 485 
General Surgery 472 71 31 7 581 
Palliative Medicine 42 15 17 5 79 
Diabetes 41 2 7 4 54 
Neurology 102 34 6 4 146 
Cardiology 225 56 55 3 339 
Endocrinology 23 3 2 2 30 
Orthodontics 43 31 9 2 85 
Endocrinology & 
Diabetes 

20 1 3 1 25 

Vascular Surgery 59 14 7 1 81 
Anaesthetics 69 7 10 1 87 
Community Dental 0 0 1 0 1 
Communicable Diseases 2 0 0 0 2 
Rehabilitation Medicine 4 0 0 0 4 
Clinical Chemistry 7 2 0 0 9 
Haematology 7 1 0 0 8 
Clinical Oncology 19 4 1 0 24 
Nephrology 19 0 3 0 22 
Geriatric medicine 47 13 8 0 68 
Total 4067 1077 779 663 6586 
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APPENDIX 2 - OUT-PATIENT RETURN APPOINTMENTS (DR. LED) WAITING 
LIST 

 
Based on August 2016 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 139 594 199 186 1,407 2,386 
Urology 102 219 98 97 538 952 
Ear Nose & 
Throat 

156 233 105 64 168 570 

Cardiology 238 197 84 78 202 561 
General 
Psychiatry 
(Mental Health) 

0 58 25 22 223 328 

General Medicine 25 60 22 14 187 283 
Orthodontics 23 94 20 24 101 239 
Respiratory 
Medicine 

49 134 50 12 15 211 

Medical 
Paediatrics 

123 90 20 20 47 177 

Orthopaedics 98 94 23 19 35 171 
Gastro-
Enterology 

74 69 38 11 48 166 

Diabetes 43 38 16 4 92 150 
General Surgery 46 41 21 14 57 133 
Psychiatry of Old 
Age 

0 30 8 8 81 127 

Neurology 72 55 18 3 16 92 
Vascular Surgery 38 53 15 8 16 92 
Rheumatology 76 60 3 1 8 72 
Endocrinology 44 34 9 5 10 58 
Child Psychiatry 10 36 4 2 8 50 
Gynaecology 18 18 3 1 13 35 
Anaesthetics 0 31 0 0 2 33 
Adolescent  
Psychiatry 

0 10 3 5 4 22 

Dermatology 22 9 1 2 8 20 
Obstetrics 
Antenatal 

1 5 0 3 8 16 

Haematology 15 8 0 1 6 15 
Endocrinology & 
Diabetes 

8 10 1 1 2 14 

Nephrology 1 2 0 0 9 11 
Oral - MaxFac 5 4 2 1 3 10 
Learning 
Disability 

0 0 0 0 9 9 

Geriatric 
medicine 

15 6 0 0 3 9 

Rehabilitation 
Medicine 

11 7 0 1 0 8 

Clinical Oncology 
 

1 3 0 1 3 7 
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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 

Clinical 
Psychology 

0 0 0 0 5 5 

Obstetrics 
Postnatal 

0 0 0 1 1 2 

Orthoptists 3 0 0 1 1 2 
Obstetrics 0 0 0 0 1 1 
Total 1,456 2,302 788 610 3,337 7,037 
 
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 October 2016 
 
Update on Medical Staffing Issues 
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Angus Cameron 
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Sponsoring Director: 
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Medical Director 

Date:  19th Sept 2016  
 
RECOMMENDATION 
 
NHS Board members are aware that difficulties in recruitment of medical staff to 
Dumfries & Galloway present major challenges to sustaining safe and effective 
services, to the delivery of financial balance (because of expenditure on locums) and 
to the sustainability of services. 
 
The NHS Board is asked to note: 
 
• The current position in relation to consultant recruitment 
 
• The pattern of spend on locum doctors 

 
• The concerns about the distribution of doctors in training in the West of 

Scotland 
 
• The increasing difficulties in sustaining the current General Practice services 

across the region due to recruitment difficulties.  The difficulties in recruiting 
GPs are beginning to impact on the delivery of other services. 

 
• The steps that the Board has been taking to try to optimise its recruitment in the 

face of a national picture of significant shortages in many specialties, including 
General Practice 
 

 
CONTEXT 
 
Strategy / Policy:  
 
The issue of medical staffing is central to all strategies which relate to the provision 
of high quality care. 
 
We have aspired to provide a broad range of services within Dumfries & Galloway: 
The challenges of medical staffing threaten this approach 
 
It is also highly relevant to our role as a centre for the training of under-graduates 
and post-graduates in medicine. 
 

Agenda Item 98 
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Organisational Context / Why is this paper important / Key messages: 
 

• This paper provides an update on what is probably the highest risk that the 
Board is facing 
 

• The difficulties in medical staff threaten the delivery of high quality services 
locally 

 
• The costs of employing locum medical staff are substantial. 

 
 
GLOSSARY 
 
NHS - National Health Service 
GCH - Galloway Community Hospital 
DGRI - Dumfries and Galloway Royal Infirmary 
GP - General Practitioner 
A&E - Accident and Emergency 
BMJ - British Medical Journal 
Obst - Obstetrics 
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MONITORING FORM 
 

Policy / Strategy  Relevant to all clinical strategies 
 
 

Staffing Implications Fully described in the paper 
 
 

Financial Implications Described in the paper 
 
 

Consultation / Consideration Discussed regularly at Medical Staff Committee, 
GP-Sub, Area medical Committee, Management 
Team, and Regional Medical Workforce Group 
 

Risk Assessment Failure to recruit appropriate medical staff will result 
in: 
Challenges delivering safe and effective services 
Financial challenges due to locum expenditure 
Sustainability problems for some services, including 
General Practices. 
 

Sustainability We do not currently have a sustainable model for 
all services, as indicated in the paper 
 

Compliance with Corporate 
Objectives 
 

Safe, effective and sustainable services 
 
 

Single Outcome Agreement 
(SOA) 
 

Not applicable 

Best Value Sustainability 
A contribution to sustainable development 
 

Impact Assessment 
 
No Equality Impact Assessment required  
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Section 1:  General Practice Medical Staffing. 
 
1. Introduction 
 
1.1 This Paper alerts the Board to the high risk to the sustainable provision of 

General Medical Services across Dumfries and Galloway.  The threat to the 
sustainability of General Practice arises from a failure to recruit (in the face of 
national shortages of qualified GPs) and a significant proportion of Doctors 
who are planning to retire within the next 3 years. 

 
 It is likely that despite our best efforts to recruit young Doctors into local 

General Practice, we will be forced to support significant changes in service 
provision over the next few years.  The recruitment challenge will also impact 
significantly on the GP Out of Hours Service, and our ability to maintain 
services to cottage hospitals and other services.  

 
 The Board is asked to note the severe challenges that this poses. 
 
2. Executive Summary 
 
2.1 General Practice across Dumfries and Galloway faces considerable 

challenges currently as a result of increasing demand and reducing capacity. 
 
3. Recommendations 
 
3.1 The Board is asked to: 
 

• Note the considerable recruitment challenges facing general practice in 
Dumfries and Galloway and note the steps that have been taken to 
minimise the impact of this 

• Note the  recent specific challenges relating to the Wigtown and 
Merrick Practice in Wigtownshire and the success of proposal to merge 
these Practices as of 1st September 2016 

• Note the specific challenges to the High Street Moffat practice, and the 
proposals put forward to maintain services. 

 
4. Background 
 
4.1 General Practice in Dumfries & Galloway provides a high volume, locally 

accessible, comprehensive healthcare service: With an average rate of 
consultation of 5 surgery visits per person per year, General Practice provides 
around 750,000 face to face patient contacts per year.  This figure has been 
slowly increasing over the last 15 years – but more significantly, GPs report 
that they are dealing with increasingly complex consultations related to an 
aging population, increased prevalence of long-term conditions, increased 
health anxiety & expectations, and an increased level of complexity of 
medication regimes. There is some evidence that there has been a gradual 
shift of some work from secondary care to primary care that has not been 
supported by an increase in the General Practice workforce. 
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 GPs also provide a range of other services, depending on the practice 
situation.  In addition to General Medical Services some GPs provide input to 
our cottage hospitals, and contribute shifts to the Out of Hours Service. GPs 
provide input to care and nursing homes across the region, and may provide a 
range of other services such as medical care to the police custody suite, 
forensic medical services, prison healthcare, minor injuries services, minor 
surgery and drug addiction services.  A minority of practices provide a 
dispensing service, providing medicines in the more rural areas. For this 
reason, a decrease in the availability of General Practitioners may cause 
service disruption beyond the usual setting of General Practice 

 
 Traditionally, General Medical Services have been provided from 35 practices 

by a total of 135 partners, with a number of locum doctors in the region 
(around 30) who have been able to support practices on an ad hoc basis.  
However the number of partners has been falling significantly, with the result 
that only 118 partners are working across 33 practices (Kirkcudbright and 
Gatehouse practices merged around 4 years ago, and Wigtown and Merrick 
practices merged on 1st September 2016). 

 
 Some rural practices have traditionally provided services from branch 

surgeries: This makes the service even more accessible in rural areas, though 
is an inefficient way of working for the doctors. Internet connections in branch 
surgeries may be particularly slow resulting in a further inefficiency. One of 
the practices in Moffat has, for example, branch surgery arrangements in 
Crawford, Leadhills and Wanlockhead. 

 
 It is important to note that practices work as independent sub-contractors: 

they are not paid a salary – instead the Board has a contract with each 
practice which details the range of services to be provided for an agreed list of 
patients. While the cost of premises, and It systems are provided by the 
Board, practices take on all the employment risks etc in running what are in 
effect small businesses. The Board does not direct day to day work within 
practices and has no direct role in management of practices. 

 
 There is an alternative to this independent contractor status: This can be used 

where a practice has handed back its contract – usually due to recruitment 
problems. Practices are then directly managed by Boards under what is 
known as a 2c contract.  The Board employs salaried GPs, and all other staff, 
and is responsible for all risks (eg vacancies, locum provision, sickness etc). 
There are currently no 2c practices in Dumfries & Galloway.  Across Scotland 
there are approximately 40 “2c” practices - usually as a result of recruitment 
failure, or extreme rurality (such as island practices).  Reports from other 
Boards indicate that where a “2c” contract is arranged, Boards may have to 
pay extremely high sums to locum doctors to provide a service (with little 
ongoing continuity), and have to provide management of day to day issues 
within practices. There is general agreement that from the Boards point of 
view, it is more satisfactory to maintain traditional sub-contractor contracting.  
NHS Dumfries & Galloway had planned to avoid “2c” practices if at all 
possible, though had researched the practicalities of setting up such 
arrangements should it be needed. 
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 The GP Out of Hours Service is provided by a mix of salaried doctors who are 
on an employment contract, and ad hoc shifts that are provided by local GPs. 
Permanent Out of Hours work is clearly not attractive and we have – like other 
Boards- struggled to recruit and retain salaried doctors in the Out of Hours 
service. The filling of shifts by local GPs is becoming much less popular, due 
to the increasing day-time workload caused by both increased workload 
generally, and the extra work that results as a result of long-standing 
vacancies within practices. 

 
 An illustration indicates how perilous the situation. On Friday 9th of September 

there were 3 unfilled shifts in Stranraer over the oncoming weekend, and 7 
unfilled shifts in Dumfries. It was not possible to fill all of these shifts (despite 
intense efforts) and the service was delivered by a reduced number of 
doctors, and some patients were diverted to A&E services. There is no 
evidence of any patient being harmed as a result of that, but it clearly 
increased the risk of a poor outcome for the patient. 

 
 The doctors who contributed to shifts that weekend had to work very 

intensively without a break to ensure that patient demand was met. Such an 
experience is likely to reduce the likelihood that they will return for further 
shifts. 

 
 Although there are day to day changes in the situation, there are currently 

vacancies in all 3 practices in the Waverley Health Centre, 2 vacancies in  the 
new “Galloway Hills” practice in Newton Stewart (formed from the merger of 
The Merrick practice in Newton Stewart and Wigtown surgery), Kirkcudbright 
(2 vacancies), St Michaels Practice, Dumfries, Lochthorn Medical Centre, 
Thornhill Practice, Sanquhar, both Moffat Practices, Gretna and Cannonbie. 
To varying degrees all of the above practices are at risk of being unable to 
continue to provide the full range of General medical Services.  Some of the 
vacancies have existed for over 18 months and despite repeated attempts to 
recruit some practices have had no applicants. 

 
4.2 Wigtown practice was a two doctor practice with additional input from an 

Advanced Nurse Practitioner. One of the doctors retired on 1st September, 
and the Advanced Nurse Practitioner announced her intention to leave. 
Multiple attempts to recruit had not resulted in any applicants. The remaining 
doctor would have been unable to provide a safe and effective service for the 
patients of the practice. It was likely that he would leave the practice, meaning 
that the Board would have to accept responsibility for the practice and run it 
using locums – and given the shortage of locums at the moment it is certain 
that the Board would have to pay out a great deal to attract doctors to the 
area. 

 
 However the local GPs proposed a merger with the Merrick Practice in 

Newton Stewart which the Board has supported. The merger with the 3 doctor 
Merrick Practice  (albeit there was one vacancy there as well) allows the 
doctors to combine workloads and sustain services. 
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Although there is a drawback in that there will be no afternoon surgeries 
delivered in Wigtown, afternoon and evening surgeries will be available in 
Newton Stewart Health Centre – Newton Stewart is approximately 6 miles 
away.  A significant proportion of patients currently with the Wigtown practice 
live in Newton Stewart, so services for them will actually be more accessible. 

 
5. Main Body Of The Report 
 
5.1 GP Training: 
 
 Young doctors can start their three year or four year training after having 

successfully completed 2 years as a Foundation Doctor working in hospital.  
The GP training programme sees doctors rotate through a number of hospital 
posts as well as attachments to practices during their 3 or 4 years. Dumfries & 
Galloway offers 14 new GP training rotations each year. It is important to 
maximise the local training as experience shows that a high proportion of 
locally trained GPs stay within the area after completion of training. 

 
 Doctors are allocated to training rotations after a national competitive 

selection process. Unfortunately we have not filled our rotations for several 
years as younger doctors prefer to stay closer to the central belt, and for 
many, Dumfries & Galloway is seen as a distant and unknown location for 
training. 10 to 15 years ago most GP trainees were male and single – now 
they are more likely to be female and married – and spouse employment is 
likely to be better in the central belt, supplying another reason to stay there, 
along with the fact that many have purchased houses by the time they are 
considering GP training. 

 
 Young doctors can start their three year or four year training after having 

successfully completed 2 years as a Foundation Doctor working in hospital.  
The GP training programme sees doctors rotate through a number of hospital 
posts as well as attachments to practices during their 3 or 4 years. Dumfries & 
Galloway offers 14 new GP training rotations each year. It is important to 
maximise the local training as experience shows that a high proportion of 
locally trained GPs stay within the area after completion of training. 

 
 This year we have filled 50% of posts after the first round of recruitment, and 

will have a number of vacant rotations. This presents numerous problems: the 
hospital posts will be vacant, requiring considerable efforts to recruit to them, 
training practices will have a reduced workforce to provide services, and of 
course, there will be a local shortage of trained GPs 3 or 4 years from now. 

 
 Dumfries & Galloway has an active education committee and a dedicated 

Director of Medical education. Through enormous amounts of work, Dumfries 
& Galloway has achieved a reputation of excellence in training that has 
allowed us to increase on the very low levels of GP training places filled, but 
the situation remains critical 
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 Scottish Government has announced extra funding so that, across Scotland, 
the number of places will increase from 300 to 400. They have pushed 
through this increase so that 101 new GP training rotations will start in 
February 2017: Dumfries & Galloway has been award 6 of these posts, and 
has also been identified as a “difficult to recruit to” region, so that the Scottish 
Government will fund a £20,000 bursary payment to doctors who start GP 
training any where in Dumfries & Galloway.  THowever as General Practice is 
an unpopular career choice at present, it is not clear that these increased 
numbers of posts will fill.  It is also possible that the increase in posts, by 
increasing the number of posts within the central belt, will have an impact of 
reducing the number of GP trainees who elect to come to Dumfries & 
Galloway. 

 
 With changes to University funding, Medical schools find it financially 

advantageous to recruit students from overseas. Such students may comprise 
up to 20% or more of medical school output. It is re4cognised that many of 
these doctors leave the NHS after the two year foundation training, and return 
to their native country. In addition the drop out from a medical career is higher 
than previously, and a number of young doctors leave Scotland to work in 
Australia and other English speaking nations.  This exacerbates the situation 
considerably. 

 
5.2 GP Retirement: 
 
 In common with the rest of the country, Dumfries & Galloway has a 

disproportionately high proportion of doctors who are in their 50s and 60s. 
These experienced doctors are leaving the profession in considerable 
numbers at an earlier stage than their predecessors – this is because of 
increased workload & pressure, and the impact of changes to pension 
arrangements, meaning that GPs get a disproportionately lower overall 
remuneration after tax once they have exceeded the pension pot threshold.  

 
. 32 of the 118 GPs (27%) are over the age of 55, and 22 of the GPs (18%) are 

between 50 and 54. On current trends it therefore suggests that around a third 
of all GPs in Dumfries & Galloway will retire within the next 8-10 years – with 
many retiring within the next 3 years. Given that we are not currently recruiting 
enough replacements, and are not currently training sufficient to replace these 
doctors, it seems self-evident that practices will continue to face severe 
recruitment difficulties for the foreseeable future. 

 
5.3 Practice choices amongst younger Doctors: 
 
 Traditionally recently qualified GPs have joined partnerships, taking on a 

shared responsibility for employing staff and running a small business. In 
addition a number of practices have required an incoming doctor to purchase 
(usually through a mortgage) a share of the practice premises. It is less 
common now for practices to own premises, but 6 of the practices who have a 
current vacancy own their own premises.  (A notional rent is paid by the 
Health Board to practices who provide their own premises). 
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 Repeated surveys have shown that young doctors do not wish to work in 
practices where they are required to take on a partnership, and certainly do 
not wish to purchase a share of premises. They also prefer overall not to work 
in smaller rural practices where there may be challenging issues in relation to 
taking annual leave, or dealing with the consequences of either sickness or 
maternity leave in a partner.  In addition, we know that spouse employment 
prospects play a much stronger part in decisions regarding choice of practice 
than previously. 

 
 Some younger doctors who have completed training do not wish to commit to 

a practice initially, and may spend 1 to 2 years providing locums before joining 
a practice.   

 
 In addition, a fully trained GP has an internationally recognised qualification 

and a small number of qualified GPs leave the country at that stage in their 
career to work particularly in Australia and New Zealand. 

 
 It is also evident that female GPs may be more inclined to work on a part-time 

basis. (a trend which is also being seen in some male doctors as well). This 
may be harder to accommodate in smaller rural practices. 

 
 All of these factors illustrate why Dumfries & Galloway, despite some obvious 

advantages relating to house prices, and excellent schooling, struggle to 
recruit qualified GPs to the region.  The problems are particularly acute in the 
west of the region, and there are serious concerns in relation to the three 
practices in the Waverley Medical Centre in Stranraer: There used to be 14 
GPs who worked in the Medical Centre – this has fallen to 9 and will shortly 
reduce to 8.  Only 2 of the current GPs there are under the age of 54, and one 
of those 2 has just started maternity leave.  The Waverley Medical Centre has 
traditionally also had 2 training posts – but from August both posts will be 
empty due to a failure to recruit. 

 
5.4 Initiatives to enhance recruitment: 
 
 Although the responsibility for recruiting and appointing new doctors remains 

with the practices, the Board has been active in trying to enhance recruitment 
to practices within the area.  This has been through both short-term 
measures, and longer-term strategies. 

 
 The Board has funded full page adverts in the BMJ, advertising a number of 

practice vacancies at one go.  The Board has set up an attractive website – 
www.dumfriesmedicalrecruitment.co.uk where all practice vacancies are 
advertised, along with a detail about various aspects of the region, and a short 
video where recently appointed GPs describe the advantages of the area for 
both careers, and for training.  The Board has attended a number of 
recruitment and training meetings, along with GPs, promoting practices and 
the recruitment website to a wide range of GPs and GP trainees. 
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 The Board has retained the “Golden Hello” of £5,000 for new doctors joining 
their first practice. Practices with greater overall deprivation can now increase 
that amount up to £12,500 – the Board pays the Golden Hello, and recoups 
some of it if the doctor leaves within 3 years. 

 
 The Medical Director arranges to meet all trainees in their final year to discuss 

options for employment within the area: Some doctors want to experience 
further hospital posts before settling as a GP, and these are arranged where 
possible. In some cases a successful mix of practice and hospital posts has 
been arranged. Where it is possible, the Board gives assistance in spouse 
employment. 

 
 The Board has sought to increase the number of trainees coming to train in 

the area: It has done this by developing GP training to a high standard, and 
now has a good reputation as a training region for General Practice. We 
recognise that trainees do not generally want to work in the west of the region, 
where social/professional isolation is a more significant problem.  To help 
overcome this problem the Board has led an initiative with the council and the 
police to develop suitable accommodation for young professionals = aiming to 
assist in the regeneration of Stranraer by developing suitable accommodation 
for young professionals (trainee doctors, teachers, social workers and police) 
which will be available for rent at a modest price by trainees. 

 
 We have developed two posts of “Rural Practice Fellow” which are one year 

posts funded partially by NHS Education Scotland (50%) and the Board 
(50%).  Postholders work in rural practices and hospitals, developing a range 
of skills and undertaking some research over a one year appointment. The 
idea is that the rural practice fellows will then settle in the area. 

 
 The Director of Medical Education has forged links with the Falkland Islands 

and it is now possible for both the rural fellow and the GP trainees to spend 
up to three months working in a very rural setting in the Falklands to 
experience a dramatic but enjoyable training in extremely rural 
practice/hospital medicine. These arrangements have yet to be taken up. 

 
 We know that doctors who train in rural areas are much more likely to return 

to the area, and so we have arranged for D&G to have a much higher profile 
in both the training of under-graduates, and post-graduates. Starting in 
September, we will be working with Dundee to provide extended teaching and 
training of medical students in rural practices, with students staying for up to 1 
year in the area. 

 
 We have been collaborating with Dundee in submitting a bid to Scottish 

Government to jointly provide a new Medical School for graduates of other 
health disciplines: This appears to have been successful and was announced 
in the Cabinet Secretaries speech earlier this month at the NHS National 
Event. It is anticipated that the Medical School will open in September 2017, 
with Dumfries and Galloway providing a major role in teaching – and thus 
hopefully attracting both teaching doctors, as well as students later in their 
career. 
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5.5 Building Capacity: 
 
 Over the last 10 – 12 years there has been a development of the workforce in 

General Practices, with an increasingly multi-disciplinary workforce providing 
care. All practices have recruited and trained practice nurses who play a 
major role in the management of long-term conditions (especially supporting 
patients in self-management), immunisations, cervical smears and other 
duties. In addition practices have recruited phlebotomists and other 
Healthcare Assistant staff to take blood tests, arrange simple tests such as 
ECGs and audiology screening.  This allows GPs to spend more time on the 
more complex problems. 

 
 They have played a significant role in releasing GP capacity We recognise 

that despite our best efforts, we will probably not recruit replacement GPs in 
sufficient numbers to maintain services, and so have been supporting 
practices by enhancing the multidisciplinary taem:  For over 10 years GP 
practices have all had access to counsellors to provide management of minor 
anxiety and depression, and primary mental health care workers and 
specialist nurses have worked across practices to support care of patients in 
communities.  

 
 We believe that Advanced Nurse Practitioners – nurses with around 3 years 

of extra training, can provide many of the roles required of a GP, and plan to 
support the recruitment and training of 4 nurses per year to become 
Advanced Nurse Practitioners.  This will be a vital increase in useful capacity 
across the region. 

 
 Nationally there is a belief that practice attached pharmacists can play a 

significant role in supporting GPs, and the Scottish Government has provided 
funding to support the attachment of 140 pharmacists across the countries 
1,000 GP practices. Dumfries & Galloway is in the second year of developing 
a local pharmacist resource. 

 
 A considerable proportion of patients presenting to GPs suffer from relatively 

minor musculo-skeletal problems, and there is good evidence that they can be 
dealt with satisfactorily by physiotherapists. We are therefore attempting to 
divert patients from practices to attend physiotherapists. This is supported by 
a help-line run by NHS 24 which can give suitable advice to patients where 
appropriate, or divert them direct to the physiotherapists.  Local experience 
suggests that patients seek appointments with their GP before seeing a 
physiotherapist and we are trying to advertise this service more widely. In 
order to successfully divert patients from practices, sufficient resources must 
be available to support a minimal waiting time for physiotherapist attention, 
otherwise patients will continue to gravitate towards their GP. 
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 The Board has also supported practices to try what are called access 
initiatives. This involves redesigning the flow of patients within General 
Practice to make their management more efficient.  In one practice for 
example, patients who phone in the morning are not given an appointment, 
but instead a GP phones them back and discusses the presenting problem.  It 
has been found that around one third of patients who are known to the GP 
can be dealt with by a simple phone call instead of an appointment, providing 
a useful service for the patient, and decreasing the number of appointments 
required.  This has allowed one practice to develop a standard of service 
where all patients are seen on the day of phoning, and the practice starts the 
next day with an appointment book free of any booked consultations. This 
development appears to have a very positive impact on all staff within the 
practice, as well as providing a more responsive service for patients. 

 
 The National Clinical Strategy calls for a greater involvement of voluntary and 

third sector organisations, as well as social services, in managing patients 
with long-term health problems. Some work has been taken forward to have 
greater contact between social workers and GPs, and we continue to work 
with local organisations (eg Pain Association Scotland) that are able to 
provide an invaluable role in supporting self-management by patients. 

 
6. Conclusions 
 
6.1 This paper has described many of the causes of the recruitment challenges 

facing General Practice in Dumfries & Galloway, and outlined steps that are 
being taken to minimise the impact. 

 
 However there is a high risk that there will not be sufficient GPs to maintain 

the current organisation of services.  It is recognised that effective primary 
care supports all effective healthcare systems, and without a strong primary 
care service – specifically General Practice- hospital services will come under 
extreme stress. It is vital that we support primary care, seeking to support 
capacity increases. 

 
 It is likely that there will be change in the near future.  Practices are likely to 

merge to survive, and branch surgeries may no longer be viable.  Both of 
these changes may make care less accessible, but will help ensure that a 
service remains (The Board is legally obliged to provide Primary Medical 
Services for all residents).  In supporting change – which will of course be led 
by practices as independent contractors – we must ensure that we provide 
practices and premises that are attractive to young doctors, and support them 
to remain in the area. 

 
 The issue of some practices having their own premises, and requiring new 

partners to buy in to practices may have to end: This is being reviewed by 
Scottish Government, and may involve the purchase of premises from 
practices. 
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 In the future, care will be delivered by a much broader multi-disciplinary team, 
and significant support for patients that is currently provided by practices may 
be supplied by the third sector providing invaluable services. 

 
6.1 However there will remain very significant challenges, and Board members 

are reminded that Primary Care services should be considered as a priority 
for investment of new money for the foreseeable future if we are to retain a 
balanced health and care service. 

 
Section 2: Hospital Medical Staffing. 
 
1. Consultant and other Permanent Staff: 
 
While we have had some success in appointing to vacant consultant posts in the last 
year, we continue to have a challenging number of vacant posts – both at consultant 
level, and amongst specialty doctor posts (ie middle grade non-training posts).  This 
is typical of the national picture, with nationally particular challenges in Emergency 
Medicine, Acute Medicine, Radiology, Care of the Elderly, Psychiatry and Pathology. 
Part of the success in recruitment over the last year has been due to a very positive 
and responsive approach to any candidates who show an interest in a post – 
ensuring that they are given opportunities to visit the area, and made to feel as 
welcome as possible so that an interest is turned into a formal application. 
 
The current picture in DGRI is as follows: 
 
Specialty Grade Vacancies  Comments 
Acute Medicine Consultant 1  Covered by locum arrangement 
Anaesthetics Specialty Doctor 1  New doctor about to start 
Anaesthetics/Pain 
Clinic 

Consultant 1   

Anaesthetics GCH Consultant 2  Currently filled by local staff doing 
extra hours 

Cardiology Consultant 1  From end of October 
Cardiology Specialty Doctor 1  JD being reviewed 
Care of Elderly Consultant 1   
E.N.T. Specialty Doctor 1  Dr due to start October 
E.N.T. Consultant 1  No response to latest advert. 
Gastroenterology Specialty Doctor 1  No response to latest advert 
General Surgery Specialty Doctor 1  No response. Agency locum in place. 
General/Breast 
Surgery 

Consultant 1  No response to latest advert 

General/Breast 
Surgery 

Specialty Doctor 1  1 possible applicant 

General/Vascular 
Surgery 

Consultant 1  Agency locum in post 

Haematology Consultant 2  2 locums will be in place Oct 
Infectious 
Diseases 

Consultant 1  Potential candidate 2017 

Infectious 
Diseases 

Specialty Doctor 1  No response to latest advert 

Microbiology Consultant 1  Locum till successful appointee 
starts 

Nephrology Consultant 2  Advert going out next week 
Neurology Consultant 1  Agency locum in place. 
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Obst/Gynaecology Specialty Doctor 1  To be advertised 
Ophthalmology Consultant 1  Both candidates withdrew from 

process 
Pathology Consultant 1  Agency locum 
Learning 
Disability 

Specialty Doctor 1  Closing date next week. 1 possible 
applicant. 

Public Health Consultant 1   
Radiology Consultant 4  1 appointment due to start. Other 

posts covered by locums. 
Urology Consultant 1  Locum in post 
Urology Specialty Doctor 1  Recent appointment made 
Paediatrics Consultant 1  No response to latest advert 
Paediatrics Specialty  

Doctor 
1   

Galloway Hosp Rural Hosp Doct 2  2 locums in post 
 
From the table above it can be seen that there are currently 24 consultant vacancies 
across NHS Dumfries & Galloway  (as opposed to 16 in March of this year) and 13 
non-consultant vacancies (the same total as in March, but in different posts). 
 
Conclusion: 
 
The recruitment of a sufficient number of skilled doctors to Dumfries & Galloway 
remains a major challenge for the Board. 
 
While vacancies amongst hospital staff are higher than previously, we have been 
able, at considerable cost, to recruit locums to maintain services. Details are given at 
appendix 1 of the spend on locum staff, comparing our costs with other Health 
Boards. 
 
The prospects for recruitment of consultant staff appear to be slowly improving. 
 
In General Practice, the prospects for recruitment appear to be worsening 
significantly, and we face the prospect of an extremely high retirement rate in the 
next 3 years. We have been unable to fill 18 out of 134 posts, resulting in less 
accessible services, and stressful working conditions for current staff.  Indications 
are however that patient satisfaction with local GPs (based on the latest patient 
satisfaction survey) is above the average for Scotland. 
 
Talks are underway to try to resolve the pressures on staffing Out of Hours Services. 
 
 
 
 
Angus Cameron 
Medical Director 
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Appendix 1 
 
National Benchmarking Data on locum agency spend: 
 

 
 
Throughout the UK, medical staffing arrangements rely on an adequate number of 
doctors in training for the delivery of safe and effective services. This is particularly 
so in acute specialties with significant out of hours activity. Service delivery and 
training are inextricably linked – doctors in training are required to deliver 
considerable amounts of service (which provides experiential learning), but also 
require sufficient time devoted to training in order to develop increasing skills for the 
future. 
 
Within the UK, training grade doctors continue to provide the core first line medical 
response for emergency care within the acute specialties, with alternative 
sustainable models not fully developed for key service areas.  This includes all 
medical specialties contributing to General Internal Medicine unscheduled 
admissions as well as emergency medicine (A&E services), anaesthesia, intensive 
care, paediatrics and Obstetrics/Gynaecology and surgical specialties. 
 

Apr 16 May 16 Jun 16 Jul 17
NHS Ayrshire and Arran £1,464 £1,678 £2,002 £2,273 £7,418 £1,854 £2,235 £659 £818 £758 £854 £618
NHS Borders £412 £607 £566 £613 £2,198 £549 £966 £237 £264 £466 £502 £183
NHS Dumfries and Galloway £2,064 £2,649 £2,092 £2,273 £9,078 £2,270 £2,188 £646 £812 £731 £771 £757
NHS Fife £1,694 £2,124 £1,807 £1,565 £7,191 £1,798 £1,343 -£373 £1,299 £417 £486 £599
NHS Forth Valley £1,135 £1,248 £1,241 £821 £4,445 £1,111 £983 £256 £341 £387 £256 £370
NHS Grampian £3,581 £3,964 £4,899 £3,533 £15,977 £3,994 £4,663 £258 £2,742 £1,663 £1,604 £1,331
NHS Greater Glasgow And Clyde £4,289 £5,609 £4,479 £5,382 £19,759 £4,940 £5,242 £1,673 £1,797 £1,772 £1,819 £1,647
NHS Highland £2,707 £3,180 £3,392 £2,951 £12,229 £3,057 £3,104 £398 £1,573 £1,134 £1,043 £1,019
NHS Lanarkshire £2,282 £2,703 £3,484 £3,308 £11,777 £2,944 £2,813 £553 £1,321 £939 £894 £981
NHS Lothian £1,377 £386 £1,014 £1,999 £4,776 £1,194 £925 £333 £402 £191 £337 £398
NHS Orkney £159 £281 £326 £417 £1,182 £296 £483 £71 £241 £170 £246 £99
NHS Shetland £309 £321 £412 £348 £1,390 £347 £434 £161 £141 £132 £157 £116
NHS Tayside £868 £827 £652 £955 £3,302 £825 £991 £330 £383 £278 £319 £275
NHS Western Isles £439 £412 £290 £262 £1,402 £351 £407 £9 £209 £189 £152 £117
National Waiting Times Centre £225 £211 £215 £298 £948 £237 £281 £83 £81 £117 -£104 £79
The State Hospital £2 £0 £0 £0 £2 £0 £0 £0 £0 £0 £0
Total Medical Agency Locums = £23,006 £26,198 £26,871 £26,998 £103,073 £25,768 £27,059 £5,294 £12,422 £9,343 £9,337 £8,589

Apr 16 May 16 Jun 16 Jul 17
NHS Ayrshire and Arran £303 £205 £404 £640 £1,550 £388 £601 £180 £240 £181 £342 £129
NHS Borders £250 £116 £181 £506 £1,054 £263 £342 £172 £43 £127 £33 £88
NHS Dumfries and Galloway £87 £4 £32 £66 £190 £47 £57 £23 £20 £15 £20 £16
NHS Fife £623 £198 £225 £118 £1,163 £291 £112 £8 £65 £38 £75 £97
NHS Forth Valley £115 £218 £145 £109 £586 £147 £82 £30 £31 £21 £10 £49
NHS Grampian £402 £482 £464 £637 £1,984 £496 £780 £144 £328 £307 £276 £165
NHS Greater Glasgow And Clyde £541 £664 £566 £985 £2,756 £689 £1,105 £318 £395 £392 £454 £230
NHS Highland £258 £355 £245 £159 £1,018 £254 £249 £42 £105 £102 £113 £85
NHS Lanarkshire £391 £436 £943 £1,406 £3,176 £790 £463 £132 £192 £139 £95 £265
NHS Lothian £719 £1,100 £1,394 £2,200 £5,414 £1,353 £817 £412 £232 £172 £101 £451
NHS Orkney £0 £0 £0 £0 £0 £0 £1 £0 £1 -£1 £0
NHS Shetland £2 -£3 £16 £15 £30 £8 £18 £10 £5 £3 £3
NHS Tayside £1,722 £1,497 £1,263 £1,062 £5,543 £1,386 £1,077 £368 £388 £321 £338 £462
NHS Western Isles £0 £0 £0 £0 £0 £0 £11 £6 £5 £0
National Waiting Times Centre £50 £49 £67 £48 £214 £54 £65 £25 £19 £21 £14 £18

Total Agency Nursing = £5,462 £5,321 £5,945 £7,951 £24,679 £6,166 £5,779 £1,872 £2,070 £1,838 £1,870 £2,057

Mnth ave 
15/16

Mnth ave 
15/16

Qtr Ave. 
15/16

Q1 16/17 Q1 16/17 Detail

 = Mnth expenditure > 15/16 Mnth average expenditure
 = Mnth expenditure < 15/16 Mnth average expenditure

Total

15 / 16 Expenditure £000 16 / 17 Expenditure £000

Nursing Agency Q1 
15/16

Q2 
15/16

Q3 
15/16

Q4 
15/16

Medical Locums Q1 
15/16

Q2 
15/16

Q3 
15/16

Q4 
15/16 Total

15 / 16 Expenditure £000

Q1 16/17 DetailQ1 16/17
Qtr Ave. 
15/16

16 / 17 Expenditure £000
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The fill rate of training posts in the West of Scotland varies between specialties, but 
is significantly less than 100% in most specialties. 
 
In addition, the allocation of posts is felt to be unfair, with Dumfries & Galloway have 
proportionally fewer posts. 
 
The combination of fewer posts, and a significant number of those posts not 
attracting trainees, means that service delivery is challenging (and relies on a vastly 
greater commitment from our consultant staff (which may impact on their 
recruitment). 
 
Board members will be aware that Dumfries is an unpopular site for training for 
doctors recruited to the West of Scotland, many of whom have spouses, and flats, in 
the central belt and do not wish to be rotated to Dumfries.  Despite this reluctance, 
doctors who do come here experience excellent training, and are provided with free 
accommodation in our residences. The feedback from trainee surveys shows that 
Dumfries provides a high quality training experience: Last year the Foundation year 
training feedback placed Dumfries in the top ten for all hospitals in the UK for several 
criteria. 
 
There is a new challenge that presents particular problems to NHS Dumfries & 
Galloway:  The GMC, in an attempt to both improve patient care, and to promote a 
better training experience for trainees, has developed criteria this year for the 
provision of supervision for doctors in training. Doctors below a specified grade will 
require to be supervised by an on-site doctor of greater experience.  With the current 
allocation of training posts in Dumfries & Galloway, we will not be able to meet these 
requirements.  It is not yet clear what the consequences of any failure to meet these 
standards will be for individual Boards and Hospitals. 
 
The Regional Medical Workforce Group is responsible for agreeing trainee allocation 
templates, and has representatives from NHS Greater Glasgow & Clyde, Ayrshire & 
Arran, Forth Valley, Lanarkshire, Dumfries & Galloway, and representatives from 
NHS Education Scotland. Agreeing allocations of training posts can be extremely 
difficult, with each Board having a vested interest in maintaining their own trainee 
numbers. 
 
The Board Medical Director has attended the meetings, and has argued that 
Dumfries & Galloway should have a significantly greater number of trainees 
allocated – based on the excellence of the training that is provided, and the need for 
an equitable solution based on the ratio of either training grade doctors per head of 
the population, or training grade doctors per emergency admission. 
 
Currently, no agreement has been reached, and so the Medical Director has 
escalated the situation to Scottish Government, including the Chief Medical Officer. It 
is considered crucial to get some resolution of this issue in time to have a re-
allocation of posts which will start in August. 
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In fairness, it should be pointed out that reaching full parity with Glasgow will be 
difficult.  Glasgow has a number of tertiary level services and it is appropriate for 
senior trainees to gain experience of these services to complete training with the 
broadest base of specialist skills. However, the Medical Director has not been 
arguing for more of the most senior trainees to be allocated to Dumfries. 
 
Concern is also expressed by NHS Education Scotland that the training posts in 
West of Scotland are not fully recruited to.  Knowing that Dumfries is an unpopular 
posting, NHS Education Scotland argue that allocating more posts to Dumfries may 
reduce the overall fill rate of West of Scotland training posts, and may therefore have 
an adverse impact on all Health Boards. 
 
We intend to continue to push firmly for significant change in the arrangements in 
order: 
 

i) To ensure sustainability and effectiveness of our services 
ii) To ensure that we will meet the new GMC requirements 
iii) To achieve a better training experience (workload pressures due to fewer 

training posts decrease the training experience) 
iv) To reduce the workload out of hours for consultants, so that it is comparable 

to other Boards. 
v) To improve our longer-term recruitment prospects (many newly appointed 

consultants have experienced training here previously, and that has 
encouraged them to return to this area). 

 
General Practitioner Training: 
 
General Practice trainees are required to complete a 3 year (sometimes 4 year) 
rotation of various 6 month posts across a range of hospital specialties and general 
practice for their training. They are appointed to a complete rotation over the 3 or 4 
years, which would typically cover General Medicine, A&E, Paediatrics, Obstetrics & 
Gynaecology, ENT & Ophthalmology, Palliative Care and Psychiatry.  The rotations 
are worked out for the entire three years, and so it can be readily appreciated that a 
vacancy in the training scheme will mean that there will be separate vacancies over 
a three year period, moving from specialty to specialty.  This proves very difficult to 
manage, and is disruptive for practices, where the trainees are expected to cover a 
significant service load. 
 
GP trainee recruitment in Scotland last year was unsatisfactory in that 60 of the 300 
posts were unfilled. As trainees prefer to stay in the central belt, recruitment to 
Dumfries & Galloway was less than the national average. 
 
There has been an announcement that there will be an expansion of GP trainee 
posts this year, although details of this are not entirely clear.  There is however a 
danger for Dumfries & Galloway that an expansion in training posts will not attract an 
increased number of doctors, and the increased capacity in the central belt will 
absorb larger numbers of doctors, to the detriment of Dumfries & Galloway – causing 
us to struggle to find locums to fill the vacant hospital posts – at considerable cost. 
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As the selection process for doctors is only just starting, we do not currently have 
detail to pass to Board members on the number of applicants to General Practuce 
training in Scotland. 
 
2.  General Practitioner Recruitment, General Practices & associated 

services 
 
Recruitment of doctors to GP posts in Dumfries & Galloway is becoming increasingly 
difficult, and the continuity of service provision from some practices is threatened. [In 
the event of a practice becoming vacant, or the contract withdrawn from by the GPs 
concerned, the Board is legally obliged to take over responsibility for delivery of 
General Medical Services to that population.  In some cases, in theory, this could be 
by allocation of patients to existing practices: In the current reality, this would not be 
practical as neighbouring practices would nto be in a position to take on extra 
patients in large numbers due to the strain that is being felt across all practices. 
 
It is more likely that the Board would have to take on the premises, transfer the 
practice staff (via T.U.P.E. arrangements) and attempt to find locums prepared to run 
the practice until a more permanent solution can be found  (which could take years). 
Experience from elsewhere outside D&G suggests that this results in significant 
extra resource being required to deliver a comparable service. 
 
Within Dumfries & Galloway it is estimated that 10 out of the 34 practices should be 
considered at risk due to potential and actual vacancies – mostly caused by 
retirement.  Of those 10 practices, 4 could be considered to be at high risk. The 
Medical Director, the Primary Care Manager, and localities are working together to 
either support practices, or plan for the hand-over of responsibility for running of 
services. 
 
It is not appropriate, given the personal and sensitive commercial confidences of 
small sub-contractor businesses to detail individual situations in a public Board 
paper. However Board members need to be aware of the challenges that we will 
face in maintaining General Practice services across Dumfries & Galloway for the 
next few years. 
 
A new GMS contract for GPs is being negotiated between Scottish Government and 
the Scottish General Practitioners Committee of the BMA.  Details of the new 
contract are not available at present, but it is understood that the new contract will 
support considerable change in General Practice, with a move for practices to work 
together in “Federations” or “Clusters”, to provide services using a greatly expanded 
non-medical workforce (eg Advanced Nurse Practitioners, Pharmacists, 
Physiotherapists, Counsellors, Mental Health Workers, Social workers etc), and to 
move from the Quality and Outcomes Framework which drives a more single 
pathology, bio-medical approach to the management of long-term conditions, to a 
broader approach that addresses the challenges of an aging population, the 
complexity of multi-morbidity, the prevalence of polypharmacy and the need to 
provide social work support in addition to medical and nursing care. 
 
 

NOT  PROTECTIVELY  MARKED 
Page 18 of 20 



It is urgently hoped that a new contract will provide an attractive career path, drawing 
in an increased number of doctors to enter a career in General Practice, especially in 
rural areas. It is however likely that recruitment pressures across the profession will 
cause re-shaping of (especially rural) General Practice, with a likelihood of practice 
mergers, withdrawal from branch surgeries and a greater range of services available 
from practices – delivered by a multi-professional team, led by a smaller number of 
doctors. 
 
The pressure on GP recruitment will be felt in many different ways.  As well as being 
a threat to the sustainable delivery of traditional General Practice, there will be other 
impacts: For example GPs have traditionally provided medical input to cottage 
hospitals, and we have seen that this may be threatened. In addition, GPs have 
provided medical input to a wide range of other settings – for example HMP 
Dumfries, police custody suites, drug maintenance clinics and some hospital 
services. 
 
3. Initiatives to address the challenges 
 
Board members will be aware from a number of previous papers of the initiatives that 
have been initiated in Dumfries & Galloway.  These include: 
 

• Development of www.dumfriesmedical recruitment.co.uk – a local medical 
recruitment website, giving details of vacancies in primary and secondary 
care, details on the area, and health services, education, housing etc. 

• Multiple adverts in a wide range of media – including the BMJ, on-line sites, 
foreign journals in Ireland and across Europe 

• Enhanced responses to enquiries from potential applicants – most of whom 
are invited to visit the area, with spouses, and are put up at our expense 

• Attendance at regional and national medical Career Fairs, large medical 
gatherings etc – with a professionally developed stand, videos from the 
website, and a range of professionals present from primary and secondary 
care. 

• Exploration of training links with other countries: Currently we are marketing 
rural general practice here with a changed rotation of posts, including a 4 
month period in Port Stanley, Falkland Islands – hoping to attract bright, 
motivated doctors who feel up to the multiple challenges of rural medicine 

• Collaboration with other Rural and Island Boards across Scotland to set up a 
remote and rural recruitment initiative, including supported high quality 
distance learning, decision support arrangements, international links etc 

• Maintenance of the Golden Hello payment for General Practitioners taking up 
their first post 

• Aiding where possible spouse employment 
• Working with the council to develop housing/accommodation for young 

professionals in the west of the region – to attract young doctors in training, 
teacher trainees, social work juniors etc 

• Ensuring that the reputation for excellent training of young doctors, and 
medical students, is maintained – work carried out under the supervision of 
the Medical Education Committee and the Director of Medical education. 
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• Ensuring that doctors who might consider Dumfries for hospital posts are 
aware of the new, state of the art, hospital that is being built in order to gain a 
recruitment bonus from this development. 

 
Conclusion: 
 
The Board faces a very high risk to the sustained delivery of services from difficulties 
in recruiting medical staff. This is a national problem, although Dumfries & Galloway 
seems to face more serious problems than other Health Boards. 
 
Failure to improve the situation will result in a very significant financial penalty in the 
form of increased costs of locum employment – and to a degree, greater difficulty in 
recruiting, as staff are reluctant to come to practices or departments where there will 
be significant vacancy issues. 
 
As well as continuing to strive for recruitment to this area, we are forced to review all 
areas of greater risk, and develop plans to mitigate these risks, and ensure that we 
have sustainable services for the future.  This will remain a very challenging task. 
 
The Medical Director proposes that a further report to Board should be provided in 
the autumn. 
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RECOMMENDATION 
 
The NHS Board is asked to endorse the outline Winter Plan 2016/17 for NHS 
Dumfries and Galloway and approve its publication on the Board website. 
 
 
CONTEXT 
 
Strategy / Policy:  
 
This paper sets out plans for managing winter pressures on local health services in 
2016/17.   The paper is structured around the 6 Essential Actions/National 
Unscheduled Care Programme: Preparing for Winter 2016/17 self assessment from 
the Scottish Government.  
 
Organisational Context / Why is this paper important / Key messages: 
 
Health Boards are required to demonstrate preparedness against a set of core action 
points as detailed in this paper.   NHS Dumfries and Galloway has thoroughly 
reviewed its preparations and has in place a robust plan for managing service 
pressures. 
 
 
GLOSSARY OF TERMS 
 
DGRI - Dumfries and Galloway Royal Infirmary  
STARS – Short Term Augmented Response Service  
OOHs - Out of Hours  
HR – Human Resources 
ED – Emergency Department 
IPCT - Infection Prevention and Control Teams 
eKISS – Electronic Key Information Summary System 
CMO – Chief Medical Officer 
HPS – Health Protection Scotland 
 

Agenda Item 99 
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GLOSSARY OF TERMS   Cont/... 
 
HPT – Health Protection Team 
EDD – Estimated Date of Discharge 
AHP – Allied Health Professional 
CATS – Crisis Assessment Team 
COPD – Chronic Obstructive Pulmonary Disease 
DCAQ – Demand, Capacity, Access, Queue 
IJB – Integrated Joint Board 
DDD – Daily Dynamic Discharge 
MDT – Multi Disciplinary Team 
GCH – Galloway Community Hospital 
CREWS – Community Respiratory Early Warning Score 
AMU – Acute Medical Unit 
SAU – Surgical Assessment Unit 
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MONITORING FORM 
 

Policy / Strategy  Winter Planning & Unscheduled Care Management 
 

Staffing Implications Detailed in paper. 
 

Financial Implications Detailed in paper. 
 

Consultation / Consideration This will go to: 
Health and Social Care Senior Management Team 
(6th October 2016) 
 
Area Clinical Forum (January 2017) 
 

Risk Assessment As per plan. 
 

Sustainability Not applicable 
 

Compliance with Corporate 
Objectives 

Not applicable 
 
 

Single Outcome Agreement 
(SOA) 

Not applicable 
 
 

Best Value Not applicable 
 

Impact Assessment 
 
Not applicable 
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DUMFRIES and GALLOWAY NHS BOARD 
OUTLINE WINTER PLAN 2016/17  
  
  
Executive Summary 
 
Introduction 
 
NHS Boards and their partners are required to respond to and recover from winter 
disruptions.  These disruptions can include increased demand and activity due to 
seasonal flu, respiratory and circulatory illness, increased numbers of falls and trips 
and wards closed due to higher levels of norovirus. Boards also can face challenges 
associated with managing workforce rotas during the festive period and during 
periods of increased seasonal flu within the community. 
 
In order to ensure that patients continue to be safely and effectively cared for in the 
community and, where appropriate, admitted, diagnosed, treated and discharged 
from hospital, Boards are required to develop a plan to respond to these potential 
winter disruptions.  
 
Business Continuity 
 
NHS Dumfries and Galloway have established Business Continuity Management 
Framework arrangements in place, underpinned by a range of well established and 
tested business continuity plans. In addition we are a key partner in the Dumfries 
and Galloway Multi-agency Major Emergency Scheme.  Multi-agency Winter 
Workshops are a well established feature of local Winter Planning. Well rehearsed 
internal and multiagency escalation plans are in place. 
 
The winter plan will be actively managed and therefore will continue to be refined as 
required during the winter period.  This is facilitated through daily or twice daily 
huddles within the key directorates which assess pressure on the system. 
 
Excellent communication routes are in place both within and between the five 
operational directorates of Acute and Diagnostics, Facilities and Clinical Support 
Services, Health and Social Care Integration, Mental Health and Women and 
Children’s, and Sexual Health ensuring that any developing pressures can rapidly be 
resolved. In addition there are well established communication routes with Scottish 
Ambulance Services, Care Providers and Third Sector agencies. 
 
Availability of staff 
 
Our five operational directorates have detailed plans in place to ensure adequate 
staffing over the festive period which includes the Out of Hours Service and the 
Crisis, Assessment and Treatment Service. Our nursing services and facilities 
services have an established bank of staff which can be called upon should there be 
sickness or a sudden increase in demand – such as during periods of increased 
prevalence of norovirus.  
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There has been a recent successful round of recruitment to increase resources 
within the Nurse Bank to allow access to relief staff during periods of high activity 
and staff sickness. 
 
All newly appointed domestics are porter/ domestics trained in patient movement 
and handling which has enabled increased capacity and flexibility. Facilities and 
clinical support services have restricted annual leave numbers within key services for 
the weeks from 19th December 2016 to week beginning 9th of January 2017.   
Support Services have increased the number of assistants in Emergency 
Department and the Acute Medical Unit giving greater flexibility in what staff can be 
asked to do. 
 
Our staff influenza vaccination programme commences in September using the 
same campaign as last year where we achieved 64.8% of staff vaccinated.  
 
Maintaining Capacity 
 
In order to increase our bed capacity where we anticipate an increase in demand for 
admissions we plan to open our 23 hour ward on a seven day basis (currently this 
ward closes on a Saturday afternoon and reopens on a Monday).  This ward will 
move to operate on a seven day basis as from the 1st of October 2016 until the 31st 
March 2017.   
 
Data illustrates that our highest referrals are initiated from local postcodes of DG1 
and DG2.  For this winter to support admission avoidance/delayed discharges, we 
will be piloting an enhanced care at home “One Team” model.  The One Team 
proposal is based on a well tested model (“Think One Team”, by Graham Winter) 
tailored and unique to Dumfries. 
 
The model is a proactive multi-agency approach to improving the population’s health 
and wellbeing.  The ‘DG1 & DG2’ model is a partnership which will provide person-
centred co-ordinated support & care within the community which is focussed on 
maximising independence with minimal statutory service intervention. 
 
The key elements within the model are: 

• Prevention and wellbeing 
• Integrated Health & Wellbeing Hub 
• Collaboration with & within the 3rd sector 
• Supporting people at home 
• Transitional  Support 
• Supporting General Practice 

 
Pharmacy provides a seven day service throughout the year.  Christmas Day and 
New Year’s Day will be covered by an oncall service.  A test of change is scheduled 
to commence shortly on the Acute Medical Unit and Surgical Assessment Unit 
piloting a Pharmacist, a Pharmacy Technician and an Assistant Technical Officer to 
assist with patient flow/discharges/ reducing pharmaceutical errors, reviewing use of 
high cost drugs and improving patient safety.  The pilot will be in operation for 12 
months initially between the hours of 8am – 7pm over seven days per week. 
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Community Pharmacies are closed on Christmas Day and New Year’s Day.  A rota 
is planned for Boxing Day and January 2 ensuring that two pharmacies in each 
locality is open for  a minimum block of 2 hours each to allow urgent prescription 
dispensing and pharmacy consultations.  Other days will be business as usual.  
Details of opening times will be provided to OOH services and NHS 24. 
 
Discharging patients over the weekend and public holidays has been a continual 
focus following on from one of the local winter review workshops earlier this year.  
Additional resources from Pharmacy, ANPs, Allied Health Professionals and Social 
Work Services have been implemented to ensure that people can be discharged on 
a timely fashion.  
 
The ability to discharge will be further supported by the provision of a weekend 
discharge vehicle from Scottish Ambulance Services and the support of the Royal 
Voluntary Services Home from Hospital service.   
 
There continues to be a focus upon discharges earlier in the day and with the 
introduction of Flow Co-ordinators an increased focus upon managing discharge 
planning and ensuring the maximisation of all available resources within the 
community.  A Transport Co-ordinator role is currently being advertised/recruited to 
for 6 months based within Nurse Bank/eRostering team to co-ordinate transport 
requests and allocation from wards and provide liaison between SAS. 
 
A test of change to how we plan the patient discharge using the “Daily Dynamic 
Discharge” approach is commencing on ward 10, which comprises of general 
medical patients and other specialties including Infectious Diseases, Rheumatology, 
Haematology and Gastroenterology.  The “Roll Out” schedule to remaining medical 
wards is in the process of being finalised.  We are also including community 
colleagues to share learning around the “Check, Chase, Challenge” model in our 
community hospitals. 
 
Twice daily patient safety and flow huddles will continue within Dumfries and 
Galloway Royal Infirmary. These are multidisciplinary and multiagency and are 
chaired by a senior member of the Acute and Diagnostic management team. The 
huddle covers all key information around flow. 
 
Elective inpatient flow 
 
We are currently working on an internal target of 9 weeks treatment time guarantee 
by December 2016 which will allow us some leeway to reduce the number of 
planned admissions over the first two weeks in January.  We plan to increase our 
day case activity during this period however exceptions will be made for any patient 
on a cancer pathway and orthopaedic joint cases. 
 
Our cancer Multidisciplinary Teams arrangements will continue over the festive 
period except for those which would take place on a public holiday. When this occurs 
there is flexibility to change the date of clinic sessions or for any clinically urgent 
cases to be discussed with the teams at their base locations. 
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Management Norovirus 
 
Our infection control procedures are well established. Each year we undertake a 
period of awareness which is raised at ward level on how to manage norovirus.  
 
In the event of an outbreak daily meetings are convened. The support of an Infection 
Control Nurse, on a seven day a week basis, during these periods ensures that bed 
capacity can be maximised. In addition the Health Protection Team alerts the 
Infection Control Team to the presence of infection in the community allowing the 
service to take pre-emptive precautions. 
 
Summary 
 
The winter planning of NHS Dumfries and Galloway has been tested and refined 
through experience of recent challenging winters. Enhancements to patient 
pathways, a formalisation of escalation protocols and the continuation of excellent 
joint working with partner agencies put the Board in a strong position to maintain 
safe and effective services throughout the winter of 2016/17. 
 
Growing demand for Emergency Department services continues to stretch 
resources.  The number of ED attendances over the summer (the period 1st June to 
30th August 2016) was 7% higher in 2016 compared to the same period in 2015.  
This has been accompanied by a dip in the 4 hour ED waiting time performance at 
both our ED sites, with the Board rate falling from 97.6% in the summer of 2015 to 
96.5% in the summer of 2016. 
 
Activity within the acute hospital setting is also rising. The number of admissions to 
Dumfries and Galloway Royal Infirmary (DGRI) over the summer (the period 1st June 
to 31st August) was 3% higher in 2016 compared to the same period in 2015.  There 
was an average of 4 extra occupied beds at midnight in DGRI during the summer of 
2016 compared to the same period in 2015. This represents a rise in midnight bed 
occupancy of 1.4%. 
 
NHS Board will receive monthly updates on our performance and receive any 
exception reports on particular pressures as required throughout this period. 
 
The financial costings for the winter plan is at Appendix 2. 
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Priority Actions Winter Plan 2016/2017 
Board Overview: Resilience Preparedness 

1. Health Boards are required to demonstrate preparedness against : 
 
Priority Action Resilience 1: The Board has robust business continuity management 
arrangements in place to manage and mitigate all key disruptive risks including the 
impact of severe weather. 
 

2. The Met Office new National Severe Weather Warning Service was introduced 
in 2011 and provides excellent advance data on likely weather disruption in 
particular areas.   These warnings will again inform local capacity planning. 

 
3. The partnership has robust business continuity management arrangements and 

plans in place to manage and mitigate all key disruptive risks including the 
impact of severe weather.  These arrangements have built on the lessons 
learned from previous years of severe weather, and are regularly tested to 
ensure they remain relevant and fit for purpose. 

 
4. Resilience officers are fully involved in all aspects of winter planning to ensure 

that business continuity management principles are embedded in winter plans. 
 

5. We work closely with partner agencies on areas of joint importance.    We have 
participated in multi-agency winter preparedness conferences and will take part 
in any being organised to test individual and joint plans to cope with disruption 
this year. 

 
Priority Action Resilience 2:  The Board’s business continuity plans take into account 
the organisation’s critical activities, analysis of the effects of disruption and the actual 
risks of disruption and develop plans based on risk-assessed worst case scenarios. 

 
6. Risk assessments take into account staff absences and a business impact 

analysis so that essential staffing requirements are available to maintain key 
services.  The critical activities and how they are being addressed are included 
on the corporate risk register and are regularly monitored by the risk owner. 
 

7. The partnership has negotiated arrangements in place for mutual aid with local 
partners, which cover all potential requirements in respect of various risk 
scenarios. 

 
8. Business Continuity plans covering all critical activities are currently under 

review and realignment. 
 

9. As with 2015/16 an increase to the staffing template for ward 4 has been agreed 
for the period of 31st October to 31st March to enable this ward to remain open 
seven days per week to support increased demands for admissions. 

 
10. There has been a recent successful round of recruitment to increase resources 

within the Nurse Bank to allow access to relief staff during periods of high 
activity and staff sickness. 
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11. The Board is a key partner in the Dumfries and Galloway Multi-agency Major 

Emergency Scheme and supports functional/operational teams within this 
arrangement. 

 
 
Priority Action Resilience 3: The Board local Authority have HR policies in place that 
cover what staff should do in the event of severe weather hindering access to work 
and how the appropriate travel advice will be communicated to staff and patients. 

 
12. NHS Dumfries and Galloway have an adverse weather policy in place. This 

policy provides a clear framework for managers and staff detailing service 
expectations, responsibilities, reporting arrangements and entitlement since the 
event of adverse weather within the region. 

 
13. Travel advice is provided by Local Authority sources and is distributed by email 

to a predetermined cascade by the General Manager on call. 
 
 
Priority Action Resilience 4: The Board’s website will be used to indicate advice on 
travel to hospital appointments during severe weather. 

 
14. Processes are in place and tested around the use of the Board’s website and 

social media to provide travel advice during severe weather. 
 
Priority Action Resilience 5:  NHS Boards and Local Authorities are working together 
to create a capacity plan to manage demand for mortuary services over the winter 
period. 
 

15. Mortuary capacity is managed on a day to day basis by the Laboratory Manager 
for Microbiology, Pathology and Mortuary. Clear triggers are in place and in the 
event of demand rising there are close working relationships with the local 
undertakers as the Dumfries and Galloway Council does not offer mortuary 
services.  

 
16.  A contingency plan is in place linked to Mass Fatality Plans should demand for 

mortuary services exceed local capacity and the Board Resilience Officer and 
Laboratory Manager for Microbiology, Pathology and Mortuary participate in 
national excess death planning events. 

 
Priority Action Resilience 6: The Board will test its winter plan by 30 October with 
stakeholders to ensure that they are effective and that they are convergent with the 
relevant plans of Local Authorities and other key partners. 
 

17. Multi-agency Winter Workshop is well established and a feature of local Winter 
Planning and is held annually with the event for 2016 currently being scheduled 
for October. These events review planning and response arrangements and 
promote good practice and horizon scanning. 
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18. In addition the Acute Division will undertake some winter plan testing to ensure 
robustness by the end of October.  

 
Unscheduled/Elective Care 
 

19. Under this broad heading, Health Boards are asked to demonstrate 
preparedness against seven core action points: 

 
Priority Action Unscheduled/Elective Care 1: Clinically focussed and empowered 
hospital management. 
 

20. The acute hospital site is managed using a triumvirate approach inclusive of 
General Management, Lead Nurse and Deputy Medical Directors supported by 
Capacity Management. 

 
21. Effective communication links are in place between clinical departments and 

senior managers to ensure potential system pressures are identified. Escalation 
procedures within the Emergency Department, Acute Medical Unit (AMU) and 
the Surgical Assessment Unit (SAU) were reviewed to ensure that pressures 
are flagged in a timely manner. 

 
22. A twice daily whole hospital safety and flow huddle is well established and 

includes representation from key areas across the hospital and includes multi 
disciplinary teams including social work representation.  This meeting is chaired 
by a member of the senior management team ensuring their awareness of 
pressures and supporting action planning and escalation as required.  

 
23. Cottage hospital capacity information is shared with Acute on a daily basis to 

support alignment of whole system demand.  
 

24. Escalation processes are in place with good communication between acute and 
community management when bed pressures are identified, including notifying 
Out of Hours. 

 
25. A weekly meeting has been established between the Discharge Manager, 

Patient Flow Co-ordinators, Social Work team leads and local authority housing 
to discuss delays and complex discharges. 

 
26. The Chief Officer meets weekly with the General Managers for Acute & 

Diagnostics, Mental Health and Health & Social Care Integration to discuss 
delayed discharges, learning from NHS Ayrshire & Arran. 

 
27. Each of the four Localities in Dumfries and Galloway has a monthly multi-

agency meeting focusing on building system resilience.  As part of this work, a 
communications protocol is being developed to ensure key contact information 
is readily available. 

 
28. Capacity and flow within the community services is shared daily with the 

Capacity and Discharge Team within the Acute & Diagnostic Directorate.  Key 
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contacts for community services are established as the four Locality Nurse 
Managers, or in their absence the four Locality Managers. 

 
29. “Community Hospital Use” policy is in place.  Care homes are used and 

capacity is made aware to the Acute & Diagnostic Directorate Social Work team. 
 

30.  Effective communication takes place with external care providers through the 
Approved Provider Forum and Care Home Managers meetings supported by 
individual contract monitoring discussions. 

 
31. Close working relationships between health and social services are well 

established with a Social Work base within Dumfries and Galloway Royal 
Infirmary (DGRI). 

 
32. An escalation plan is critical to ensure that emerging problems are rapidly 

identified and resolved using the full range of the Board’s resources.  
 

33. One of the key early indicators of emerging problems is an increase in wait 
times in the Emergency Department (ED).   An escalation policy to alert the 
wider managerial and clinical teams of developing issues is now in place, 
automated alerts are now in place and senior management are notified of all 
patients who exceed 3.5 hours within arriving in the Emergency Department.  

 
34. In order to assess performance throughout the year we have developed a suite 

of indicators as listed below which are available using the intranet-based 
Qlikview system, giving a close to real time view of how we are managing 
demand. 

 
35. Information on ED performance and status, NHS D&G beds, Waiting list 

performance and Boarders is shared across acute and community services with 
an update emailed to key post holders on a three times a day basis. 

 
36. Each Community Mental Health Team has Business Continuity Plans in place, 

and alignment and cover between teams is clarified. These plans dovetail with 
the Midpark Business Continuity Plans. 

 
37. From a mental health perspective daily planning is co-ordinated by the Midpark 

“huddle” and pulling of necessary resources from community will be arranged, if 
required. 

 
38. Close working relationships already exist between community mental health 

teams and between community teams and the mental health inpatient unit. 
 

39. Community Mental Health Nursing Teams and Crisis Assessment Teams 
(CATS) already provide support to individuals at home, to prevent admission to 
hospital. Cross cover within the community teams, with alternate use of base to 
accommodate this service during crisis will be enacted. Prioritisation of 
resources to those most in need will be coordinated by team leaders. All team 
leaders have access to mobile numbers for all staff across teams. In patient 
managers have access to all Team leaders’ mobile numbers. 
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Priority Action Unscheduled/Elective Care 2: Undertake detailed analysis and 
planning to effectively schedule elective activity (both short and medium- term) 
based on forecast emergency and elective demand, to optimise whole system’s 
business continuity. This has specifically taken into account the surge in activity in 
the first week of January. 
 

40. For the past six winters, the Board has attempted to minimise elective inpatient 
activity in early January as recognition of the bed pressures often evident at this 
time.   This has reduced the number of elective cases subject to short notice 
cancellation despite historically high surges in non elective activity.  This was a 
particular challenge last winter. 
 
We are participating in the national “Getting Ahead” planning to develop more 
realistic DCAQ taking into account the impact of “winter bed pressures”. 

 
41. The ambulatory care unit (Ward 4) continues to provide the opportunity to 

deliver a high proportion of elective activity undertaken on a 23-hour stay and 
offer access to day case approaches for both surgical and medical scheduled 
procedures.  

 
42. This, supported by the Day Surgery Unit and the day of surgery admission 

approach, should further reduce elective inpatient admissions throughout the 
winter.  

 
43. We are currently working to reduce the waiting time down to 9 weeks in order to 

enable us to plan for restricted elective activity on the first two weeks in January 
2017 to maximise system resilience and minimise any potential impact on the 
Treatment Time Guarantee. The exclusions to this will be patients on a cancer 
pathway and high volume orthopaedic joints. 

 
44. We have adopted an ambulatory assessment approach within the medical 

emergency admission flow of patients by adopting an out-patient clinic type 
approach to assessment for appropriate patients. Over 20 pathways have been 
developed to allow the Advanced Nurse Practitioners to triage patients referred 
by GPs into ambulatory care or assessment unit.  

 
45.  A whole hospital safety and flow huddle is held twice daily as routine and 

processes are agreed should there be requirements to reschedule future 
elective activity if forecasts on extreme weather or admissions surges make this 
prudent. 

 
Priority Action Unscheduled/Elective Care 3: Agree staff rotas in October for the 
fortnight in which the two festive holiday periods occur to match planned activities 
and projected peaks in demands. 
 

46.  Confirmation has been received from the General Managers of our five 
operating directorates that appropriate staffing rotas will be in place for medical, 
nursing, Allied Health Professions (AHP) and support staff. 
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47. Confirmation has been received from the Out of Hours Service that appropriate 
support staffing rotas are in place. Medical staffing rotas are prepared based on 
data awareness and local/NHS24 predictions.  These rotas are being compiled 
and actively pursued at this time. 

 
48. Key contact information is cascaded during all weekend and holiday periods. 

 
49. Mental Health out of hours access route is well established, in addition the 

Crisis Assessment and Treatment Service is available in a 24/7 basis to discuss 
alternatives to admission to hospital for individuals. 

 
50. The Domestic & Portering Business Continuity plan was updated in January 

2016 and has been submitted to the Safety & Resilience Co-ordinator.  There 
have been opportunities to test the plan throughout the year. Staffing leave has 
been reduced and there will be additional adhoc staff that can provide cover at 
short notice. 

 
51. A transport co-ordinator role has to be established for 6 months based within 

Nurse Bank/eRostering Team, to coordinate transport requests and allocation 
from wards, and provide timely liaison between SAS, this post is currently being 
advertised/recruited to. 

 
Priority Action Unscheduled/Elective Care 4: Optimise patient flow by proactively 
managing Discharge Process utilising Estimated Date of Discharge as soon as 
patients are admitted or scheduled for admission with supporting processes (e.g.) 
multi-disciplinary ward rounds.  This will support the proactive management of 
discharge ensuring there are no delays in patient pathways. 

 
52. There is an established Admission, Transfer and Discharge Policy, agreed in 

partnership with social work in place, which is currently being refreshed. 
 

53. Ward 10 at DGRI is currently preparing to become an Exemplar ward for the 
Daily Dynamic Discharge (DDD) approach.  This will involve a multi disciplinary 
ward huddle at an identified time of day, which will adopt the Check, Chase & 
Challenge task management system.  This will promote a proactive, timely 
treatment plan aligning and synchronising care for the patient, avoiding delays 
in the discharge process.  This approach is being shared with community 
hospital teams. 

 
54. The use of an estimated date of discharge (EDD) will be reviewed as part of the 

DDD approach to ensure consistency and used as a key indicator in the 
management of beds in the system. 

 
55. We have two permanent Patient Flow Co-ordinators (PFC) within DGRI and four 

based in the community, two posts are permanent and two are temporary.  The 
purpose of the PFC role is to focus on the co-ordination of the processes 
supporting complex discharges.   We are redefining a Patient Flow Manager 
role to manage and co-ordinate this system wide, who reports and escalates 
any issues, meeting weekly with the Chief Officer. 
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56. The morning whole hospital safety and flow huddle identifies potential 
discharges and any support required from services to enable the discharge to 
take place. 

 
57. Daily huddles at Midpark are now in place. Highly successful model that looks at 

the demand, capacity and risks across the inpatient unit, and involves CATS 
service, ensuring maximal use of current resources. 

 
58. Weekend discharges are provided with additional ambulance provision that the 

Board is funding separately.  
 

59. A service level agreement is in place with Third Sector providers to support 
alternative discharge transport in periods of high demand. 

 
60. Emergency admission predictions are provided by high level specialties. 

 
61. We do not have access to a formal Discharge Lounge within DGRI. Patients are 

asked to “sit out” where possible if safe and are encouraged to use the ward 
Dayroom. 

 
62. Further work is being undertaken in Community Nursing with the development 

of new nursing assessment documentation and Community Health Activity data, 
which means that patients will have to be “active” on a case load, (if patients 
have not been seen for a month they will be removed from the caseload). 

 
63. MDTs occur in cottage hospitals and the Garrick ward at GCH weekly.  Garrick 

ward is implementing the daily MDT meeting. 
 

Priority Action Unscheduled/Elective Care 5: Ensure that senior clinical decision 
making capacity is available for assessment, care planning, MDT and discharge 
and that AHP rotas are structured to facilitate the discharging of patients 
throughout weekends and the fortnight in which the two festive holiday periods 
occur in order to maximise capacity. 

 
64. The Board continues to fund additional hours within key services (including 

AHP, Pharmacy and Social Work Services) to ensure discharge processes can 
continue on a seven day a week basis.  

 
65. Annual leave across both Acute and Community Services is planned in advance 

to ensure adequate staffing levels across the festive period. 
 

66. Physiotherapy will provide staff for respiratory every day and orthopaedics and 
medical discharges on every day except 25/12 and 01/01.  

 
67. As in previous years, there will be a physiotherapist covering the 

Cottage hospitals.  Staff location will be flexible to allow for patient need at the 
time. 

 
68. Ward areas will complete their nursing rosters in-line with eRostering timetable 

which is Christmas/New Year being approved by end of October 
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69. On-going recruitment to Nurse Bank and Relief Teams following a successful 

open day event back in June 2016 will allow greater flexibility and robust cover 
over the winter period.  

 
70. Ward 4 (23 hour ward) will remain open at weekends with additional staffing 

from Relief Team, from October 2016 – March 2017.  
 

71. The STARS senior team will be on call to support 7 day discharge from DGRI. 
 
 

Priority Action Unscheduled/Elective Care 6: Agree anticipated levels of 
homecare packages that are likely to be required over the winter period 
(especially festive) period and utilise intermediate care options to facilitate 
discharge. 

 
72. There are well established processes and forums which support partnership 

with the third and independent sector. This includes specific discussion and 
agreement of arrangements over festive holiday periods. 

 
73. Confirmation has been received that discussions are underway between local 

partners around the capacity to accommodate predicted discharge levels. 
 

74. A partnership approach has been in place for several years and seeks to use all 
the information and resources available to meet predicted discharge levels. This 
will be augmented within integration with each of the four localities’ monthly 
meeting and the weekly Chief Officer/GM’s weekly meetings focusing upon 
building system resilience.  This will include taking steps to identify social care 
and third sector capacity to support predicted discharge levels. 

 
75. The Short Term Assessment and Reablement Service will be operational over 

weekends the festive period providing the opportunity for intermediate care 
options. 

 
76. Enhanced supported discharge to facilitate specialist mental health 

interventions is supported by CATS services. 
 

77. Anticipatory care planning is a current focus within the GP Quality Outcome 
Framework and this year should see a significant increase in anticipatory care 
plans being shared with OOHs, Scottish Ambulance Services (SAS) and NHS 
24 via the electronic Key Information Summary. 

 
78. All Emergency Care Summaries and electronic Key Information Summaries can 

be accessed by key clinicians upon admission to acute sector. 
 

79. Seven day Social Work cover is provided at DGRI.  The purpose of the 7 day 
working is to ensure an effective transfer of work between weekend and week 
day workers, and to support the flow of patients in relation to discharge. This 
resource will support a smoother process of having plans in place to support 
discharge prior to Christmas Day and New Years Day.  
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80. Social Work staff will attend the weekend huddles and ensure that restarts and 

increases are a priority. There will be a close link with Patient Flow within DGRI 
and the community.  Weekly meetings will be set up with Senior Social Worker 
and Community based Patient Flow Care Co-ordinator to assist with 
progressing discharges.  

 
81. The Operational partnership meeting is in place to ensure partnership focus on 

reducing Delayed Discharges, this method supports the overall flow of work and 
discharges and maintaining Scottish Government standards within Dumfries 
and Galloway.  

 
82. Christmas Day, Boxing Day and New Years Day will not be covered by Social 

Work staff.  Apart from these days we will have 50% cover to DGRI and the 
community hospitals.  

 
83. West of Scotland Standby will be available to cover any out of hour’s business 

and will be available on Christmas Day, Boxing Day and New Year’s Day.  We 
will ensure that all wards and community hospitals have the contact details for 
this service.  

 
84. Referrals will be received via the CORTIX system and picked up by the Social 

Work admin team then transferred to DGRI Framework systems for allocation. 
Each ward will have an allocated worker who is available to professional 
colleagues and families. Discharges can be managed over the weekend if this is 
an increase or re-start of care.  

 
85. Each Community Hospital has a linked Social Worker who will be known to the 

hospital staff and community workers. DGRI will have weekly case meetings to 
discuss cases and any other related issues, Senior Social Worker will be 
present to these meetings until better established.  

 
86. If required the DGRI Care Co-ordinators will assist with supporting community 

hospitals if there is outstanding work, however, this will be monitored with 
caution to ensure there is a balance of under taking DGRI work and community 
hospital discharges. 

 
87. STARS Support Supervisors 7 day working to facilitate discharges from DGRI. 

 
Priority Action Unscheduled/Elective Care 7: Ensure that communications between 
key partners, staff, patients and the public are effective and that key messages are 
consistent.  
 
88. Communication within the service and with other NHS Boards is well integrated 

into normal ways of working and has proven resilience during times of winter 
pressure. 

 
89. Our Escalation Plan is a multi agency document that addresses issues of joint 

response to particular pressures. 
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90. In terms of our Communications Department, we will be making use of the 
National Campaign material for winter planning as well as local messaging to 
local media in the run up to winter. We will continue to issue important 
messages via our Medical Director to augment national messaging. These 
include website, intranet and internal messages linked to topical items such as 
flu vaccination and norovirus.  Newly installed information television screens 
situated throughout the hospital will also be utilised to promote key messages 
on flu vaccination and norovirus.  

 
91. The Communications Team are already working on a series of focussed 

communications messages in liaison with Emergency Department consultants 
and the Meet ED campaign. This will include feature articles in local papers; 
some linked broadcast media work and local messaging around using services 
correctly.   

 
92. STARS link in with ED, AMU, OT and physiotherapy to facilitate rapid turn 

around and avoid admission to wards.  
 

93. STARS link with GPs to provide reablement opportunities in community setting. 
 

94. Effective communication takes place with external care providers via the 
Approved Provider Forum and Care Home Managers meetings and distribution 
lists.  Regular performance reports are taken to the Integrated Joint Board (IJB) 
along with Health Board to raise awareness and understanding.  There have 
been workshop sessions with IJB members around delayed discharges and 
other key priority areas. 

 
 

Out of Hours 
 

95. Under this broad heading, Health Boards are asked to demonstrate 
preparedness against nine core action points. These are covered in detail within 
the OOHs Winter Plan attached for information in Appendix 1. 

 
Prepare for and implement Norovirus outbreak control measures 
 

96. Under this broad heading, Health Boards are asked to demonstrate 
preparedness against 11 core action points. 

 
Priority action Norovirus outbreak 1: Infection Prevention and Control Teams 
(IPCTs) should read the HPS Norovirus Outbreak Guidance 2015, due to be 
published in Aug/Sept, to ensure that the Board is optimally prepared. 

 
97. Consultant in Public Health Medicine (CPHM) provides weekly update to 

primary care. 
Health Protection Team (HPT) will circulate information produced centrally for 
care homes and support and manage outbreaks in care homes. 

 
98. IPCTs will read the evaluation report and are working to ensure the Board is 

optimally prepared. 
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Priority action Norovirus outbreak 2: IPCTs will be supported in the execution of a 
Norovirus Preparedness Plan before the season starts. 

 
99. All wards have outbreak folders and documents are also accessible on the 

Infection Prevention and Control Team (IPCT) intranet page. 
 

100.In place and tested successfully within previous outbreaks. 
 

Priority action Norovirus outbreak 3: HPS Norovirus Control Measures (or locally 
amended control measures) are easily accessible to all staff, e.g. available on 
ward computer desk tops, or in A4 folders on the wards. 

 
101.All wards have been issued with outbreak packs. 

 
Priority action Norovirus outbreak 4: Board communications regarding bed 
pressures and Norovirus ward closures are optimal and everyone will be kept up 
to date in real time. 

 
102.Building upon successful communications plans from last year the IPCT and 

Communications team will continue to work closely together to use same 
approaches this year. These plans are well tested in previous years, with use of 
local radio, press and social media. The Communications team attend outbreak 
meetings. 

 
  Priority action Norovirus outbreak 5: Debriefs will be provided following individual 
outbreaks or end of season outbreaks to ensure system modifications to reduce the 
risk of future outbreaks. 
 

103.Debriefs are firmly established within our protocols and practice. Health 
Protection Scotland (HPS) debrief tool used to good effect. 
 

Priority action Norovirus outbreak 6: IPCTs will ensure that the Board is kept up 
to date regarding the national Norovirus situation. 

 
104.The Infection Control Manager receives prevalence report weekly and 

cascades as required. 
 

Priority action Norovirus outbreak 7: Before the Norovirus season has begun, staff in 
emergency medical receiving areas will confirm with the IPCTs the appropriateness 
of procedures to prevent outbreaks when individual patients have Norovirus 
symptoms, e.g. patient placement, patient admission and environmental 
decontamination post discharge. 
 

105.Procedures are well established and tested within emergency receiving areas. 
 

Priority action Norovirus outbreak 8: Boards must ensure arrangements are in place 
to provide adequate IPCT cover across the whole of the festive holiday period 
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106. The local IPCT does not routinely provide seven day cover however 
arrangements are in place for Infection Control Nurse cover at a weekend or 
public holiday to support teams in the event of an ongoing outbreak. 

 
107.Infection Control Manager (ICM) receives weekly prevalence report and 

circulates as required. 
 
Priority action Norovirus outbreak 9: The Board is prepared for rapidly changing 
Norovirus situations, e.g. the closure of multiple wards over a couple of days. 
 
 

108.In the event of a Norovirus outbreak there are regular update meetings 
involving the IPCT, senior nurses from affected areas, capacity manager, senior 
management team and communication teams to manage the outbreak and 
mitigate impact.  
 

109.The introduction of Polymerase Chain Reaction testing locally last year 
afforded earlier confirmation/ exclusion of a Norovirus diagnosis. In addition it 
provided the opportunity to manage patients more appropriately meaning that 
earlier in a patient episode it was possible to identify where symptoms were not 
attributed to Norovirus and hence support the earlier opening of potentially 
affected areas. This combined with the managed closures of affected bays 
rather than whole wards where appropriate, reduced the impact of the outbreak 
and supported the Board in managing the situation. 

 
Priority action Norovirus outbreak 10:  There will be effective liaison between the 
IPCTs and the HPTs to optimise resources and response to the rapidly changing 
Norovirus situation. 
 
 

110.There are regular meetings between IPCT and HPTs and HPTs are invited to, 
and attend, the daily outbreak meetings. 

 
Priority action Norovirus outbreak 11: The Board is aware of Norovirus publicity 
materials and is prepared to deploy information internally and locally as appropriate, 
to spread key messages around Norovirus and support the ‘Stay at Home 
Campaign’ message. 
 

111. Representatives from the Communications team are in attendance at outbreak 
meetings and are kept closely abreast of developments. This allows for the 
provision of regular bulletins to media and updates on the Board website 
supporting key messages around Norovirus. 
 

 
Seasonal Flu, Staff Protection and Outbreak Resourcing 
 

112.Under this broad heading, Health Boards are asked to demonstrate 
preparedness against 5 core action points: 

 
Priority action Seasonal Flu 1: At least 50% of all staff working in areas with high risk 
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patients such as paediatric, oncology, maternity, care of the elderly, haematology, 
ICUs, etc., have been vaccinated to prevent the potential spread of infection to 
patients. 
 

113.Vaccination of at risk groups will be undertaken according to NHS D&G 
protocols successfully established over previous years and we anticipate 
continued high uptake of vaccine. 2015/16 was above targets set. NHS D&G 
64.8% against a national average of 33.2%. 
 

Priority action Seasonal Flu 2: All of our staff have easy and convenient access to 
the seasonal flu vaccine. In line with recommendations in CMO Letter (2014)12 
clinics are available at the place of work and include clinics during early, late and 
night shifts, at convenient locations. Drop-in clinics are also available for staff unable 
to make their designated appointment and peer vaccination is facilitated to bring 
vaccine as close to the place of work for staff as possible 

 
114.Staff vaccination programmes are already being planned, The Programme 

includes the appropriate number of clinics region wide to include clinics during 
early, late and night shift and drop in clinics. Based on previous years uptake, 
sufficient supplies of vaccine have been ordered 

 
Priority action Seasonal Flu 3: The winter component of our LUCAP takes into 
account the predicted surge of flu activity that can happen between October and 
March and we have adequate resources in place to deal with potential flu outbreaks 
across this period. 
 

115.Recent successful recruitment to the nurse bank offers resources to support 
surges in activity and demands due to sickness over the winter period. 
 

Priority action Seasonal Flu 4: HPS weekly updates, showing the current 
epidemiological picture on influenza infections across Scotland, will be routinely 
monitored over the winter period to help us detect early warning of imminent surges 
in activity. 

 
116.The HPT receives the weekly updates and routinely monitors the local picture 

on a weekly basis. This is discussed at regular team meetings. 
 

Priority action Seasonal Flu 5: Adequate resources are in place to manage potential 
outbreaks of seasonal flu that might coincide with Norovirus, severe weather and 
festive holiday periods. 

 
Respiratory Pathway 

117.Under this broad heading, Health Boards are asked to demonstrate 
preparedness against 5 core action points. 

 
Priority action Respiratory Pathway 1: There is an effective, co-ordinated respiratory 
service provided by the NHS board. 
 

118.There are established local guidelines in place for patients with exacerbations. 
These are well used by local clinicians (GPs, OOHs and ED). 
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119.GPs are actively working with the electronic Key Information Summary System 

(eKISS) and sharing anticipatory care plans with partners within OOHs, NHS 24 
and Scottish Ambulance Services. There are close working links between 
primary care and the Respiratory Team and the GP teams will include any 
relevant secondary care information within the eKISS. 

 
120.Patients are supported in managing their own condition: 

a. Asthma Action plans are in use throughout both paediatric and adult 
services 

b. Pulmonary Rehabilitation is available throughout the region  
c. Patients are provided with British Lung Foundation supporting 

information  
 

Priority action Respiratory Pathway 2: There is effective discharge planning in place 
for people with chronic respiratory disease including COPD.  

 
121.Respiratory Specialist Nurses can only cover 5 day current service with 

available staffing levels. 
 

122.Patients are signposted to where they can find information/support regarding 
their condition – e.g. my lungs/my life website and BLF website. 

 
123. Discharge planning from DGRI includes medication review ensuring correct 

usage/ dosage, good inhaler technique and advice on self care. Information 
around discharge plans are shared with community teams as appropriate. All 
required medications are provided to the patient at the point of discharge and 
review planned with appropriate secondary or intermediate care team or 
indicated to the primary care team. Effective discharge planning is in place for 
people with respiratory conditions. This includes use of respiratory care bundles 
as described above.   
 
The Community Respiratory Early Warning Score (CREWS) is a local 
programme that is being piloted in GP practices to promote self management of 
chronic respiratory diseases.  The aim is to recruit up to 150 patients to assess 
the effectiveness of the scoring system.  
 
The benefits are to reduce hospital admissions, reduce GP/Practice 
attendances and to reduce contact with OOH.  Practices are currently recruiting 
to the programme. 
 

124. Respiratory medication review and follow up is arranged as per national 
guidelines. 
 

Priority action Respiratory Pathway 3: People with chronic respiratory disease 
including COPD are managed with anticipatory and palliative care approaches and 
have access to specialist palliative care if clinically indicated. 
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125. Anticipatory /Palliative care plans are developed for people with Chronic 
Respiratory conditions and shared with primary care where appropriate. ACP’s 
are requested to be shared on KIS. 

 
126. The respiratory nurse specialists actively case manage people with respiratory 

conditions where appropriate to do so. 
 

127. Use of Respiratory care bundles includes: Respiratory Self management 
plans / inhaler technique check, referral to pulmonary rehabilitation/smoking 
cessation services/follow up arrangements. 
 

128. Anticipatory /Palliative care plans are developed for people with Chronic 
Respiratory conditions and shared with primary care where appropriate. 

 
129.   People with Chronic respiratory conditions have access to the Respiratory 

nurse specialist team where required (Monday-Friday). 
 

130.The Specialist Palliative Care team in NHS Dumfries and Galloway provides 
support and care to cancer and non cancer patients alike. 

 
Priority action Respiratory Pathway 4: There is an effective and co-ordinated 
domiciliary oxygen therapy service provided by the NHS Board. 
 

131. The Respiratory Nurse Specialist Team manage the comprehensive local 
home oxygen service. Local access to emergency oxygen concentrators is in 
place across the region. 

 
132.  The respiratory nursing team will take referrals from primary and secondary 

care via the Referral Management System that is in place and from external 
referrals from other teams in secondary care. 

 
Priority action Respiratory Pathway 5: People with an exacerbation of chronic 
respiratory disease/COPD have access to oxygen therapy and supportive ventilation 
where clinically indicated. 
 

133.All walk-in centres and out of hours services have access to pulse oximetry to 
enable rapid identification of hypoxaemia. 

 
134.Information to identify patients at risk of retaining CO2 is shared with NHS 24 

and Out of Hours Emergency Centres via the use of anticipatory care plans and 
the eKISS. Information is provided by the Respiratory Team, where appropriate, 
for addition to special notes in OOHs and known patients have oxygen alert 
cards.  

 
135.Access to supportive ventilation is available via referral to medical HDU. 

 
136.Access to Non-invasive Ventilation is available although there is a finite 

resource and therefore can at times be limited due to availability of equipment. 
 

Management Information 
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137.Under this broad heading, Health Boards are asked to demonstrate 

preparedness against 4 core action points. 
 
Priority action Management Information 1:  Admissions data will be input to the 
System Watch predictive modelling system as close to real time as possible. 
 

138.Admissions data is input on a weekly basis.  In order to assess performance 
throughout the year we have developed a suite of indicators as listed below 
which are available using the intranet-based Qlikview system, giving a close to 
real time view of how we are managing demand. 
 

139.Information on ED performance and status, NHS D&G beds, Waiting list 
performance and boarders is shared across acute and community services with 
an update emailed to key post holders on a three times a day basis. 

 
140.System Watch predictive data is available via a link from Hippo. Access to this 

information is available to key staff groups. 
 

Priority action Management Information 2:  Effective reporting lines are in place to 
provide your Scottish Govt contact with routine weekly management information and 
any additional information that might be required on an exception / daily basis. 
In cases where 4 hour emergency access performance deviates significantly from 
agreed LUCAP trajectories, or where 12 hour waits occur, processes are in place to 
provide your Scottish Government contact with explanatory narrative outlining the 
reason for the deviation / wait and detailing any actions that have been taken to 
recover performance and ensure quality of care. This narrative should accompany 
the weekly performance data return.  
 

141. The Board will make weekly returns of key performance data to the Scottish 
Government to allow high level review of the effects of winter across the 
country.   These reports are presented to NHS Board in collated form on a 
monthly basis.   We are also required to provide immediate notification of 
significant service pressures including; 
o closure of a hospital to emergencies for any reason,  
o unplanned closure of a ward or a number of beds,  
o cancellation of elective procedures because of a lack of capacity,  
o trolley waits exceeding 12 hours,  
o significant outbreak of infection, or  
o significant increase in expected demand 

 
142. Should an exception report be required, it will be sent to NHS Board members 

as well as to Scottish Government. Our Information Services Team is aware of 
the reporting requirements and timescales and is set up to submit the required 
management information. 
 

143. Accountable Managers provide narrative should as per Scottish Government 
Requirements outlining reason for deviation / wait and detailing any actions that 
have been taken to recover performance and ensure quality of care. This 
narrative is prepared for submission in line with reporting schedule. 
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Priority action Management Information 3: Where SAS or NHS 24 performance is 
significantly below agreed performance standards, processes are in place to provide 
your Scottish Government Performance Management Team with explanatory 
narrative detailing any actions that have been taken to recover performance and 
maintain services 
 

144.Close working arrangements are in place between NHS Dumfries and 
Galloway and SAS to ensure ongoing dialogue and management of any 
performance issues. 
 

Priority action Management Information 4:  Effective reporting lines are in place to 
provide the SG Directorate for Health Workforce & Performance with immediate 
notification of significant service pressures that will disrupt services to patients as 
soon as they arise. 
 

145.Reporting lines are in place to provide Scottish Government notice of 
significant service pressures. 
 

CONCLUSION 
 
The winter planning of NHS Dumfries and Galloway has been tested and refined 
through experience of recent challenging winters. Enhancements to patient 
pathways, a formalisation of escalation protocols and the continuation of excellent 
joint working with partner agencies put the Board in a strong position to maintain 
safe and effective services throughout the winter of 2016/17. 
 
NHS Board and IJB will receive monthly updates on our performance and receive 
any exception reports on particular pressures as required throughout this period. 
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Appendix 1 
 
OOHs Planning for Winter 2016/2017  
Introduction 
 Planning for the winter and particularly the festive period is ongoing within the Out of Hours Service. Modifications to our processes 
and capacity are being arranged, building on our experience of previous years.  These arrangements will ensure that we will deliver 
a quality service locally which can work with NHS24 and our partner colleagues, e.g. GP Surgeries, Emergency Department, 
Mental Health Services, Scottish Ambulance Service, our Nursing Teams, district general and community hospitals, care and 
nursing homes etc, to help manage patient requirements and be responsive to any spikes in demand which may occur. 
 
The planning activity is best described under nine separate headings: 
 

1. Capacity planning for the local service. 
2. Recruitment 
3. Integrated working with the Emergency Department and other partners 
4. Transport 
5. NHS24 Satellite Centre 
6. Staff health and fitness - Flu vaccination programme 
7. Community Pharmacy arrangements 
8. Nursing and Mental Health 
9. Demand Management & Communications 

 
1. Capacity Planning for the Local Service 
The Out of Hours Service capacity over the 2016/2017 winter and festive period is being planned to reflect the predicted demand 
over the period based on:- 
• Activity over the winter of 2007/08 through to the winter period of 2015/16 
• Demand over the festive periods for the years 2007/08 through to 2015/16 
• Ongoing activity and trends 
• Information and predictive material from NHS D&G Public Health Services 
• NHS24 predictions based on computer simulations 
• Consultation with staff 
• Feedback from service users 
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The face to face involvement in Primary Care Centre (PCC) attendances and community calls, e.g. Home Visits, Nurse Visits plus 
Telephone Advice calls continue to be the main commitment with NHS24 staff effectively managing and screening a large volume 
of the overall calls. 
 
OOH Activity 1 November - 31 January 
Call Type 2007/08 2008/09 2009/10 2010/11 2011/12 2012/13 2013/14 2014/15 2015/16 
GP Advice 867 1,007 1,489 1176 1096 1148 1084 1293 1211 
PCC 2,571 3,146 3,295 3039 2629 2721 2474 2837 2908 
Visit 2,039 2,046 2,122 1903 1886 1816 1824 1954 1799 
Inpatient Advice 
(Community Hospitals) 17 13 19 29 34 22 

45 60 77 

Inpatient Visit  
(Community Hospitals) 81 138 172 217 267 145 184 244 282 
A&E Nurse  235 267 302 281 271 264 283 380 316 
District Nurse 222 234 296 281 325 279 333 397 318 
Cuedoc (Carlisle OOHs) 25 24 24 39 40 35 26 35 15 
NHS24 Advice 2,933 3,065 3,058 2963 2616 2650 2396 2762 2707 
Marie Curie Nurse      8 21 23 23 
Total Calls 8,990 9,940 10,777 9,928 9,178 9,088 8,671 9,985 9656 

 
As background, over the festive holidays, the following contacts were received by NHS24 for Dumfries and Galloway:- 
 
2009/2010 
Predictions for call demand over the two week festive period were provided by NHS24 and accurately anticipated demand.  Over 
the four day period from 18.00hrs on Christmas Eve 1,089 calls were made to NHS24 with 373 of these requiring Primary Care 
Centre consultations and 291 calls to community/home visits or community hospital in patients. For the same period over the New 
Year – 411 Primary Care Centre consultations were undertaken with 270 ‘community visit’ type calls. 
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2010/2011 
Predictions for call demand over the two week festive period were provided by NHS24 and accurately anticipated demand.  Over 
the four day period from 18.00hrs on Christmas Eve 1,216 calls were made to NHS24 with 478 of these requiring Primary Care 
Centre consultations and 240 calls to community visits or community hospital in patients. For the same period over the New Year 
1365 calls were made to NHS24 – 510 Primary Care Centre consultations were undertaken with 270 community type calls. 
 
2011/2012 
Predictions for call demand over the two week festive period were provided by NHS24 and accurately anticipated demand.  Over 
the four day period from 18.00hrs on Friday 23rd December 947 calls were made to NHS24 with 320 of these requiring Primary 
Care Centre consultations and 191 calls to community visits or community hospital in patients. For the same period over the New 
Year 1123 calls were made to NHS24 – 399 Primary Care Centre consultations were undertaken with 211 community visit type 
calls. In comparison to last year calls of Christmas period were down by 22% and at New Year 18%. 
 
2012/2013 
Again, NHS24 predictions were accurate and followed the historical charting. During the 18.00hrs on Christmas Eve through to 
07.59hrs on 27 December 2012, 443 calls were made to NHS24, all managed by the duty staff. 537 calls were received during the 
similar period over New Year – 18.00hrs 31 December 2012 to 07.59hrs on 3 January 2013. Medical and support staffing was in 
place to manage the anticipated demand. 
 
2013/2014 
During the 18.00hrs on Tuesday 24 December 2013 through until 08.00hrs on Friday 27 December 2013, 469 calls were recorded 
across the area, in line with NHS24 predictions and planned staffing.  The New Year period – 18.00hrs on 31 December 2013 
through to 08.00hrs on Friday 3 January 2014, saw 510 patient calls, again all dealt with within planned resource. 
 
2014/2015 
The ‘4 day’ period 18.00hrs on Wednesday 24 December 2014 through to 08.00hrs on Monday 29 December 2014 had 1,064 calls 
reflecting the ‘four day’. 390 (36.65%) of these calls were dealt with at the Primary Care Centre (PCC) and 297 (27.9%) on 
community visits.  The New Year period – 18.00hrs on Wednesday 31 December 2014 to 08.00hrs on Monday 05 January 2015 
saw 1,150 calls, 405 (35.22%) being seen at the PCC and 333 (28.9%) community visits. 
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2015/2016 – As per table below: 
 
Year 2009/10 

4 days 
2010/11 
4 days 

2011/12 
4 days 

2012/13 
2 days 

2013/14 
2 days 

2014/15 
4 days 

2015/16 
4 days 

Christmas 1089 1216 947 443 421 1064 986 
PCC 373 478 320 153 107 390 388 
HV 291 240 191 111 143 297 184 
New Year 1148 1365 1123 537 510 1150 1067 
PCC 411 510 399 187 165 405 430 
HV 270 270 211 254 254 333 220 
 
2016/2017 
Work is ongoing to staff the service in line with this historical and predicted call demand. NHS24 predictions are yet to be received.  
The Festive ‘holiday’ period is again over a 4 day weekend effectively from 18.00hrs on Friday 23 December 2016 through to 
08.00hrs on Wednesday 28 December 2016 and 18.00hrs on Friday 30 December 2016 through to 08.00hrs on Wednesday 4 
January 2017.  Continuous monitoring will ensure adjustments to staffing and resources depending upon local and national 
circumstances, trends. 

 
 
 
 

At time of reporting – predictions are awaited from NHS24. 
 
It is noted that some 20% of calls now received at the Out of Hours Service ‘Hub’ are out-with NHS24 screening, being recorded 
directly by the Service ‘Hub’ communication co-ordinator support staff, these calls coming in on the ‘professional’ lines and 
requiring cataloguing and in most cases, triaging by the duty GP.  Staffing will be managed to ensure this level of additional contact 
is appropriately managed. 
 
 
 
 
 

NHS24 - DGSPOC FESTIVE PREDICTED 
OUTCOMES - 2016/17 
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2. Recruitment 
 

2016/2017 
As indicated, this winter sees the Public Holidays fall into the four day weekend period, service provision required from 18.00hrs on 
Friday 23 December 2016 through to 08.00hrs on Tuesday 29 December 2016 and again from 18.00hrs on Thursday 31 December 
2016 through to 08.00hrs on Tuesday 5 January 2016.   This past year has seen significant difficulty in filling the GP rota. The rotas 
covering October through to 8th January 2017 have been made available for booking and locums from locum agencies have 
already been booked in to some of the remaining vacant shifts.  It is accepted that filling of some shifts may prove challenging but 
efforts will be progressed over the coming weeks and any issues of concern escalated at the earliest. 
 
Neither Salaried GPs nor support staff have routinely been allocated annual leave during the main two week festive period, support 
staff rosters are currently being worked on.   
 
Staffing limitations due to any return of Influenza or other community ailment and general sickness are being monitored, with 
planning in place for business resilience. 
 
Recruitment to Medical and Health Care Support Worker-Driver roles is currently ongoing. 
 
3. Integrated working with the Emergency Department and other partners 
 
The co-location of the OOHs service and the ED allows for joint working between the two services, it is recognised that there is 
considerable overlap between the patient groups that attend each department. 
 
There is continuing and increasing staff co-operation between the Emergency Department and Out of Hours Service, staffing being 
successfully ‘shared’ at Dumfries on Monday to Thursday overnights since 1 June 2010. The OOHs and ED medical staff are co-
located at the Galloway Community Hospital, Stranraer. 
 
The Emergency and Unscheduled Care Nursing Service has been successfully operating since 3 September 2007, fully supported 
by OOH, including transport assistance.  This unit will further assist in the response to patient demand, as does the Marie Curie 
Nursing Service which operates in the evening and overnight periods. 
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The Out of Hours Service Health Care Support Worker-Driver team are available to assist within OOHs and ED services and also 
support patient transport and where necessary patient discharge from hospital. 
 
4. Transport 
There are a number of vehicles distributed across Dumfries & Galloway throughout the out of hours period which has proved more 
than adequate for meeting the needs of patients fit enough to attend the OOHs centres, but who do not have access to transport. 
This passenger transport service facility will continue to be available over the winter and festive period for OOH, supplemented as 
necessary by the Board’s Hospital Taxi service.  All OOH drivers/Health Care Support Worker-Drivers have undergone basic life 
support/resuscitation training. 
 
On fleet are four Skoda Scouts with all wheel drive capability, providing business resilience for any adverse weather. An additional 
4x4 vehicle will be secured from the Board’s Transport Department for the duration of the festive period to support the patient 
transport service. Access to the NHS Dumfries & Galloway 4x4 fleet through the Transport Department is also in place; albeit it is 
appreciated these vehicles may be in significant demand by other colleagues.  OOH is also linked to the local Community Planning 
Partnership involving the Local Authority, Police, Fire and other key community groups such as the Mountain Rescue Teams in the 
area.  This arrangement offers the potential for access to 4x4 vehicle support.   
 
In the event of severe snow and life-threatening emergencies, the locally resident GPs will be asked to assist and if possible attend 
their nearby patients. Consideration can also be given to the potential use of air support from both Scottish Ambulance Service and 
the national military emergency response units.  
 
A transport business continuity resilience plan will be produced for the festive period. 
 
 
5. NHS24 Satellite Centre 
The Dumfries and Galloway NHS24 satellite centre has been operating since November 2005 and is now a well established feature 
of OOH contact arrangements with our residents. The main benefits of the service have proven to be:- 
 

• Increased triage capacity 
• Local knowledge of D&G and improved dispositions 
• Improved collaboration with the local Out Of Hours service. 
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By arrangement and agreement with NHS24, pre-prioritised (un-triaged) calls at a rate of 8 per hour will be agreed for key dates 
once OOH GP staffing has been confirmed.  Pre-prioritised calls will be dealt with by OOH GPs based at DGRI but covering the 
Board area. 
 
6. Staff Flu Vaccination 
Sickness absence within the OOH service normally runs at a low level. 
As always, staff will be encouraged to participate in the seasonal ‘flu’ vaccination programme; there is normally a high take-up of 
this provision.   
 
7. Community Pharmacist Arrangements 
Through excellent linkage with Pharmacy Services and local GP services, patients are well advised in regard to managing their own 
medicinal needs. As an added safeguard, attention will be drawn to the Urgent Supply Service, which allows Community 
Pharmacies to make a supply of chronic medication to patients where they are at risk of running out. 
Pharmacists will be opening during the festive season. A fully detailed description of what service is available will be shared with 
NHS24.  Details of these arrangements will also be advertised in the local press. 
 
8. Nursing and Mental Health links 
The Emergency & Unscheduled Care Nursing Service based at Dumfries & Galloway Royal Infirmary, Emergency Department will 
be appropriately staffed and available to provide any necessary Nursing input to the Locality areas in Annandale, Stewartry and 
Nithsdale.  The Wigtown Locality will make appropriate arrangements for nursing cover; liaison is ongoing with the Locality 
Management. Transportation for these nurses will be provided via OOH should it be required. 
 
Advanced Nurse Practitioners (ANPs) are utilised in the joint ED and OOH environment at both DGRI and the Galloway Community 
Hospital. 
 
OOHs Health Care Support Workers-Drivers are available on shift at the Dumfries and Stranraer OOHs bases. 
 
The Mental Health Clinicians have a Crisis Assessment and Treatment Service (CATS), a team available OOH.  It is understood 
CATS will be available, along with a limited but still functional Community Mental Health team over the festive period. A full note of 
the planned Mental Health support services will be produced in conjunction with the General Manager for that service. 
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9. Demand Management & Communications 

NHS Dumfries and Galloway have:- 
• A robust protocol for communications with NHS24. 
• A local Pandemic Flu Plan which has been fully applied during any pandemic which may arise. 
• An external communications plan which is managed by our Communications Manager with appropriate out of hours on 

call/duty manager arrangements with senior staff. 
• A departmental Communications Strategy addressing the OOH service need to interact at all levels. 
• In liaison with our national and winter planning colleagues, a planned publicity campaign for local media and community 

awareness. 
• A programme to publicise out of hours/public holiday/GP contact arrangements in the local press. 
• Noted the connection between in-hours availability of appointments and the use of OOH services and will therefore again be 

asking GPs to ensure the availability of acute appointments before and after the Festive breaks. 
 

Work will continue over the coming weeks to finalise the preparations and consolidate formal business continuity plans. 
 
Mark Sindall 
OOH Service Manager 
07/09/16 
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Appendix 2 
 
Dumfries and Galloway  NHS Board 

       
 

Spend relating to Winter planning and how DGHB contributes  

 

   16/17  Winter 
Funding 

 NHS 
D&G   TOTAL  

 
Previous LUCAP            £   £   £   £  

 
Weekend Working                  

 

OT,Physio,Pharmacy,Social Work and Medical input over weekends recurrently         
272,000  

          
272,000  

        
272,000  

 
Winter Planning - additional capacity               

 

Surge resource for winter planning - Ward 4 weekend opening         
110,000  

        
110,000  

          
110,000  

 
Flow Cordinators in Acute and Community Hospitals             

 
5.34 wte flow co-ordinators throughout region ( part year costs) 

 

        
168,600    

        
168,600  

        
168,600  

 
Increase of AHP input to AMU               

 
Occupational Therapy and Physiotherapy input to Medical Assessment Unit 

          
80,000              

80,000  
          

80,000  

 
Communication Strategy               

 
Meet  ED Campaign 

    
        

 
Enhanced Care at Home               

 
One Team approach pilot for  DG1 and DG2 patients. Project currently being worked up         

 
Medical Admissions             

 
Nursing/admin 

   

        
265,000    

        
265,000  

        
265,000  

 
SAS weekend cover 

   

          
50,000  

          
36,000  

          
14,000  

          
50,000  

 
RVS transport 

    
  

          
10,000  

          
10,000  

          
20,000  
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Surgical Assessment 

Nursing 
  

256,600 256,600 256,600 
Pharmacy Input - Admissions Unit pilot for 12 months 

Pharmacy input to assist with patient flow/discharges/ reducing pharmaceutical errors, 
reviewing use of high cost drugs and improving patient safety.   

79,000 79,000 79,000 

Patient Flow/Capacity 

Capacity Managers 80,000 80,000 80,000 

Acute Physicians 250,000 250,000 250,000 
Out Of Hours 
Additional GP support over winter/festive 
period 35,000 35,000 35,000 
Community Pharmacists opening on Boxing 
day and New year 

1,611,200 191,000 1,475,200 1,631,200 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
3rd October 2016 
 
 
Financial Performance Update – 5 months to 31st August 2016 
 
Author: 
Graham Stewart 
Deputy Director of Finance 

Sponsoring Director: 
Katy Lewis 
Director of Finance 
 

Date:  12th September 2016  
 
RECOMMENDATION 
 
The Board is asked to discuss and consider this paper and note the financial position 
presented for month 5 of the 2016/17 financial year. 
 
 
CONTEXT 
 
Strategy / Policy:  
 
The Board has a statutory financial target to deliver a breakeven position against its 
Revenue Resource Limit (RRL). 
 
Organisational Context / Why is this paper important / Key messages: 
 
This report provides the summary year to date (YTD) position for August 2016 
(month 5) which reports an overspend position of £212k (£115k overspend month 4). 
 
Much progress has been made against the Cash Releasing Efficiency Schemes 
(CRES) in year with a revised gap of £98k, supported with significant corporate non-
recurrent flexibility. 
 
There remains a significant gap on CRES recurrently of £5.5m, with ongoing 
workstreams to identify further recurrent savings. 
 
The Quarter One Review forecasts a breakeven position, assuming expected 
progress against the remaining CRES gap as well no further deterioration on 
Directorate positions.  
 
This report also highlights separately the financial performance of the NHS services 
delegated to the Integrated Joint Board (IJB). 
 
 
 
GLOSSARY OF TERMS 

Agenda Item 100 
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AHP - Allied Health Professionals 
CAMHS - Child and Adolescent Mental Health Services 
CRES - Cash Releasing Efficiency Scheme 
CRL - Capital Resource Limit 
EMI - Elderly Medical Ill 
ERP - Exceptional Referral Panel 
FHS - Family Health Services 
IJB - Integrated Joint Board 
LDP - Local Delivery Plan 
NMF - New Medicines Fund 
PPRS - Pharmaceutical Price Regulation Scheme 
RAG - Red/Amber/Green Status 
RRL - Revenue Resource Limit 
RTAs - Road Traffic Accidents 
SLA - Service Level Agreements 
YTD - Year To Date 
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MONITORING FORM 
 

Policy / Strategy  Supports agreed financial strategy in Local Delivery 
Plan 
 

Staffing Implications Not required 
 

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

Consultation / Consideration Board Management Group 
 

Risk Assessment Financial Risks included in paper 
 

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

Compliance with Corporate 
Objectives 
 

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

Single Outcome Agreement 
(SOA) 
 

Not required 
 
 

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

Impact Assessment 
 
A detailed impact assessment of individual efficiency schemes will be undertaken 
through this process as individual schemes are developed. 
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Summary Update 2016/17: Month 5 
 
1. NHS Dumfries and Galloway is reporting an overspend position as at the end of 

August 2016 of £212k, this reflects an increased overspend on secondary care 
drugs budgets and YTD underachievement of CRES.  

 
2. The Revenue Resource Limit (RRL) and Capital Resource Limit (CRL) have 

been agreed and notified to us by the Scottish Government, with allocations of 
£311.7m confirmed and a further £4.9m outstanding.  Appendix 1 provides a 
summary of the confirmed 2016/17 RRL allocations.  The main anticipated 
allocation still outstanding relates to the New Medicines Fund (NMF), which has 
yet to be confirmed. 

 
3. A Capital to Revenue transfer of £3m is anticipated to support the Fibre and 

Foul water projects.  Scottish Government have indicated that there is a risk 
around all capital to revenue transfers this year and we are awaiting further 
clarification, with final confirmation unlikely until December 2016. 

 
4. A detailed schedule is provided at Appendix 2 which shows the current 

budgets under/overspends position by Directorate.  It also reflects the split of 
budgets and services which are now delegated to the IJB. 

 
5. The YTD position of £212k overspend, is £888k more favourable than the 

original trajectory as submitted in the Local Delivery Plan (LDP) to the Scottish 
Government, which forecast an adverse month 5 cumulative position of £1.1m.  
This is mainly due to delivery of CRES plans being £667k better than 
anticipated in the original LDP. 

 
Overall Financial Position 

 
6. The overall financial position shows an overspend of £212k at month 5, with 

Pays reporting a £1.56m underspend, off-set by an overspend on Non-pays of 
(£1.7m), of which (£860k) relates to CRES, and a small under recovery on 
income of (£29k). 
 

7. Appendix 2 provides further details on the individual Directorate positions YTD. 
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8. The table below provides a summary of each Division’s financial performance 
to date, highlighting the variance by category of spend and the associated level 
of risk, based upon “Green” – Break-even of underspent, “Amber” – up to 2% 
overspend or “Red” – greater than 2% overspend. 

 
Table 1 

Pays 
Non-
pays Income CRES 

Division 

YTD – August 
Annual 
Budget Risk Variance 

Variance 
(adverse)/positive 

£000s £000s % £000s (RAG) 

171  -622  2  -90  Acute and Diagnostics -539  -1.36% 93,413  A 

118  57  -32  0  Facilities & Clinical Support 144  2.02% 18,949  G 

345  -64  1  -37  Mental Health Directorate 246  2.86% 20,957  G 

355  -152  3  -322  Primary & Community Care -115  -0.48% 58,810  A 

210  -18  1  -41  Womens & Childrens Directorate 152  1.76% 20,480  G 

1,200  -799  -24  -490  Total Delegated IJB Budget -113  -0.13% 212,608  A 

360  53  -30  -155  Corporate Services 229  2.42% 25,382  G 

4  -143  26  -215  Strategic -328  -1.34% 68,998  A 

0  -0  0  0  Non Core Expenditure -0  0.00% 6,258  G 

0  0  0  0  Reserves 0  0.00% 18,807  G 

364  -90  -4  -369  
Total Non-Delegated (NHS 
Board) Budgets -99  -0.28% 119,445  A 

1,564  -888  -29  -860  Total NHS Board -212  -0.17% 332,054  A 
 
 
Efficiency Savings 

 
9. The Board’s financial plan identifies the requirement to deliver recurring cash 

efficiencies of £12.77m.  Development of efficiency plans for 2016/17 has been 
progressing and recurring schemes to the value of £6.99m have been 
indentified and are being progressed and implemented.  
 

10. Additional non-recurrent schemes have also been identified of £5.7m YTD, 
reducing the in year gap to £98k.  Within this non-recurring amount, £4.1m of 
non-recurrent support has been identified in the financial plan, in order to 
enable Directorates time to identify recurring schemes this financial year. 

 
11. Some of the non-recurrent support identified has been released to Directorates, 

recognising that there will be a time delay in securing recurring solutions.  To 
date, £2.56m non-recurrent support has been issued directly to Directorates, 
offsetting the overall gap on CRES. 
 

12. Whilst the in year gap is now £98k, the scale of recurrent gap on CRES of 
£5.5m means that significant further work remains to be undertaken to identify 
the full recurrent efficiency target by the year end.  The non-recurrent support 
put in place is to enable services sufficient time to draw up recurrent solutions 
by the end of this financial year. 
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13. Risk analysis of the deliverability of the current plan shows that 18% of 
schemes are high risk, 14% are medium risk and 68% are low risk.  These will 
be reassessed as and when new schemes and solutions are identified. 

 
14. Appendix 3 provides a high level summary of the annual CRES target and 

achievement to date by Directorate, identifying the YTD plan against YTD 
achievement and the expected achievement by the year end, split between 
recurring and non-recurring schemes. 

 
Key Actions and Recommendations 
 
15. Whilst recognising the difficulty in identifying this year’s efficiency target in full 

on a recurrent basis, it is essential that the workstreams involved in reviewing 
further efficiency ideas deliver these before the end of this financial year. 
 

16. It is also essential that the monitoring and phasing of CRES achievement 
throughout the year is robust in order that cost pressures are not understated 
during the year.  This is kept under continuous review.  Achievement of CRES 
is key in ensuring a breakeven position by the year end. 
 

17. The budget scrutiny meetings continue to challenge and question the 
Directorates in their approach and delivery on recurring solutions and in 
particular, will focus what else can be reviewed and what further corporate 
support is required to help to deliver the efficiency plan in full. 

 
Financial Risks 
 
18. The financial plan for 2016/17 reflects known financial risks and these will 

continue to be monitored and reviewed through the financial reporting cycle.   
 

19. The financial plan requires the delivery of recurring efficiencies of £12.77m to 
achieve financial balance for 2016/17.  To date, there remains a £98k gap on 
the target to be identified, with the overall recurring gap currently identified as 
£5.5m.  This will be challenging to identify in full and remains the biggest 
financial risk identified to date.  

 
20. The other significant financial risk for 2016/17 is the expenditure on medical 

locums to cover the expected level of medical vacancies this year.  A £4.8m 
non-recurring locum reserve has been set aside in the financial plan this year, 
in addition to the recurring locum reserve (£850k) with the expectation that 
locum expenditure will reduce significantly as vacancies are recruited to.  
Locum expenditure YTD is £213k more than anticipated (9%), mainly related to 
the level of ongoing vacancies across Acute and Diagnostics Directorate.   

 
21. Work on the tendering process for the provision of medical agency is yet to be 

agreed.  This means that expectations of reductions in expenditure on both 
rates and VAT savings will no longer be in place for 1st October as originally 
planned.  With expectations of reducing demand across all locum areas by 
£200k, combined with assumed VAT savings of £400k later in the year, this 
represents a risk to the Board in achieving the full amount anticipated in the 
financial plan. 
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22. A detailed analysis of the Prescribing budgets was undertaken in deriving the 
price and volume increases funded in budget setting, as well as further 
exceptional growth on high cost drugs, this will remain a high risk area for the 
Board.  This area will be closely monitored in conjunction with Pharmacy 
Services, together with appropriate clinical teams, to ensure strong control is 
maintained throughout the year. 

 
23. There has been an additional spend of £123k in the month for Primary Care 

Prescribing, £25k of this relates to unidentified CRES in the month (£129k 
YTD) with £80k related to increased regional prescribing (mainly a fall within 
discounts received related to drug mix in the month) and £20k related to 
volume increases.  Comparing April to June 2015 to April and June 2016 there 
has been an increase in cost of 0.04% and volume has increased by 2%.  Early 
indications from July volume data shows a decrease of 4.90% from June to 
July. 

 
24. The Board is still waiting for confirmation on the 2016-17 allocation of the NMF.  

This was assumed to reduce significantly in the Financial Plan from £2.9m to 
£1.95m based upon reduced Pharmaceutical Price Regulation Scheme (PPRS) 
receipts of £60m (from £85m).  The latest estimates after quarter one indicates 
that these receipts may well have reduced further to £45m.  Depending upon 
how the Scottish Government agrees to allocate the NMF this year, this 
presents a potential in year financial risk of between £411k to £1,011k. 

 
Key Actions and Recommendations 

 
25. Budget scrutiny meetings are continuing with the Chief Operating Officer and 

Director of Finance with each General Manager to further focus on the level of 
challenge required this year and how best to ensure financial balance can be 
achieved by the year end. 
 

26. Corporate CRES meetings chaired by the Director of Finance and Chief 
Executive with each Director, held during August and September, identified and 
agreed further efficiencies in most areas, with each Director tasked to identify 
any remaining targets in full on a recurring basis. 

 
27. Joint collaboration with colleagues in other NHS Boards continue with reviewing 

the work undertaken nationally by Quest and the Efficiency and Productivity 
Group to assess what other transformative schemes can be considered locally 
to help close the gap. 

 
28. Further schemes are being discussed in this month’s National Efficiency and 

Productivity meeting, with each NHS Board presenting where they have 
identified innovative improvements over a variety of clinical areas.  A short 
summary of this work will be fed back to next month’s Performance Committee. 
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Directorates’ Overview positions 
 
Delegated Budgets to IJB 

 
29. The YTD position for the delegated budgets to the IJB reports a £113k over 

spend as at the end of August, equivalent to -0.13% variance to plan.  This is 
rated as Amber. 
 

30. As identified in Table 1 above, the largest variance currently relates to the 
Acute and Diagnostics Directorate, at £539k overspent, comprised of the 
following key issues: 

 
• Non delivery of YTD CRES – £90k. 
• Drugs overspend – £301k relating to Dermatology (£123k) and 

Ophthalmology (£136k) activity. 
• Medical Locum funding of £2.28m has been taken YTD, £170k above 

expectations YTD.  This is due to increased expenditure across a number of 
specialties relating to a delay in recruitment to permanent positions and 
higher than previously expected Maternity.  Whilst the Directorate expects 
costs to reduce back down to previous planned levels assumed in the 
financial plan, the YTD increased cost does reflect a higher outturn position 
of £200k. 

 
Actions 
 
31. The Directorate has met with the key clinicians in both Ophthalmology and 

Dermatology to understand the challenges and demands of each service and is 
working with Pharmacy and Finance colleagues to identify the full level of 
pressure across drugs in these specialties. 
 

32. There is a medical locum recovery workshop in early October 2016 to discuss 
the next steps in delivering further efficiencies in medical agency rates and VAT 
savings. 
 

33. Facilities and Clinical Support report an underspend of £144K YTD (£137k 
month 4), with the following key areas contributing to the underlying position: 

 
• Heat/Light/Power – YTD underspend of £56k with an in month underspend 

of £20k, the majority of which is within gas. 
 

• Pays are £118k underspent, with a number of areas within Support Services 
and Property Services that are currently carrying vacancies.  The two main 
areas driving the underspend are Transport and Catering, the underspend 
will not continue at this level. 

 
• A small pressure within Non-pays relates to Transport Services, reflective of 

the level of use of services to aid rapid discharge across the DGRI. 
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34. Mental Health Services report an underspend of £246k YTD (£245k month 4). 
 

• Pays are £345k underspent (£322k month 4).  This is reflective of the level 
of ongoing vacancies across Learning Disability Services, Inpatient Services 
and Social Care Projects. 

 
• Non-pays are overspent by £100k YTD, mainly due to unachieved CRES 

£125k offset by other small underspends throughout Directorate. 
 

35. Primary and Community Care Directorate is reporting an overspend of 
£115k.  This overspend mainly relates to unachieved CRES plans of £229k and 
Primary Care Prescribing of £222k, offset by an underspend in Pays of £355k. 

 
• Primary Care Prescribing expenditure is overspent by £222k YTD, with an 

unfavourable in month variance of £124k.  As described above, the main 
reasons behind this month’s shift relates to the gap on efficiency plans and 
a reduction on the level of discounts received related to drug mix and 
volumes. 

 
• The Pays position of £355k underspent across the Directorate helps to 

offset the unachieved CRES target and the adverse prescribing variance.  
The favourable in month variance of £85k relates to continued vacancies 
and funding drawn down for Patient Flow Coordinators. 

 
• The £355k underspend across Pays relates primarily to Nursing budgets 

including a £95k underspend within the regional STARS service, £120k in 
Community Nursing and £61k across the eight Cottage Hospitals. 

 
36. Womens and Childrens’ Directorate is currently £152k underspent, 

comprised of the following main areas: 
 
• Pays overall are £210k underspent due to Child and Adolescent Mental 

Health Services (CAMHS) vacancy (£27k), Neonatal efficient rostering 
(£50k), Allied Health Professionals  (AHP) vacancies (£31k), Ward 15 
(£18k) and Public Health Nursing (£80k). 
 

• Non-pays across Women and Children’s Directorate are £60k overspent 
YTD, made up of unidentified CRES of £95k offset by £25k general under 
spends. 

 
Key Actions and Recommendations 
 
37. The main driver behind the YTD position on the budgets delegated to the IJB 

relate to the level of unachieved CRES as at the end of August.  The total gap 
as at the end of month 5 is £490k, which is forecast to be £1.07m by the year 
end, with an overall gap of £4.45m recurrently.  
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38. Further work is ongoing across the Directorates, supported by the Finance 
Team in exploring new opportunities and identifying further non-recurrent 
schemes to provide sufficient timelines to achieve CRES on a full recurrent 
basis by the year end. 
 

39. Budget scrutiny meetings will continue with renewed focus on CRES delivery in 
year, as well as recurrent measures to ensure financial balance moving 
forward.  Corporate Directors will also be expected to achieve their efficiency 
targets in full after budget scrutiny meetings held in August and September with 
the Director of Finance and Chief Executive, which reviewed corporate plans 
and achievement to date. 

 
NHS Board Resources (not delegated to IJB) 
 
40. The overall position of the resources not delegated within the remit of the IJB 

reports a £99k – 0.28% adverse position as at the end of August (£256k at end 
of July) (1% variance to plan). 
 

41. As reported last month, following the meetings with the Director of Finance and 
Chief Executive, identification of CRES targets have now been actioned 
cumulatively in the month which explains the majority of the improved position 
in the month.  

 
42. There are no significant overspends YTD across the corporate areas, other 

than the gap on YTD CRES plans of £369k.  These are offset with 
underspends across Pays whilst firm plans are being worked through with each 
Director for the remaining targets still to identify. 
  

43. The adverse variance within Strategic Services of £328k reflects the level of 
unachieved CRES schemes (£215k) relating to External Service Level 
Agreements (SLAs) and high cost activity undertaken across other Health 
Boards.  

 
44. In particular four high cost Vascular patients referred to NHS Tayside are 

expected to cost in the region of £120k.  This issue was discussed at 
Management Team and it was agreed that all further activity of this kind must 
follow the due process as agreed within the terms of reference of the 
Exceptional Referral Panel (ERP). 

 
Key Action and Recommendation 
 
45. All Corporate Directors have met with the Director of Finance and Chief 

Executive and agreed plans to achieve efficiency targets in full by the year end. 
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Quarter One Review 
 
46. Following a detailed review of each of the Directorates’ YTD position which 

focussed on the financial position as at the end of June, informed by an 
assessment of the current financial risks facing each Directorate, an overall 
view has been formed around the organisation’s forecast yearend financial 
position.  The table below provides the summary position of the IJB 
Directorates as well as the corporate areas forecast: 
 

Table 2 

Directorate Q1 Variance Forecast 

  £000s £000s 
IJB Delegated Services     
Primary Care and Community Directorate (66) (393) 
Mental Health 168 366 
Women and Children’s 85 179 
Acute & Diagnostics (213) (1,094) 
Facilities and Clinical Support 156 200 

Total Operating Directorates 131 (742) 

Corporate Directorates  67 (111)  

Strategic/Externals (160) (906) 

Total Corporate (93) (1,017) 

Total NHS Board 37 (1,759) 
 
 

47. This is the position before allocating any reserves or uncommitted cost 
pressures but reflects the significant challenges within the financial position, 
reflected in the monthly reports. 
 

48. Following on from the month 4 Budget Scrutiny Meetings, it was agreed that 
Facilities and Clinical Support Services would retain their non-recurring 
flexibility, improving the IJB delegated services forecast by £200k.  This means 
a revised overall forecast position of £1.759m compared to the initial Quarter 
one forecast of £1.959m. 

 
Current Financial Risks 

 
49. This involved assessing the current financial risks as highlighted in the first 3 

months of this financial year, including revisiting the likely delivery of CRES for 
both the in-year position and the recurring impact. 

 
50. As part of the organisation’s performance and financial management 

processes, the Directorates have been asked to identify what the key financial 
risks are around the delivery of breakeven, recognising it is still early in the 
financial year, and prepare a financial forecast outturn position for the year. 
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51. In addition, there are further risks currently unquantifiable as yet which relate to 

the delivery of a balanced position by the Directorate teams, the uncertainty of 
GP Prescribing at this early stage in the and ongoing achievement of the 
Access Targets as set by the Scottish Government. 

 
52. After considering the level of uncommitted reserves as at month 3, there is a 

level of flexibility within the overall position to support the potential forecast 
overspend of £1.759m.  £500k of this reserve will need to be ring-fenced for the 
delegated IJB resources as per the provisions within the Integration Scheme. 
 
Table 3 – Summary of achieving breakeven 
 £m £m 
Projected Directorate Position at Q1  £1.8m 

Additional e-Health Spend £0.4m  

Secondary Care Drugs Reserve flexibility (£0.5m)  

Assumed recovery of overspends in corporate areas (£0.1m)  

Additional In-year flexibility (£1.0m)  

Central Reserves held to cover balance of cost pressures (£0.6m) £1.8m 

TOTAL  Breakeven 
 

53. 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 31st July 2016.  It 
identifies variances against budget and also highlights where CRES 
targets have not been allocated to operating budgets. 

 
iii. Appendix 3 summarises the CRES plan for 2016/17. 

 
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 details of expenditure on locum staff. 
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Appendix 1

Baseline Earmarked Non Non

Recurring Recurring Recurring Core Total

£000s £000s £000s £000s £000s

Revenue Allocation as at 31st July 2016  279,010  25,968  5,337  0  310,315 

Bundles

Other

Advocacy Additional Funding  15  15 

Carry Forward 15-16  60  60 

Delivering Outpatient Integration Together  25  25 

Golden Jubilee top sliced 90% (Hospital Activity Marginal Costs) (820) (820)

Immunisation Programme Vaccines Part 1 (90%)  346  346 

Primary Care Funding Pharmacists in GP Practices  191  191 

Non Core

AME - Donated Asset Depreciation  207  207 
AME - Impairments  1,000  1,000 
AME - Provisions  400  400 

Total Allocations  15  191 (388)  1,607  1,424 

Revenue Allocation as at 31st August 2016  279,025  26,159  4,948  1,607  311,739 

Anticipated Allocations (1,163)  1,332  4,752  4,921 

Total Revenue Allocation (excl FHS)  279,025  24,996  6,280  6,359  316,660 

Family Health Services Non Discretionary Allocation  15,394 

Total Revenue Allocation (incl FHS)  332,054 

NHS DUMFRIES AND GALLOWAY

REVENUE RESOURCE ANALYSIS

At 31st August 2016
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Annual Budget Pays Ytd Non Pay Ytd Income Ytd Total Ytd

Pay Non Pay Income Total Area Budget Actual Variance Budget Actual Variance Budget Actual Variance Budget Actual Variance Variance

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 %

 69,777  23,933 (297)  93,413 Acute & Diagnostics Directorate  29,682  29,511  171  10,015  10,728 (712) (156) (158)  2  39,541  40,081 (539) -1%

 8,420  11,971 (1,443)  18,949 Facilities & Clinical Support  3,460  3,341  118  4,313  4,256  57 (670) (638) (32)  7,103  6,959  144 2%

 20,476  1,915 (1,435)  20,957 Mental Health Directorate  8,478  8,134  345  719  819 (100) (597) (598)  1  8,601  8,355  246 3%

 26,895  33,054 (1,138)  58,810 Primary & Community Care  11,297  10,942  355  13,333  13,807 (474) (514) (517)  3  24,117  24,232 (115) 0%

 19,528  1,701 (749)  20,480 Womens & Childrens Directorate  8,117  7,906  210  796  855 (60) (272) (274)  1  8,640  8,488  152 2%

 145,097  72,574 (5,062)  212,608 Sub Total - IJB Delegated Budgets (NHS)  61,034  59,834  1,200  29,177  30,466 (1,289) (2,209) (2,185) (24)  88,001  88,114 (113)  0 

 883  1,315 (20)  2,178 Chief Executive  366  352  15  682  687 (5) (5) (5) 0  1,043  1,033  9 1%

 2,703  3,710 (136)  6,277 Chief Officer E Health  1,126  1,014  112  780  858 (78) (28) (22) (6)  1,878  1,850  28 2%

 2,245  970  20  3,236 Finance Directorate  936  877  58 (215) (194) (21)  56  61 (5)  776  745  32 4%

 5,151  2,240 (921)  6,470 Medical Director  2,133  2,058  75  871  915 (44) (253) (258)  6  2,751  2,714  37 1%

 236  333 (61)  508 Non Recurring Projects  103  103 0  139  139 0 (48) (48) 0  194  194 0 0%

 2,327  569 (577)  2,319 Public Health  1,027  1,010  17  151  122  29 (135) (130) (5)  1,043  1,002  40 4%

 422  89 (2)  509 Strategic Planning  180  181 (1)  62  59  3 (1) (5)  5  241  235  7 3%

 1,797  259 (333)  1,724 Workforce Directorate  740  717  23  108  97  11 (114) (91) (23)  734  722  12 2%

 17,983  9,621 (2,222)  25,382 Sub Total - Corporate Services  7,524  7,164  360  2,627  2,728 (101) (696) (666) (30)  9,455  9,226  229 2%

 1,116  48  0  1,164 Acute Serv Redevelopment Proj  311  308  3  48  51 (3)  0 (0)  0  359  359 (0) 0%

 0  0 (4,986) (4,986) Central Income  0  0 0  0  0 0 (2,078) (2,103)  25 (2,078) (2,103)  25 -1%

 0  32,600 (3,035)  29,565 External & Resource Transfer  0  0 0  9,623  9,974 (350) (1,227) (1,227)  0  8,397  8,747 (350) -4%

 0  2,942 (350)  2,592 Minor Capital Projects  0  0 0  1,106  1,110 (3) (350) (350) (0)  756  760 (3) 0%

 0  1,370  0  1,370 Pfi Cresswell  0  0 0  630  630  0  0  0 0  630  630  0 0%

 362  40,943 (2,012)  39,293 Primary Care  151  149  2  17,076  17,077 (1) (838) (838) (0)  16,388  16,388  1 0%

 1,478  77,903 (10,383)  68,998 Sub Total - Strategic  462  457  4  28,483  28,841 (358) (4,493) (4,518)  26  24,452  24,780 (328) -5%

0  6,258 0  6,258 Non Core Expenditure 0 0 0  2,087  2,087 (0) 0 0 0  2,087  2,087 (0) 0%

 19,461  93,782 (12,606)  100,638 Sub Total - Non Delegated Budgets (NHS Board)  7,986  7,622  364  33,197  33,656 (459) (5,189) (5,184) (4)  35,994  36,093 (99) 0%

 164,558  166,356 (17,668)  313,246 Total (Combined) Operating Budgets  69,020  67,455  1,564  62,373  64,121 (1,748) (7,398) (7,370) (29)  123,995  124,207 (212) 0%

 1,294  17,513 0  18,807 Reserves 0 0 0 0 0 0 0 0 0 0 0 0 0%

 165,852  183,869 (17,668)  332,054 Grand Total  69,020  67,455  1,564  62,373  64,121 (1,748) (7,398) (7,370) (29)  123,995  124,207 (212) 0%

Strategic

NHS DUMFRIES AND GALLOWAY
EXPENDITURE ANALYSIS

05 Months Ended 31st August 2016

Operating Directorates

Corporate Services
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Recurring 16-17 

Target

Non 

recurring 16-

17 Target

Total 16-17 

Target

YTD Planned 

Savings

YTD Actual 

Savings

Scheme 

Variance YTD

16-17 

Recurring 

Schemes

In Year 16-17 

Schemes

Total 16-17 

Schemes

16-17 Recurring 

CRES Gap

In Year 16-17 

CRES Gap

Operational

Acute and Diagnostics 3,653,000 0 3,653,000 903,483 813,300 (90,183) 657,672 2,778,888 3,436,560 (2,995,328) (216,440)

Facilities and Clinical Support 840,000 0 840,000 358,681 358,681 0 713,279 126,721 840,000 (126,721) 0

Mental Health 937,000 0 937,000 286,250 265,443 (20,807) 937,000 0 937,000 0 0

Primary and Community Care 1,325,000 0 1,325,000 515,340 322,943 (192,397) 873,914 0 873,914 (451,086) (451,086)

Women and Children 935,000 0 935,000 605,167 572,575 (32,592) 375,780 481,000 856,780 (559,220) (78,220)

Prescribing 2,453,000 0 2,453,000 1,022,084 867,917 (154,167) 2,083,000 0 2,083,000 (370,000) (370,000)

Operational Total 10,143,000 0 10,143,000 3,691,005 3,200,859 (490,145) 5,640,645 3,386,609 9,027,254 (4,502,355) (1,115,746)

Corporate 

Chief Executive 45,000 0 45,000 27,612 27,612 0 19,000 26,000 45,000 (26,000) 0

Public Health 100,000 250,000 350,000 145,833 145,833 0 37,000 313,000 350,000 (63,000) 0

Medical Director 143,000 0 143,000 62,854 55,068 (7,786) 37,963 86,350 124,313 (105,037) (18,687)

E-Health 211,000 0 211,000 87,917 0 (87,917) 0 0 0 (211,000) (211,000)

Director of Nursing 94,000 0 94,000 39,167 16,248 (22,919) 30,000 8,994 38,994 (64,000) (55,006)

Workforce 86,000 0 86,000 35,833 19,418 (16,415) 37,651 8,953 46,604 (48,349) (39,396)

Finance 129,000 0 129,000 53,750 53,750 0 129,000 0 129,000 0 0

Strategic Planning 27,000 0 27,000 11,250 11,250 0 27,000 0 27,000 0 0

Corporate Total 835,000 250,000 1,085,000 464,216 329,179 (135,037) 317,614 443,297 760,911 (517,386) (324,089)

Corporate Work-Streams

External SLAs 1,000,000 0 1,000,000 416,667 201,915 (214,752) 484,596 0 484,596 (515,404) (515,404)

Procurement 500,000 0 500,000 208,333 208,333 0 500,000 0 500,000 0 0

Prescribing - Corporate 47,000 0 47,000 19,583 0 (19,583) 0 0 0 (47,000) (47,000)

Non-Recurring Central Support 1,904,000 1,904,000 1,904,000

Corporate Work-Streams Total 1,547,000 0 1,547,000 644,583 410,248 (234,335) 984,596 1,904,000 2,888,596 (562,404) 1,341,596

Grand Total 12,525,000 250,000 12,775,000 4,799,803 3,940,286 (859,517) 6,942,855 5,733,906 12,676,761 (5,582,145) (98,239)

High 18.10%

Medium 13.99%

Low 67.91%

Risk Profile of Identified Schemes

NHS DUMFRIES AND GALLOWAY
SUMMARY CRES PLAN 2016-17
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Year 2016 August

Acute & 

Diagnostics 

Dir

Mental Health 

Directorate

Primary & 

Community 

Care 

Womens & 

Childrens 

Directorate

Corporate 

Services
Strategic

Non Core 

Expenditure

Facilities & 

Clinical 

Support

Total

Account 

Type
Account Summary

Ytd Variance 

£000

Ytd Variance 

£000

Ytd Variance 

£000

Ytd Variance 

£000

Ytd Variance 

£000

Ytd Variance 

£000

Ytd Variance 

£000

Ytd Variance 

£000

Ytd Variance 

£000

Pay Admin & Clerical 59 (8) 38 (5) 222 1 0 10  316 

Ahp (73) 36 (12) 20 0 0 0 (2) (31)

Ancillary 1 (14) (57) 8 (20) 2 0 101  21 

Health Science Services 72 66 7 6 65 0 0 10  225 

Med/Dental Support 1 0 0 0 (18) 0 0 0 (17)

Medical & Dental (1) (20) 8 (11) 49 0 0 0  25 

Miscellaneous 0 11 29 0 15 0 0 0  54 

Nursing 111 274 345 193 44 2 0 0  967 

Senior Managers 0 0 0 0 3 0 0 0  3 

Pays  171  345  355  210  360  4  0  118  1,564 

Non Pay Clinical (95) (4) (49) (38) 22 0 0 (23) (186)

Drugs (301) (14) 6 21 (29) 0 0 (0) (317)

Equipment & Service Contracts (124) (0) (42) (6) (67) (3) 0 8 (234)

Excluded (90) (125) (229) (95) (135) (215) 0 0 (889)

Externals (35) (8) 14 (0) (16) (140) 0 0 (185)

Family Health Services 0 0 (228) 0 0 2 0 0 (226)

General Services 9 7 (28) (4) (13) (1) 0 (5) (34)

Hotel Services (18) 3 (26) (1) (6) (0) 0 (39) (86)

Other (4) 37 52 12 134 10 0 (7)  234 

Property (11) 0 14 (8) (72) (15) (0) 133  42 

Publicity & Advertising 5 (7) (4) (0) 28 (1) 0 1  23 

Travel/ Training/ Recruitment (50) 11 45 58 52 4 0 (9)  110 

Non Pay (712) (100) (474) (60) (101) (358) (0)  57 (1,748)

Income Fhs Income 0 0 3 0 (10) (0) 0 0 (7)

Hch Income (4) 0 (4) 0 (18) 26 0 (4) (3)

Other Operating  Income 6 1 4 1 (2) (1) 0 (28) (19)

Income  2  1  3  1 (30)  26  0 (32) (29)

TOTAL (539)  246 (115)  152  229 (328) (0)  144 (212)

Variances - Year To Date Month: 

NHS DUMFRIES AND GALLOWAY
Subjective Report
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NHS D&G: Locum Costs

Actual Locum Costs: Internal & External

2016-17
£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Directorate Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Total

Acute & Diagnostics 695 825 834 741 811 0 0 0 0 0 0 0  3,906 

Mental Health 0 0 0 0 0 0 0 0 0 0 0 0  0 

Primary & Community 82 127 90 101 104 0 0 0 0 0 0 0  504 

Womens & Childrens 41 33 36 42 39 0 0 0 0 0 0 0  191 

Other 0 2 2 4 2 0 0 0 0 0 0 0  10 

Total  818  987  962  888  956  0  0  0  0  0  0  0  4,611 

2015-16
£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Directorate Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Total

Acute & Diagnostics 709 782 763 964 907 780 793 650 734 807 635 990  9,514 

Mental Health (8) 13 5 20 6 1 (5) 0 0 0 0 0  32 

Primary & Community 99 71 62 172 30 103 117 87 111 96 84 94  1,126 

Womens & Childrens 16 29 3 (6) 32 28 33 21 37 21 29 38  281 

Other 19 22 20 23 21 22 23 23 24 20 20 24  261 

Total  835  917  853  1,173  996  934  961  781  906  944  768  1,146  11,214 

Cumulative (Over) / Under  17 (70) (109)  285  40  934  961  781  906  944  768  1,146  6,603 

Locum Funding from Reserves

2016-17

£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Directorate Apr-16 May-16 Jun-16 Jul-16 Aug-16 Sep-16 Oct-16 Nov-16 Dec-16 Jan-17 Feb-17 Mar-17 Total

Acute & Diagnostics 369 459 494 431 530 478 417 412 383 370 360 475  5,178 

Mental Health 0 0 0 0 0 0 0 0 0 0 0 0  0 

Primary & Community 24 33 45 37 40 46 53 18 64 47 48 30  485 

Womens & Childrens 20 14 26 20 25 25 56 15 28 9 16 25  279 

Other 0 0 0 0 0 0 0 0 0 0 0 0  0 

Actual Ytd and Projection  413  506  565  488  595  549  526  445  475  426  424  530  5,942 

2016-17 Locum Reserve Funding  5,650 

2015-16
£000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000 £000

Directorate Apr-15 May-15 Jun-15 Jul-15 Aug-15 Sep-15 Oct-15 Nov-15 Dec-15 Jan-16 Feb-16 Mar-16 Total

Acute & Diagnostics 388 378 391 464 425 448 417 412 383 370 360 475  4,911 

Mental Health 0 0 0 0 0 0 0 0 0 0 0 0  0 

Primary & Community 43 53 1 124 (40) 46 53 18 64 48 48 30  488 

Womens & Childrens 10 10 0 0 15 25 56 15 28 9 16 25  209 

Other 0 0 0 0 0 0 0 0 0 0 0 0  0 

Total  441  441  392  588  400  519  526  445  148  427  424  530  5,608 
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RECOMMENDATION 

 
The Board is asked to note: 

• The allocations received to date. 
• The capital expenditure incurred to date. 

 
The Board is asked to approve: 

• The three changes to the capital budget 
 
 
CONTEXT 
 
Strategy / Policy: 
 
The Board has a statutory financial target to deliver a breakeven position against its 
Capital Resource Limit (CRL).  
 
Organisational Context / Why is this paper important / Key messages: 
 
Allocations of £110.580m have been received from Scottish Government Health 
and Social Care Directorate (SGHSCD) to the end of August 2016. 
 
Expenditure of £158k has been incurred to the end of August 2016. 
 
 

Agenda Item 101 
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GLOSSARY OF TERMS 
 
ASRP  - Acute Services Redevelopment Project 
BMS   - Building Management System 
CDC   - Crichton Development Company 
CIG   - Capital Investment Group 
CRL   - Capital Resources Limit 
CSSD  - Central Sterilisation Services Department 
IM&T  - Information Management & Technology 
LDP   - Local Delivery Plan 
MYR   - Mid-Year Review 
NBV   - Net Book Value 
NPD   - Not for Profit Distribution 
SGHSCD - Scottish Government Health and Social Care Directorate 
YTD   - Year to Date 
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MONITORING FORM 
 

Policy/Strategy Implications • Capital Plan, Property Strategy & IM&T Strategy 
 
 

Staffing Implications • Not Applicable 
 
 

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

 
Consultation / Consideration • Capital Investment Group, Management Team and 

Performance Committee  
 
 

Risk Assessment • No 
 
 

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

 
Compliance with Corporate 
Objectives 

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

 
Single Outcome Agreement 
(SOA) 

• Not applicable. 
 
 

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

 
Impact Assessment 
 
• Not Applicable 
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Allocations Update 
 
1. To the end of August 2016 a capital allocation of £110.580m has been 

received. 
 

Capital Budget 
Anticipated 

£000 

Allocation 
Received 

£000 

Allocation 
Outstanding 

£000 
SGHSCD Formula Allocation 3,475 3,475 0 
Asset Sale Proceeds -262  0 -262 
NPD – Acute Enabling 2,000 2,000 0 
NPD – Building Addition (non cash) 101,000 101,000 0 
Property Strategy Implementation 0  0 0 
Energy Initiatives 205 205 0 
Clinical Change Programme 0  0 0 
Return 15/16 Virement 3,900 3,900 0 
Capital to Revenue Transfer -3,092  0 -3,092 
Total Available 107,226 110,580 -3,354 

 
2. Two allocations are outstanding at this time and dialogue is ongoing with 

SGHSCD to ensure that these are processed. 
 
•  A reduction in allocation of £3.092m is anticipated in respect of a planned 

transfer of capital budget to revenue for the Acute Services Redevelopment 
Project (ASRP).  This funding is required to cover the expenditure to be 
incurred on completing the fibre projects and the expenditure already 
incurred on completing the foul water project.  Scottish Government have 
indicated that there is a risk around all capital to revenue transfers this year 
and the Board is awaiting further clarification on the matter. 
 

•  A reduction for the capital receipts is also outstanding which require to be 
transferred back centrally for redistribution as part of the overall NHS 
Scotland capital plan.  The current plan has £262k allocated for this however 
it is anticipated that the Board may over deliver on this slightly.  Once sales 
have been confirmed this will be updated to reflect actual balance to be 
returned.  

 
3. Three amendments have been made to the anticipated allocations since 

previously reported to Board. 
 

•  As part of the Local Delivery Plan (LDP) submission £2m was included for 
works in relation to implementing the clinical change programme.  This work 
is still in its early stages and therefore the timing of any associated business 
cases will not be within this financial year.  This has now been removed from 
anticipated allocations. 

 

NOT PROTECTIVELY MARKED 
Page 4 of 8 



•  Discussions with SGHSCD indicate that it is unlikely that we will receive any 
funding for property strategy implementation and as such the £185k that was 
included within the LDP has been removed from anticipated allocations. 

 
•  An allocation of £205k has been received in August for Energy Initiatives of 

which £155k is for lighting projects and £50k is for a Building Management 
System (BMS) upgrade.  

 
4. The final anticipated allocation for the year is currently £107.226m. 
 
 
Budget and Expenditure Update 
 
5. The table below shows the budget position previously approved at Board in 

August and the amendments required.  In addition the respective expenditure 
to end of August 2016 for each programme has been included for information. 
 

2016-17 Capital Budget 

Budget 
Approved 

August 
Amendment 

Required 

Revised 
Budget for 
Approval 

Expenditure 
to August 

2016 
£000s £000s £000s £000s 

ASRP NPD Addition 101,000 0 101,000 0 
ASRP Equipment 2,000 0 2,000 0 
ASRP Creswell/DGRI 260  0  260  103 
Replacement Programme 3,523 (185) 3,338 40 
Developments 685  0  685  14 
Clinical Change Programme 2,000 (2,000)  0  0 
Energy Initiatives 0  205  205  0 
Capital Expenditure 109,468 (1,980) 107,488 158 
Less Capital Income - NBV  -262 0 -262 0 
Net Capital Expenditure 109,206 (1,980) 107,226 158 

 
6. The following amendment to the Capital Plan require Board approval: 

 
•  £195k reduction to the replacement programme to reflect the removal of the 

property strategy allocation highlighted above. 
•  £2,000k reduction for the Clinical Change Programme to reflect the removal 

of the allocation highlighted above. 
•  £205k budget allocation to support energy initiatives as per the allocation.  

The planned expenditure for this will be managed through the Capital 
Investment Group (CIG). 

 
7. Very low levels of expenditure have been incurred to date which reflects where 

the Board is in terms of its replacement programme.  This in part is due to the 
complexity added with the new build equipping project where all requested 
replacements require to be mapped against the transfer programme. 
 

8. Further details of each programme are detailed below.  
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Programme Updates 
 
ASRP New Addition 
 
9. This £101m budget relates to the technical accounting entry which is required 

to bring the NPD asset on balance sheet.  This is a non cash adjustment which 
reflects the estimated capital works undertaken by Laing O’Rourke (LOR) on 
the project during the year as part of the project.  The actual expenditure will be 
incurred throughout the 25 year life of the contract as a revenue charge once 
the building is formally handed over.  Quarterly updates are received from LOR 
to verify the level of capital expenditure being incurred on the project; any 
movement on this budget requires to be supported from SGHSCD. 

 
10.  Reports received from Laing O’Rourke the main constructor and Currie & 

Brown the Board’s independent tester advise that the project is on schedule for 
hand over less than 12 months from now on 11th September 2017.  Work 
streams continue to meet to fully develop the clinical models and to work 
through Workforce and Transition.  A specific work stream has been created to 
manage Commissioning and Migration. 

 
ASRP Equipment 
 
11. This is the first draw down from the £33m allocated as part of the approved 

business case for the ASRP project and is for a specific piece of IT work which 
requires to be taken forward well in advance of handover.  

 
12. The procurement under the Digital and Telephony (DATs) framework for the 

purchase of network, telephony and Wifi equipment has taken place and the 
order has now been raised with the successful supplier Capita.  The delivery 
and commissioning of the equipment will take place over the next 12 months.  
Minimal slippage is anticipated on this budget. 

 
ASRP Cresswell/DGRI 
 
13. This budget is set aside to support the fees associated with progressing the 

Cresswell Project including the delivery of a further business case which is 
required to release the money already approved within the ASRP funding 
arrangement. 

 
14. The project governance arrangements have now been set up.  It has been 

agreed that rather than set up a further Project Board, the ASRP Programme 
Board will provide the overarching governance role.  A project team and three 
sub groups have now been set up and have started meeting to take forward 
this complex piece of work.  The three sub groups are Commercial, Technical 
and Workstreams.  In addition advisors have been appointed; Balfour Beatty as 
supply chain partner and associated technical advisors; Shepperd and 
Wedderburn as Legal advisors; Ernst and Young as financial advisors and 
Capita is providing additional project management support as well as being part 
of the technical advisors team provided through Balfour Beatty. 

 
15. A fully worked up budget estimate is now being prepared following the 

implementation of the project structure. 
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Replacement Programme 
 
16. This budget covers all replacements, including a contingency sum of £200k for 

unplanned/emergency replacements.  A number of approvals have been made 
including the replacement of the CSSD autoclaves, the ongoing renal dialysis 
replacement programme, IT hardware at Crichton and scopes and stacker 
system replacement. 

 
17. The medical equipment replacements for DGRI continue to be worked through 

as part of the linkage with the new hospital equipment team and are expected 
to be agreed in the next month.  

 
18. A review of potential slippage will be carried out at Mid Year Review to identify 

any acceleration required to deliver against budget. 
 
Development Programme 
 
19. Funding is set aside annually to cover capital developments which are required 

across the region for property, IT and equipment.  This can capture capital 
expenditure which has been approved as part of a wider service development 
or proposals put in directly to CIG from General Managers.  

 
20. The developments being taken forward this year include the purchase of the 

GP premises at Moffat, the investment in a critical care system which will 
transfer to the new hospital, an additional lift at midpark hospital to support 
patient access, a bedside ordering system for meals and a booking 
management system for the residencies as part of an efficiency plan. 

 
21. Expenditure on these projects may span over two years and will be managed 

as part of the ongoing delivery of the capital plan by CIG. 
 
Energy Initiatives 
 
22. As part of the NHSScotland Recycled Saving Scheme the Board have had a 

range of schemes supported which include lighting projects at four sites and 
BMS upgrade and improved controls at five sites. 

 
Capital Income 
 
23. Sales are progressing as planned for 2016/17 and are expected to complete in 

advance of year end, as previously noted this is returned to SGHSCD for 
reinvestment and not retained locally.  

 
Donated 
 
24. Donated assets are not funded from within the Boards £107m allocation 

however a separate non-core allocation is required therefore all bids still require 
to be approved via CIG. 
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Risks 
 
25. A risk has been highlighted in terms of the capital to revenue transfer required 

to fund the costs already incurred on the completion of the foul project and the 
ongoing work on the fibre route.  Discussions continue with SGHSCD to ensure 
that this risk is mitigated. 

 
26. Until final budgets have been committed for the replacement and development 

programme there is a risk of having to manage an underspend with SGHSCD.  
This will be assessed at Mid Year review and taken forward as necessary. 

 
Recommendation 
 
27. The Board are asked to note the updates provided and formally approve the 

amendments to the capital budget as set out under point 6 of the paper. 
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RECOMMENDATION 
 
The NHS Board is asked to note: 

• the contribution of work led by Public Health to support the strengthening of 
individual and community health and wellbeing across Dumfries and Galloway 
through building community resilience. 

 
• the change of management of the community development programme, 

Building Healthy Communities, to localities to strengthen integration with 
locality health improvement teams and enhance and improve population 
health and wellbeing. This transfer of management arrangements will take 
effect from October 2016, with a transition phase until January 2017. 

 
 
CONTEXT 
 
Strategy / Policy: 
 
National Health and Wellbeing Outcomes for Health and Social Care  
Dumfries and Galloway Single Outcome Agreement 
Community Development National Occupational Standards 
Community Empowerment Act. 
Mental Health Strategy 2012-15 (including work on Public Mental Health) 
 
Organisational Context / Why is this paper important / Key messages: 
 
Dumfries and Galloway Health and Wellbeing (DGHW) have developed a framework 
of action to improve the health and wellbeing of the population of Dumfries and 
Galloway which has clearly defined outcomes. One of the long term outcomes 
identified is ‘Individuals and communities are strong and resilient’, with the aim of 
achieving this through local engagement and capacity building.  By working in 
partnership with individuals, families and communities, as well as a range of other 
agencies, it is expected that this will lead to reduced health inequalities. 
 

Agenda Item 103 
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Health and Social Care Integration brings together NHS and local authority social 
care services under one partnership. The aim is to place ‘a greater emphasis on 
enabling people to stay in their homes, or another homely setting, where possible, 
sharing their lives with their family and friends, doing the things that give life meaning 
and value.’ http://www.gov.scot/Topics/Health/Policy/Adult-Health-SocialCare-
Integration 
 
Of the nine National Health and Social Care Outcomes, the following have particular 
relevance to strengthening individual and community resilience: 

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. 

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 reducing any negative impact of their caring role on 
their own health and well-being. 

 
Key Messages: 

• Community and individual resilience is key to developing and maintaining 
health and wellbeing 

• Building community and individual resilience comprises of using an asset 
based approach and the principles of community development 

• All the work of DGHW aims to strengthen communities using these values 
and evidence based approaches  

• Building Healthy Communities (BHC) is our specific community development 
programme, whose work is within communities and will be managed within 
localities, with professional support from DGHW within the Directorate of 
Public Health 
 

 
GLOSSARY OF TERMS 
 
Asset based approaches: 
‘involves mobilising the skills and knowledge of individuals and the connections and 
resources within communities and organisations rather than focusing on problems 
and deficits’.  
www.healthscotland.com/uploads/documents/17101-
assetBasedApproachestoHealthImprovementBriefing.pdf  
 
Capacity building: 
‘Development work that strengthens the ability of community organisations and 
groups to build their structures, systems, people and skills so they are better able to 
define and achieve their objectives.  It includes aspects of training, organisational 
and personal development and resource building...reflecting the principles of 
empowerment and equality’. 
http://www.educationscotland.gov.uk/communitylearninganddevelopment 
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Community development: 
‘a method of community and network building that starts by locating the assets, skills 
and capacities of citizens and local organisations, rather than focusing on their 
needs and deficits. The aim is to help people to improve their resilience, 
independence and wellbeing by focusing on what can be done through communities 
working together.’ 
http://www.health.org.uk/publication/head-hands-and-heart-asset-based-
approaches-health-care 
 
Community resilience: 
 ‘our ability to cope with and bounce back from adversity. Some people describe it as 
the ability to bend instead of breaking when under pressure or difficulty, or the ability 
to persevere and adapt when faced with challenges’. 
http://www.actionforhappiness.org/10-keys-to-happier-living/find-ways-to-bounce-
back/details  
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MONITORING FORM 
 

Policy / Strategy  − Dumfries and Galloway Single Outcome Agreement 
/ Local Outcome Improvement Plan 

− National Health and Wellbeing Outcomes for Health 
and Social Care  

− Mental Health Strategy 2012-15 (including work on 
Public Mental Health) 

− Community Development National Occupational 
Standards 
 

Staffing Implications Currently this work is being undertaken as part of 
existing roles.  
 

Financial Implications Recurring funding  
 

Consultation / 
Consideration 

This paper has not been presented anywhere else 
 

Risk Assessment None of note 
 

Sustainability Core work of DGHW and action to improve population 
health and wellbeing in Dumfries and Galloway 
 

Compliance with Corporate 
Objectives 
 

To reduce health inequalities across NHS Dumfries 
and Galloway. 
 
Continue to support and develop partnership working 
to improve health and wellbeing outcomes for the 
people of Dumfries and Galloway. 
 

Single Outcome Agreement 
(SOA) / Local Outcome 
Improvement Plan 
 

We will prepare our young people for adulthood and 
employment 
 
We will care for our older and vulnerable people 
We will maintain the safety and security of our region 
 

Best Value • commitment and leadership 
• responsiveness and consultation  
• joint working 
• sound governance at a strategic and operational 

level 
• Equal Opportunities arrangements 

 
Impact Assessment 
Addressing inequalities is an ongoing and integral part of the wider programme of 
work. This report updates continuing work. 
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Context  
Dumfries and Galloway Health and Wellbeing (DGHW) have developed an outcome 
focussed framework to improve the health and wellbeing of the population of 
Dumfries and Galloway. A key element of this is strengthening communities through 
building community resilience. This programme of work is based on the evidence for 
effective practice in building community resilience, and the associated concepts of 
asset based approaches and community development. 
 
Community Resilience 
Resilience has been described as ‘our ability to cope with and bounce back from 
adversity...the ability to persevere and adapt when faced with challenges’1. This 
perspective offers an opportunity to support both individuals and communities to 
move beyond crisis and to adjust to new circumstances. It provides the basis for 
strengthening communities, particularly developing capacity to take action which will 
lead to health improvement and begin to address the social determinants of health2.  
 
The concept of resilience was initially developed around studies of children, which 
identified instances of ‘children flourishing in challenging circumstances’3. Such 
children appear to have a range of protective internal factors, including self-efficacy, 
internal locus of control, social competence, a secure base etc, as well as having 
positive external factors, such as strong parent-child relationships and positive 
experiences within the community. Within adulthood, resilience is manifested in the 
ability of individuals to maintain a sense of meaning despite experiencing difficulties 
and testing circumstances4. 
 
Two approaches which have been identified as important aspects of strengthening 
communities are asset-based approaches and community development3.  
 
Asset based approaches 
Asset based approaches  

‘involve(s) mobilising the skills and knowledge of individuals and the 
connections and resources within communities and organisations rather than 
focusing on problems and deficits’4.  

 
It has been described as ‘a glass half-full’ approach’, and encourages active 
involvement in decision making5. An asset based approach starts with people's 
energy, skills, interests, knowledge, and life experience6. 
People are not seen as passive recipients of services, but as active citizens, who 
have a range of assets that can be drawn on to improve health and health services.  

1 http://www.actionforhappiness.org  
2 South, J. (2015) A guide to community-centred approaches for health and wellbeing. London: Public Health 
England 
3 Glasgow Centre for Population Health (2014) Resilience for public health: supporting transformation in 
people and communities. Glasgow: Glasgow Centre for Population Health 
4 www.healthscotland.com/uploads/documents/17101-
assetBasedApproachestoHealthImprovementBriefing.pdf   
5 Foot, J. (2010) A glass half-full. How an asset approach can improve community health and wellbeing. 
London: Improvement and Development Agency (IDeA) 
6 Glasgow Centre for Population Health (2011) Asset based approach for health improvement. Redressing the 
balance. Glasgow: Glasgow Centre for Population Health 
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Engagement plays a key part in developing an asset based approach. Public Health 
in Dumfries and Galloway, including DGHW and the locality based Health 
Improvement Teams, have considerable experience of involving the public in 
consultation, through a range of community engagement activities, including 
participatory appraisal. Involving people in decisions about their own health can 
boost self-confidence and self-efficacy, as well as improve decision making7.  
 
From a service perspective, effective involvement can: 

• improve provision 
• reduce unnecessary consultations 
• make the best use of limited services 
• 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 costs13.  
 

Currently one of the key strategic agendas, Health and Social Care Integration, is 
explicit in requiring the involvement of local people in decision making8. 
 
Community Development 
An asset based approach is closely aligned to the principles of community 
development. These include seeking to empower individuals by identifying the 
knowledge, skills and abilities needed to effect change in their lives, and empowering 
communities by identifying common experiences and building on these to find 
collective solutions, often through the formation of social, campaigning or activity 
groups9. It is an approach which starts with the community’s own agenda, as 
identified by them, rather than ‘experts’, such as professionals and politicians, 
making decisions about what is best for a community10.  
 
Community development has been defined as being about: 

‘building active and sustainable communities based on social justice and 
mutual respect. It is about changing power structures to remove the barriers 
that prevent people from participating in the issues that affect their lives.  
Community workers support individuals, groups and organisations in this 
process11.’ 

 
Community development seeks to engage all parts of the community and address 
barriers to participation, particularly for those most vulnerable and excluded. 
This involves ensuring that all voices are heard, not just the voices of the most 
dominant and confident. 

7 Gregson, R. with Court, L. (2010) Building Healthy Communities: A Community Empowerment Approach. 
London: Community Development Foundation 
8 http://www.sssc.uk.com/workforce-development/our-current-work/health-and-social-care-integration  
9 Scottish Community Development Centre (2011) Community Development and Co-production: Issues for 
Policy and Practice. Glasgow: Scottish Community 
Development Centre. 
10 Brown, S.J., Learmonth, A.M. and Mackereth, C.J. (2015) Promoting Public Mental Health and Wellbeing. 
London: Jessica Kingsley 
11 Standing Conference for Community Development (SCCD) (2001) The Strategic Framework for Community 
Development. Falkland, Fife: International Association for Community Development. 
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It is a process that: needs time and commitment; is ongoing and not a short-term 
answers to problems; recognizes the interconnectedness of communities and also 
that a holistic approach is crucial. Key values which are core to the community 
development process include social justice, self-determination and working and 
learning together12. 
 
The Standing Conference for Community Development13 identifies several 
commitments for action, which include: challenging inequalities, power imbalances 
and discrimination within organizations, communities and in the wider society; 
ensuring working practice and policy is environmentally sound; encouraging 
networking between individuals, communities and organizations, and promoting 
access and choice for all; working from the perspectives of communities and 
influencing policies affecting those communities; and supporting collective action. 
 
A further key element of community development is capacity building. This has been 
defined as:  
 

‘Development work that strengthens the ability of community organisations 
and groups to build their structures, systems, people and skills so they are 
better able to define and achieve their objectives ...It includes aspects of 
training, organisational and personal development and resource 
building...reflecting the principles for empowerment and equality14’. 

 
Evidence  
There is an extensive body of evidence on the benefits of community engagement 
and empowerment in addressing the social determinants of health and removing 
barriers for vulnerable and marginalised populations.15,16 There is also evidence on 
the positive impact of volunteering17, 18  and community engagement 21 with a 
number of benefits reported including better physical and mental health, improved 
wellbeing, self-confidence, and social relationships.19 
 
Building Healthy Communities (BHC) 

12 Community Development Cymru (2007) National Strategic Framework for Community Development in 
Wales. Powys: Community Development Cymru. 
13 Standing Conference for Community Development (SCCD) (2001) The Strategic Framework for Community 
Development. Falkland, Fife: International Association for Community Development. 
14 http://www.educationscotland.gov.uk/communitylearninganddevelopment  
15 The Marmot Review.  Fair Society, Health Lives.  The Marmot Review.  The Marmot Review , 2010. 
16 UCL Institute of Equity.  Review of social determinants and the health divide in the WHO European 
Region: executive summary.  Copenhagen: World Health Organisation Europe, 2013. 
17 Jenkinson CE, Dickens AP, Jones K, Thompson-Coon J, Rtaylor RS, T Rogers M, et all.  Is 
volunteering a public Health intervention?  A systematic review and meta-analysis of the health and 
survival of volunteers.  BMC Public Health.  2013, 13:773 
18 Mundle C, Naylor C, Buck D.  Volunteering in health and care in England.  A summary of key 
literature.  London:  The King’s Fund, 2012. 
 
19 Attree P, French B, Milton B, Povall S, Whitehead M, Popay J.  The experience of community 
engagement for individuals: a rapid review of evidence.  Health and Social Care in the Community.  
2011;19(3):250-60 
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Building Healthy Communities (BHC) was established in 2001 by Public Health to 
promote the health and wellbeing of the most disadvantaged individuals, families, 
communities and organisations in Dumfries and Galloway. It is a Dumfries and 
Galloway region wide community development programme, which focuses on 
increasing community resilience so that individuals and communities are able to 
respond positively to challenging health, social and financial circumstances, thus 
supporting improved health and wellbeing.  
 
All localities are involved in community development work, with Annan and Eskdale 
having a community development worker funded from outside the BHC resource. 
Stewartry aims to appoint to a similar post in the near future. BHC is based in areas 
of particular deprivation: Dumfries and Lower Nithsdale; Upper Nithsdale; Newtown 
Stewart and the Machars; West Wigtownshire.  
 
A wide range of activities are developed and facilitated by local people, volunteers 
and agencies, and include promoting physical activity, social and creative groups, 
health activities, and a wide range of interventions to build individual and community 
resilience. In 2014/15, 419 volunteers and 4578 local people have benefited from 
participation in interventions, ‘1 to 1’ support, volunteering and training opportunities.  
 
A recent independent external evaluation20 has demonstrated the positive impact of 
BHC on the community in terms of improved health and wellbeing. For example, 
most of the beneficiaries agreed that since joining BHC they were spending more time 
with people, had gained new skills, had better health and increased self-confidence. The 
majority of volunteers reported positive health and social gains.  
 
The evaluation established that the programme reaches some of the most deprived 
groups within the population, thus working to reduce inequalities. BHC reaches a 
large number of carers and people with long term conditions who attend activities. 
Older people are the main beneficiaries. It was identified that fewer men attend, and 
this will be addressed in future planning.  
 
BHC and integration into localities 
The Chief Executive, Interim Directors of Public Health and Chief Officer for Health 
and Social Care Integration, have all agreed that BHC is to be managed as part of 
the Health and Social Care Integration (HSCI) localities structure. This agreement is 
based on the premise that building community and individual resilience is 
fundamental to the success of HSCI and the contribution of a community 
development approach to promoting health and wellbeing must be integral. 
 
Line management will lie within the appropriate Locality Teams. Professional 
development and effective practice in community development will also be supported 
by the continuation of the region-wide partnership network which will be chaired by 
the Director of Public Health. 
The role and remit of this network will be to reduce health inequalities using a 
community development approach to promote the health and wellbeing of the most 

20 Brown, J., Woodhouse, A. (2016) Dumfries and Galloway Building Healthy Communities:  
Evaluation 
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disadvantaged individuals, families and communities, and support community 
engagement.  Membership of this network is expected to include Locality Managers, 
local authority representation, Third Sector and other agencies in the wider 
community, community members and BHC workers.   
 
Conclusion 
It is acknowledged that building community and individual resilience is fundamental 
to the success of HSCI, as it supports access to opportunities for promoting 
population health and wellbeing. BHC is in a prime position to continue promoting 
resilience. To do this within the framework of integration will allow for increased 
cooperation, improved partnership working, better use of shared resources and 
improved health and wellbeing for the population of Dumfries and Galloway. 
 
Recommendations 

• The NHS Board is asked to note the continuing contribution of work led by 
Public Health to support the strengthening of individual and community health 
and wellbeing across Dumfries and Galloway through building community 
resilience. 

 
• The NHS Board is asked to note the change of management of the 

community development programme, Building Healthy Communities, into 
HSCI locality structures so that integration with locality health improvement 
teams can be strengthened therefore enhancing activity for improved 
population health and wellbeing. 
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RECOMMENDATIONS 
 
NHS Board is asked to: 
 

• Note the requirement for NHS Dumfries and Galloway to continue the 
implementation of the Health Promoting Health Service (HPHS) programme 
and associated Chief Medical Officer (CMO) (2015) 19 actions; 
 

• Note the local High Level Action Plan developed to support further 
implementation of the HPHS programme, with a key aim being to embed the 
programme across the Organisation; 

 
• Support the establishment of a HPHS Steering Group and underpinning 

themed Working Groups to support full implementation of the HPHS 
programme and associated CMO (2015) 19 actions; 

 
• Note that Dr Sebastian Pflanz, General Practitioner has agreed to chair the 

HPHS Steering Group and champion the HPHS programme across clinical 
settings and the wider Organisation; 

 
• Agree the proposed governance arrangement as detailed in Appendix 3 i.e. 

Healthcare Governance Committee is identified as the Boards governance 
committee for reporting progress on HPHS activity. 

 
 
CONTEXT 
 
Strategy / Policy:  
 
This paper relates to the HPHS programme, which supports the Scottish 
Government guidance issued through circular CMO (2015) 19. 
 
Organisational Context / Why is this paper important / Key messages: 
 
The purpose of this report is to provide the NHS Board with an update on NHS 
Dumfries and Galloway’s position against the requirements of the HPHS CMO 
(2015) 19 letter. 
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Key Messages: 
 
The concept underpinning the HPHS programme is ‘every healthcare contact is a 
health improvement opportunity’.  Detailed within the CMO (2015) 19 letter 
supporting the HPHS programme are a range of actions which are required to be 
embraced by the organisation. 
 
 
GLOSSARY OF TERMS 
 
CEL  - Chief Executive Letter 
CMO  - Chief Medical Officer 
HPHS  - Health Promoting Health Service 
HSCI  - Health and Social Care Integration 
IJB  - Integrated Joint Board 
LARC  - Long-Acting Reversible Contraception 
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MONITORING FORM 
 

Policy / Strategy  This paper relates to the HPHS programme.  The 
programme is supported by CMO (2015) 19. 
 

Staffing Implications A key principle of HPHS is embedding a health 
improvement culture across the organisation.  
Consequently, HPHS is about all NHS staff 
recognising and supporting a health improvement 
role as part their core remit. 
 

Financial Implications As a first principle actions detailed within the HPHS 
programme are delivered within existing resources.  
If, through developing activity additional financial 
implications are identified these will be subjected to 
further discussion and scrutiny. 
 

Consultation / Consideration The HPHS programme will continue to be 
developed in partnership with key stakeholders and 
topic leads. 
 

Risk Assessment Specific areas of work will have undertaken risk 
assessments.  Where any new areas of work are 
identified and implemented they will be subjected to 
risk assessment. 
 

Sustainability A key ethos of the HPHS programme is continuous 
improvement.  This approach seeks to ensure 
sustainability for this area of work. 
 

Compliance with Corporate 
Objectives 

The following corporate objectives are addressed in 
this paper: 1, 2, 4, 6 and 7 
 

Single Outcome Agreement 
(SOA) 

This paper links to the following Single Outcome 
Agreement priorities: 1, 3, 5 and 6 and will link with 
the developing Local Outcomes Improvement Plan 
 

Best Value • Vision and Leadership 
• Effective Partnerships 
• Governance and Accountability 
• Equality 
• Sustainability 
 

Impact Assessment 
 
Equality Impact Assessments will be undertaken on specific pieces of work and 
policies as they are developed. 
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1. Situation 
 
1.1 This paper provides an update for the NHS Board on the range of actions 
detailed within CMO letter (2015) 19 that are required to be undertaken in relation to 
the HPHS programme. 
 
1.2 The paper also presents a high level Action Plan which will support the future 
delivery of the HPHS programme across the Organisation. 
 
1.3 Finally, the paper details the proposed NHS Dumfries and Galloway 
governance and delivery arrangements for the HPHS programme and sets out the 
request for NHS Board to support the HPHS programme.  
 
2. Background 
2.1  As a service provider and employer, the NHS affects the health of its 
patients, staff and the wider community.  The HPHS programme ethos seeks to 
create healthcare environments that are public health exemplars within the 
community and maximise the opportunity to promote health and wellbeing and 
reduce inequalities. 
 
2.2 While Scotland’s health has been improving, inequalities between the most 
and least deprived have continued to increase.  Given that people at increased risk 
of health inequalities make proportionately greater use of acute and community 
hospital services, hospitals and healthcare settings offer an important opportunity for 
health improvement actions and to reduce these inequalities.  
 
2.3 The key HPHS concept is that ‘every healthcare contact is a health 
improvement opportunity’ (Health Promoting Health Service www.hphs.co.uk). 
 
3. Assessment 
3.1 The HPHS programme has been structured around delivering a range of 
actions in the following topic areas: 

• Alcohol • Smoking 
• Staff health and wellbeing • Food and health 
• Re-productive health • Maternity Services 
• Physical activity and active travel  

 
As part of Chief Executive Letter (CEL 01) 2012 a monitoring framework was issued 
to NHS Boards outlining performance measures and specific evidence required to be 
reported for each of the areas noted above on an annual basis. 
 
3.2 CMO letter (2015) 19 outlines the HPHS requirements for 2015-2018. The 
CMO letter is attached as Appendix 1. 
 
HPHS CMO (2015) 19 Key themes 
 
3.3 Broadly, three core themes are set out in CMO (2015) 19 which sustains and 
strengthens commitment to the HPHS agenda.  These are: staff health and 
wellbeing, an environment where healthier choices are the easy choice and person 
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centred care – integrating prevention into clinical care with a focus on addressing 
inequalities.  
 
3.4 Within each of the topic areas (detailed in 3.1) performance measures which 
were previously being reported in duplication with other national reporting systems 
have been removed and an increased focus has been given to providing narrative 
which assesses the impact of actions over time. 
 
3.5 As well as the topics covered in previous HPHS iterations additional areas 
and performance measures for Managed Clinical Networks, Inequalities and Person-
Centred Care and Mental Health have been incorporated into the HPHS programme. 
  
3.6 In addition, NHS Boards are also now required to evidence plans for 
introducing the HPHS agenda into the Health and Social Care Integration arena. 
 
3.7 Appendix 2 details the key actions required to be taken forward within HPHS 
CMO (2015) 19 and presents a local high level Action Plan.  To support the local 
high level Action Plan actions will be developed at ‘topic level’ which, where possible, 
will integrate into existing service plans. 
 
Proposed model of delivery for HPHS CMO (2015) 19 
 
3.8 CMO (2015) 19 has provided an opportunity for NHS Dumfries and Galloway 
to refresh its approach to the delivery of action for a HPHS. 
 
3.9 To support the leadership necessary to embed the new HPHS requirements it 
is proposed that progress will be overseen by a Steering Group.  In effect the 
Steering Group will be the local co-ordination and review arm of HPHS.  The 
Steering Group will comprise representation from colleagues providing specialist 
topic support and staff providing leadership roles in clinical and health improvement 
settings. 
 
3.10 Following discussions it has been agreed that Dr Sebastian Pflanz, Craignair 
Health Centre, Dalbeattie will chair the Steering Group and adopt a champion role 
for HPHS across clinical settings and the wider organisation. 
 
3.11 Each NHS Board also has in place a Non Executive HPHS Champion.  For 
NHS Dumfries and Galloway this role is undertaken by Robert Allan. 
 
3.12 As detailed in the supporting Action Plan (Appendix 2) specific actions are 
required to be taken forward.  The plan is that topic leads will be responsible for 
developing specific actions to support HPHS and wider health improvement activity.  
Whilst not prescribing the creation of specific HPHS topic based Working Groups 
there may, on occasion, be the requirement to establish short-life project focused 
Working Groups for example; the establishment of a short-life Working Group to 
focus on developing a Staff Health and Wellbeing Action Plan. 
 
3.13 Appendix 3 details a proposed local delivery and reporting structure for 
supporting the implementation of HPHS CMO (2015) 19.  It is recommended that 
NHS Dumfries and Galloway’s Healthcare Governance Committee assumes an 
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oversight of progress of HPHS CMO (2015) 19.  The Directorate of Public Health will 
provide professional leadership. 
 
3.14 Discussions will be required with the Integrated Joint Board (IJB) to identify a 
reporting structure within Health and Social Care Integration and links with existing 
and developing Health and Social Care Locality Plans. 
 
Challenges 
 
3.15 The main challenge for progressing the delivery of CMO (2015) 19 HPHS 
actions continues to be the embedding of health improvement to core practice 
against a backdrop of clinical priorities. A further challenge is ensuring patient 
assessment and referral systems are able to capture and report the data required.  
While improvement methodologies are useful to support change at a pace and scale 
which is manageable; leadership is also key and is required at all levels to increase 
and maximise opportunities for supporting system change and health improvement. 
 
Opportunities 
 
3.16 For NHS Dumfries and Galloway it is important to highlight that there are real 
opportunities to use the HPHS programme as a lever to influence and assist in 
shaping health improving activity as part of our core values.  Major developments 
such as the new Dumfries and Galloway Royal Infirmary and emerging structures 
and work strands within Health and Social Care Integration provide excellent 
opportunities to fully embed the ethos of a true health promoting organisation. 
 
4. Recommendations 
NHS Board is asked to: 

• Note the requirement for NHS Dumfries and Galloway to continue the 
implementation of the Health Promoting Health Service (HPHS) programme 
and associated Chief Medical Officer (CMO) (2015) 19 actions 

• Note the local High Level Action Plan developed to support further 
implementation of the HPHS programme, with a key aim being to embed the 
programme across the Organisation 

• Support the establishment of a HPHS Steering Group and underpinning 
themed Working Groups to support full implementation of the HPHS 
programme and associated CMO (2015) 19 actions 

• Note that Dr Sebastian Pflanz, General Practitioner has agreed to chair the 
HPHS Steering Group and champion the HPHS programme across clinical 
settings and the wider Organisation 

• Agree the proposed governance arrangement as detailed in Appendix 3 i.e. 
Healthcare Governance Committee is identified as the Boards governance 
committee for reporting progress on HPHS activity 

NOT  PROTECTIVELY  MARKED 
Page 6 of 6 



www.gov.scot 

Directorate of Chief Medical Officer 

T: 0131-244 3457 
E: Nicki.Crossan@gov.scot 


Dear Colleague 

Health Promoting Health Service: Action in Secondary Care 
Settings  

NHSScotland has a key responsibility for promoting health and 
wellbeing within the population it serves.  It has a leading role as a 
public service, as a healthcare organisation, as a major employer, 
and as a partner to other organisations that have a mutual interest 
in population health.  

The vision for a Health Promoting Health Service (HPHS) is a 
cultural transformation that ensures that every healthcare contact is 
a health improvement opportunity.  Although this ethos applies to 
patients and visitors, the promotion of staff health and wellbeing is 
equally central to the HPHS vision. 

Prevention lies at the heart of the HPHS policy. It is about 
promoting healthier behaviours and discouraging detrimental ones 
by ensuring that healthier choices are the easier ones and that 
appropriate support systems are in place to encourage and 
reinforce these choices.  HPHS is transformative in its mission to 
bring preventative action to the fore and actively change the culture 
of hospitals to help support this.   

I am writing to NHS Chief Executives to emphasise the importance 
of continuing with this transformative change in our hospitals and of 
becoming an exemplar of a health promoting public service which, 
in time, other organisations will feel obliged to follow. 

The previous framework of measures communicated through two 
Chief Executive Letters (2008 and 2012) have brought forward 
significant change.  These include the achievement of the Healthy 
Living Award, which focusses on staff health and wellbeing, by 
Boards; introduction of smoke-free grounds; increased referrals to 
smoking cessation support; and high levels of commitment to 
healthier food and retail outlets and therapeutic and health 
promoting green spaces in and around healthcare facilities.   

Across Scotland there are examples of good practice and strong 
networks of support, assisted by a Non-executive Directors’  

From the Office of The 
Chief Medical Officer 
_____________________________ 

Enquiries to: 

Nicki Crossan 
Creating Health Team 
Public Health Division 
St Andrew’s House 
EDINBURGH, EH1 3DG 

Tel: 0131-244 3457 

Nicki.Crossan@gov.scot 
_____________________________ 

  9 October  2015 
_____________________________ 

SGHD/CMO(2015) 19 
_____________________________ 

Addresses

For action 
Chief Executives 
Chief Officers (HSCP) 
Directors of Public Health 
Health Promotion Managers 
Medical Directors 
Nurse Directors 
Facilities and Estates Managers 

For information 
Directors of Planning 
Health Promoting Health Service 
Network 
Health Promoting Health Service 
Champions 

_____________________________ 

Appendix 1



 

www.gov.scot   
 

 

 ‘Champions Group’, and overseen by a group chaired by the Minister for Public Health.  However, 
we need to do more to make the health service an exemplary setting that creates healthier 
outcomes.  Staff groups and patients who merit the greatest support do not necessarily have the 
opportunities they need. I would like to see NHS Boards improve their commitment and 
performance in delivering a truly Health Promoting Health Service. 
  
We need to sustain and deepen commitment to HPHS, and continue to drive forward actions in 
three key areas: staff health and wellbeing; a health promoting environment where healthier choices 
are the norm; and person-centred care with a focus on addressing inequalities.  
 
HPHS leads have supported the development of a monitoring template that will allow us to measure 
progress in implementing the HPHS (Annex A). I am seeking to ensure that this is not unduly 
onerous on Boards, but will enable Boards to focus on the vision of transforming the culture of 
hospitals to a health promoting one.      
 
HPHS applies to all acute, mental health, maternity, paediatric and community hospitals.  Clinicians, 
managers of patient services, estates, human resources, finance and procurement colleagues all 
have potential leadership roles with respect to HPHS.  I would ask Chief Executives to support the 
continued implementation of HPHS, and to ensure that there are clear lines of responsibility and 
accountability for its delivery and that your own Board is kept informed of progress. 
 
Yours sincerely 
 
 
Catherine Calderwood 
 
 
DR CATHERINE CALDERWOOD 



APPENDIX2:  NHS Dumfries and Galloway High Level Action Plan for Health Promoting Health Service 

Theme CMO (2015) 19 Action required What will we do? Outcomes 
Smoking All smokers on admission to hospital are supported to 

manage their smoking, are offered NRT and encouraged 
to quit.  Boards are asked to focus efforts on specific 
settings including, respiratory, vascular, cardiac, diabetes, 
mental health, maternity and cancer 

Continue to deliver a programme 
of smoking cessation support 
within health settings and promote 
Integrated Care Pathways within 
clinical settings 
 

Improved links between Smoking 
Matters Service and Acute setting 
 
Increase in referrals to Smoking 
Matters Service 

Smoking Maintenance of a comprehensive organisational tobacco 
policy and alignment with partners on shared sites 

Review the current NHS Smoke 
Free Policy to ensure it meets 
current best practice and evidence 
base 
 
Support Mental Health services to 
achieve smoke free status 
 
Continue to work with the local 
authority to develop consistent 
approaches to smoke free shared 
sites 
 

Adherence to legislative 
requirements 
 
Improved image as a public 
sector employer 
 
Contributing to a reduction in 
numbers of smokers 

Theme CMO (2015) 19 Action required What will we do? Outcomes 
Alcohol Continue to opportunistically screen patients attending 

A&E Departments and wider settings.  For patients 
identified with harmful or hazardous drinking offer and 
deliver a brief intervention in accordance with SIGN 74.  
Patients identified as dependent drinkers, and for those 
who request further help, direct to an appropriate 
support service 
 
 
 
 

In partnership with Alcohol and 
Drugs Partnership develop an 
Action Plan to support the delivery 
of Alcohol Brief 
Advice/Interventions in settings 
where there is an evidence base 
 
 
 

Improved and consistent 
screening and appropriate 
referral pathways 

 



Theme CMO (2015) 19 Action required What will we do? Outcomes 
Maternity Continue implementation of the UNICEF Baby Friendly 

Initiative in maternity units 
 
Ensure pathways are in place to support continued 
breastfeeding when mothers and infants are admitted to 
hospital settings outwith the maternity unit 
 
NHS Board policy for supporting staff to continue 
breastfeeding on return to work in place and 
communicated to staff 
 

Ensure the maintenance of the 
UNICEF Baby Friendly Initiative 
within Maternity and Community 
sites 
 
Promote pathways which support 
breastfeeding 
 

Increase in number of women 
exclusively breastfeeding at first 
visit and at 6-8 week review 
 
Mothers accessing support in the 
community to continue 
breastfeeding 
 
Staff returning to work are 
supported to continue 
breastfeeding 
 

Theme CMO (2015) 19 Action required What will we do? Outcomes 
Food and 
Health 

Develop a consistent approach to healthy eating for all 
food service providers by achieving the Healthyliving 
Award Plus by March 2017 
 
Vending machines to be aligned to Healthy Living Award 
Plus vending criteria by March 2017 
 
Implementation of Healthy Vending Policies 
 
Retailers will be required to join the Scottish Grocers 
Federation Healthyliving Programme 
 
Provide innovative ways to increase access to fruit and 
vegetables in Hospitals 
 
 
 
 
 
 

Maintain Healthyliving Award Plus 
status 
 
 
Ensure all vending machines 
adhere to the requirements of 
Healthliving AwardPlus vending 
criteria by March 2017  
 
Ensure any existing and new 
retailers join and participate in the 
Scottish Grocers Federation 
Healthyliving Programme 
(achieving the Healthcare Retail 
Standard by March 2017)  
 
 

Access for staff, patients and 
visitors in hospitals to a wide 
range of affordable healthier food 
options 

 



Theme CMO (2015) 19 Action required What will we do? Outcomes 
Healthy 
Working Lives 
(HWL) 

Work towards attaining Healthy Working Lives Awards  
 
Provision of interventions which support the mental and 
physical wellbeing of NHS staff 

Develop an Action Plan for Staff 
Health and Wellbeing (building 
upon the existing Staff Governance 
Action Plans 
 
Continue to support  services 
registered and  working towards 
HWL Awards 
 
Develop opportunities (in 
partnership with services) to 
provide interventions which 
support staff health and wellbeing 
e.g. weight management, stress 
management 
  

Healthier workforce and reduce 
sickness absence  
 
Reduction in stress levels 
 
Improved working relationships 
 
Contribution to Staff Governance 
Standards   
 

Theme CMO (2015) 19 Action required What will we do? Outcomes 
Reproductive 
Health 

Develop Action Plan to support women with LARC in 
maternity and termination services, with a focus on 
vulnerable women 
 
 
 
 
 
 
 
 
 
 
 
 
 

Develop an Action Plan which 
supports the implementation of 
routine advice and support for 
vulnerable women 
 
Develop improved 
mechanisms/systems for recording 
routine data which relates to 
vulnerability 
 
 

Reduction in number of 
unintended pregnancies 
 
Improved recording of data 

 



Theme CMO (2015) 19 Action required What will we do? Outcomes 
Physical 
Activity and 
Active Travel 

NHS staff to routinely highlight the importance of 
physical activity for patients as part of their rehabilitation 
and prevention for future illness 
 
Develop infrastructure to enable effective signposting of 
patients, staff and visitors to local physical activity 
opportunities 
 
Encourage staff and visitors to make more active, green 
travel choices 
 
 
 

Continue to implement the defined 
pathway for the routine delivery of 
a brief intervention on physical 
activity to patients 
 
Continue to work with partners to 
deliver opportunities for physical 
activity interventions e.g. health 
walks, community garden projects 
 
Work with Community Planning 
Partners to introduce and promote 
active, green travel options 
 

Physical activity is part of patients 
recovery and long term health 
improvement activity 
 
Asset based approach to health 
and patient recovery 
 
Increase in staff, patients and 
visitors opting for active, green 
travel choices 
 

Theme CMO (2015) 19 Action required What will we do? Outcomes 
Managed 
Clinical 
Networks 
(MCN) 
 

 

Promote the use of health improvement pathways 
amongst clinical staff and align MCN’s to HPHS 
 

Engage with all MCN’s in order to 
embed the HPHS ethos into 
existing MCN work plans 
 
Undertake a self-assessment 
review of health improvement 
activity and training requirements 
across the MCN’s 
 
Investigate opportunities to 
enhance MCN links with activities 
in the wider community which 
promote recovery and wellbeing 
 

MCN’s engaged with HPHS 
programme and work plans detail 
activity linked to HPHS 
 
Opportunities to enhance health 
improvement links and 
knowledge across MCN’s 

 
 
 
 

 



Theme CMO (2015) 19 Action required What will we do? Outcomes 
Inequalities 
and Person 
Centred Care 
 

 

Deliver hospital services that ensure routine enquiry for 
vulnerable patients e.g. those at risk of poverty, 
homelessness 

Continue to support and promote 
the existing financial inclusion 
services delivered at DGRI and GP 
Practices 
 
Continue to support and promote 
the existing Hospital Carers Project 
delivered at DGRI 
 
Develop links with the Council’s 
Homelessness Service in order to 
scope requirements for future joint 
working 
 
Promote an understanding of 
inequalities to the wider workforce 
through use of the Inequalities 
Framework, briefings and training 
opportunities e.g. on-line training 

Staff aware of referral pathways 
to financial advice and Carer 
support services 
 
 
 
 
 
 
NHS D&G contributing to 
prevention agenda for 
homelessness 
 
 
Increased staff awareness of the 
links between inequalities and 
health outcomes 
 

 
Theme CMO (2015) 19 Action required What will we do? Outcomes 
Mental Health 
 

 

Develop a consistent approach to 
ensuring all users of mental 
health services have an 
assessment for physical health on 
admission and an action plan for 
heath improvement incorporated 
into their care plan 

Engage with Mental Health Service teams to promote a 
deeper understanding of HPHS 
 
Review the existing patient Physical Health Assessment 
to ensure it captures all aspects of physical heath and 
links to wider mental health and wellbeing 
 
Undertake a training needs assessment to identify gaps 
in health improvement and behaviour change learning  

Mental Health services engaged with 
HPHS programme 
 
Opportunities to enhance health 
improvement links and knowledge 
across MCN’s increased 
 
Improved links between Mental 
Health Service and community 
activities 

 

 



APPENDIX 3 
 

Health Promoting Health Service CMO (2015) 19 
Proposed Governance Structure 

 
Achieving a ‘health promoting health service’ requires a whole system approach to health 
improvement.  Ensuring that health improvement becomes an integral part of the 
Organisation and a key aspect of service delivery is necessary.  To achieve this objective 
there will be a requirement for leadership with high level support and engagement with 
decision makers across the organisation.  Obtaining commitment and engaging with key 
individuals/groups will drive forward the process of change necessary and assist in building 
capacity and distributive leadership for health improvement within our Organisation. 
 
Within NHS Dumfries and Galloway there are excellent opportunities to capitalise on the 
existing model of corporate governance, to ensure the full embedding of the Health 
Promoting Health Service programme.  The following structure outlines the proposed 
‘pathway of governance’ which supports the implementation and monitoring of Health 
Promoting Health Service.  It is proposed that governance for Health Promoting Health 
Service CMO (2015) 19 ultimately resides with the Board’s Healthcare Governance 
Committee. 
 

 
 
Other Professional advice: 
Area Clinical Forum (ACF)   Managed Clinical Networks (MCN’s) 
Area Partnership Forum (APF)  DG Health and Wellbeing 
Mental Health Board    Hospital Management Team 
HSCI Senior Management Team 

 



DUMFRIES and GALLOWAY NHS BOARD 

3rd October 2016 

Schedule of Board Meeting Dates 2017 / 2018 

Author:  
Laura Geddes 
Corporate Business Manager 

Sponsoring Director: 
Jeff Ace 
Chief Executive 

Date:   19th September 2016

RECOMMENDATION 

The Board is asked to approve the proposed schedule of meeting dates for the 
period April 2017 to March 2018. 

Strategy / Policy: 

This paper supports the governance arrangements laid out within the Board’s 
Standing Orders. 

Organisational Context / Why is this paper important / Key messages: 

Noted below is the proposed schedule of meeting dates for the April 2017 to March 
2018. 

It is proposed to continue with the programme of a public meetings every second 
month with a governance committee on alternative.  A review will be undertaken in 
September 2017 looking at the frequency of NHS Board meetings, once the 
requirements for the Integration Joint Board is fully embedded within the meeting 
structures  It is anticipated that there will be a workshop style event following every 
Board meeting date noted. 

If Board agrees the schedule of meeting dates for the period April 2017 to 
March 2018 this will facilitate scheduling all committee meetings throughout that 
period and allow the public meeting dates to be posted on the Board’s external 
websites and the internal Corporate Diary.. 

GLOSSARY OF TERMS 

NHS - National Health Service 
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MONITORING FORM 
 

Policy / Strategy  Complies with Board’s Standing Orders. 
 
 
 

Staffing Implications Not relevant. 
 
 

Financial Implications Not relevant. 
 
 
 

Consultation / Consideration None. 
 
 
 

Risk Assessment Not required. 
 
 
 

Sustainability Supports the Board to carry out its statutory 
obligations in terms of governance etc. 
 
 

Compliance with Corporate 
Objectives 
 

Supports the Board to fulfil its obligations in terms 
of all corporate objectives. 
 
 

Single Outcome Agreement 
(SOA) 
 

Not required. 
 
 
 

Best Value Sound Governance. 
Accountability. 
 
 
 

Impact Assessment 
 
Not required. 
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Introduction 
 
1. The meeting dates proposed follow the agreed pattern of meeting dates.  

Board Members are asked to approve the pattern of dates from April 2016 – 
March 2017. 

 
Proposed Meeting Dates 
 

April 2017 to March 2018 
 

3 April 2017   Board Meeting and Workshop 
5 June 2017   Board Meeting and Workshop 
7 August 2017  Board Meeting and Workshop 
2 October 2017  Board Meeting and Workshop 
4 December 2017  Board Meeting and Workshop 
5 February 2018  Board Meeting and Workshop 
 

Governance 
 
2. If Board approves the schedule of dates proposed above, the public meeting 

dates will be posted on the Board’s external website. 
 
3. This will also facilitate management of the corporate diary with all statutory 

governance and other Board committees being scheduled in to the 
programme. 
 

4. A paper will be brought back to the September 2017 NHS Public Board 
meeting with proposed meeting dates for the 2018/19 financial year. 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
3rd October 2016 
 
New Hospital Naming Consultation Outcomes 
 
Author: 
Laura Geddes 
Corporate Business Manager 
 

Sponsoring Director: 
Jeff Ace 
Chief Executive 

Date:  1st September 2016  
 
RECOMMENDATION 
 
The Board is asked to review the outcome of the consultation exercise and: 

• Approve the name of the new hospital as Dumfries and Galloway Royal 
Infirmary; 

• Approve the submission of the name change request to the Cabinet Office; 
• Agree a process for approval of a new name for the Cresswell and existing 

hospital buildings. 
 
 
CONTEXT 
 
Strategy / Policy: 
 
This paper supports various local and national legislation and guidance in relation to 
the naming of the new hospital, including those laid out by the Royal Names Team 
within the Cabinet Office. 
 
Organisational Context / Why is this paper important / Key messages: 
 
Following the consultation exercise in relation to the name of the new hospital, this 
paper provides Board Members with the outcome from the consultation and presents 
a suggested name for the new hospital site for consideration, which has been 
discussed with the Acute Services Redevelopment Project Board. 
 
The next step is to lay out a process for Board Members to agree, in relation to the 
renaming of the existing hospital and Cresswell buildings.  A suggested route is 
detailed within the paper for consideration and approval. 
 
 
GLOSSARY OF TERMS 
 
NHS - National Health Service 
IJB - Integration Joint Board 
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MONITORING FORM 
 
 

Policy / Strategy  Guidance issued by the Royal Names Team within 
the Cabinet Office. 
 

Staffing Implications Not applicable. 
 
 

Financial Implications Not applicable 
 
 

Consultation / Consideration Royal Names Team, Cabinet Office 
Chief Executive 
Acute Services Redevelopment Project Board 
Area Clinical Forum 
Area Partnership Forum 
Strategic Planning Group 
 

Risk Assessment Not applicable 
 
 

Sustainability Not applicable 
 
 

Compliance with Corporate 
Objectives 
 

The process for naming the new hospital will take 
into consideration all of the Corporate Objectives to 
ensure compliance. 
 

Single Outcome Agreement 
(SOA) 
 

Not applicable 

Best Value • Vision and Leadership 
• Effective Partnerships   
• Governance and Accountability 
• Equality 

 
Impact Assessment 
 
No impact assessment is required for this piece of work, as a consultation process 
has been undertaken on all the processes. 
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Situation 
 
1. Following approval at the Acute Services Redevelopment Project Board 

meeting in June 2016, a consultation exercise on the name of the new 
hospital was undertaken with the Planning Group, Area Partnership Forum 
and the Area Clinical Forum. 
 

2. This paper provides Board Members with feedback from the consultation 
exercise and sets out a process for consideration around the formal approval 
of the name of the new hospital. 

 
Background 
 
3. In July 2016 the three Consultation Groups were presented with three options 

for consideration around the name of the new hospital, which are noted 
below: 
 
Option 1 - The existing name for the new hospital is transferred to the 

new building and the existing Dumfries and Galloway Royal 
Infirmary / Cresswell site be renamed as something different. 

 
Option 2 - A new name is chosen for the hospital, which makes 

reference to “royal” or a royal name in the title. 
 
Option 3 - A new name is chosen for the hospital, which makes 

reference to a famous person or place in Dumfries and 
Galloway. 

 
4. The results from the consultation were then presented to the Acute Services 

Redevelopment Project Board on 30th August 2016 for review and to 
recommend approval to the NHS Board of the preferred options. 
 

Assessment 
 
5. The consultation period on the options took place between 14th July 2016 – 

12th August 2016, where each of the groups were asked to review the 
information within the paper, discuss the options put forward and confirm their 
preferred choice. 

 
6. The table below details the combined responses received from the 

consultation groups: 
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Consultation Options Number of 
responses received 

Option 1 
The existing name for the new hospital is 
transferred to the new building and the existing 
Dumfries and Galloway Royal Infirmary / Cresswell 
site be renamed as something different. 
 

28 

Option 2 
A new name is chosen for the hospital, which 
makes reference to “royal” or a royal name in the 
title. 
 

4 

Option 3 
A new name is chosen for the hospital, which 
makes reference to a famous person or place in 
Dumfries and Galloway. 
 

2 

 
7. From the information noted above, the preferred option from the consultation 

groups is option 1, for the new hospital to take on the name of Dumfries and 
Galloway Royal Infirmary and for the existing hospital to take on a new name. 

 
8. If the NHS Board concur that with the above results, this will ultimately mean 

that a new name will need to be agreed for the existing hospital site, including 
the Cresswell Building. 
 

9. To ensure a fair and consistent process is put in place to suggest a name for 
the existing hospital site, including Cresswell, it is suggested that a further 
consultation exercise be undertaken to allow comments and ideas to be put 
forward and reviewed initially through Acute Services Redevelopment Project 
Board and then formal approval by the NHS Board. 
 

10. It is suggested that the Consultation Group for the renaming of the existing 
hospital site be undertaken with the following key groups: 
 

• Clinical Services Teams that will be based in the current Cresswell 
building; 

• Area Clinical Forum 
• Medical Staffing Committee 
• Strategic Planning Group 

 
11. If the Board approve the transfer of the existing hospital name to the new site, 

an application will need to be submitted to the Cabinet Office to gain approval 
of the transfer before the Board are able to publish the name of the new 
building. 
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12. Once the application has been submitted, it is suggested that the consultation 
exercise for the name of the existing site would commence, which would be 
looking at a start date of early October 2016. 
 

13. The consultation will following the same principles as the new hospital naming 
exercise and will be forward to the suggested groups, noted above, for 
comment over a 4 week period. 
 

14. The outcome from the consultation will then be presented to the Acute 
Services Redevelopment Project Board for review. 
 

15. It is anticipated that a paper will be brought back to the NHS Board in 
Spring 2017 for review and formal approval of the renaming of the existing 
hospital site. 

 
Recommendations 
 
16. NHS Board Members are asked to accept the results from the consultation 

that was undertaken, through Area Partnership Forum, Area Clinical Forum 
and the Planning Group, with the preferred option being noted as option 1 and 
to give formal approval for the name of the new hospital to become Dumfries 
and Galloway Royal Infirmary. 
 

17. Submission of the application to the Cabinet Office will be made following the 
Board’s approval of the new name and the outcome from the application will 
be notified to Board Members at the December 2016 Board meeting, if 
received. 
 

18. Approval is also requested for the proposed consultation exercise for the 
renaming of the existing hospital site, including Cresswell building, which is 
suggested to take place over a 4 week period commencing mid October 2016, 
with the results being presented to the Acute Services Redevelopment Board 
at the end of November 2016 for review and to recommend options for 
consideration and approval by NHS Board in December 2016. 
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DUMFRIES AND GALLOWAY NHS BOARD  
 
3rd October 2016 
 
Risk Appetite Statement 
 
Author 
Laura Geddes 
Corporate Business Manager 
 

Maureen Stevenson 
Patient Safety & Improvement Manager 
 

Sponsoring Director 
Katy Lewis 
Director of Finance 
 

Eddie Docherty 
Nurse Director 

Date:   19th September 2016 
 
RECOMMENDATION 
 
The NHS Board is asked to: 
 
• approve the Risk Appetite Statement; 
• note that an annual review will be undertaken on the Statement, with the 

option for an earlier review should significant changes be made to the 
services delivered and the risks associated; 

• note the publication of the Statement on the Board’s internal and external 
websites. 

 
 
CONTEXT 
 
Strategy / Policy: 
 
This paper is advised by the Board’s Risk Management Strategy. 
 
Organisational Context / Why is this paper important / Key messages: 
 
Part of the overall management of Risk within the public sector settles around the 
organisation’s tolerance of risk.  It is essential that all public bodies are able to 
demonstrate what levels of risk are appropriate within the delivery of high quality 
services. 
 
This paper is being presented to Board to give assurance that risk is being 
considered within all areas of business and to confirm that a Risk Appetite Statement 
has been developed through consultation with NHS Dumfries and Galloway Board 
Members and Audit and Risk Committee and is being brought to NHS Board for 
approval. 
 
 
GLOSSARY 
 
NHS - National Health Service 
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MONITORING FORM 
 
Policy / Strategy  
 
 
 

Risk Management Strategy 
 

Staffing Implications 
 
 

Not Applicable. 

Financial Implications 
 
 

Not Applicable 
 

Consultation / Consideration 
 
 

Audit and Risk Committee 
NHS Dumfries and Galloway Board Workshops 

Risk Assessment 
 
 
 

Risk assessments are carried out on all risks prior 
to being added to the risk registers and will 
continually be reviewed during the lifecycle of the 
risk. 
 

Sustainability 
 
 

Not Applicable. 

Compliance with Corporate 
Objectives 
 

• To promote and embed continuous quality 
improvement by connecting the range of quality 
and safety activities which underpin delivery of 
the three ambitions of the Healthcare Quality 
Strategy, to deliver a high quality service across 
NHS Dumfries and Galloway. 

 
• To maximise the benefit of the financial 

allocation by delivering clinically and cost 
effective services efficiently 

Single Outcome Agreement 
(SOA) 
 

Not Applicable. 

Best Value 
 
 
 

• Vision and Leadership 
• Governance and Accountability 
• Performance Management 

Impact Assessment 
 
Not Applicable. 
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OVERVIEW 
 
1. Ernst & Young are quoted as saying “Good risk management does not imply 

avoiding all risks at all costs.  It means making informed choices regarding the 
risks the company wants to take in pursuit of its objectives and the measures 
to mitigate those risks.” 
 

2. NHS Dumfries and Galloway have a responsibility to ensure that they 
implement suitable processes and governance arrangements to ensure risk is 
managed appropriately and to give clear guidance on the level of risk they are 
willing to tolerate within their business. 

 
RISK APPETITE 
 
3. Organisations are increasingly being asked by key stakeholders, analysts and 

the public to express clearly the extent of their willingness to take risk to meet 
their strategic objectives.  Risk Appetite, therefore, goes to the heart of how 
an organisation does business, how it wishes to be perceived by the key 
stakeholders and what level of risk the organisation is prepared to tolerate.  
This will vary depending on each corporate objective and the Board’s risk 
attitude. 

 
4. The amount of risk an organisation is willing to accept depends on a number 

of factors, such as the external environment, people, business systems and 
policies, all of which will influence an organisation’s risk appetite. 

 
5. NHS Dumfries and Galloway carried out a Risk Management Internal Audit in 

2013, which clearly identified a need for the Board to develop a Risk Appetite 
Statement.  Two Board Workshops have been held around risk management 
since June 2015 to get a flavour of the organisation’s tolerance levels in 
relation to risk. 
 

6. Comments made at the Board Workshops have been considered and 
incorporated into the draft Risk Appetite Statement, which was taken to 
Audit and Risk Committee on 19th September 2016 for further review. 
 

7. A copy of the final version of the Risk Appetite Statement has been attached 
at Appendix 1, which has taken into account all of the comments made 
during the consultation process. 
 

8. A review process for the Statement will be implemented once approval is 
given, which will allow a full review of the Board’s Risk Appetite to be 
undertaken on an annual basis.  The review will take into account any areas 
of service change and the risks associated with that, whether the tolerance of 
risk for the Board has changed and any further ongoing development of the 
Statement, which will ensure all areas of risk are captured and clear guidance 
is available. 

 
 
 

NOT  PROTECTIVELY  MARKED 
Page 3 of 4 



RECOMMENDATION 
 
9. The NHS Board is asked to: 

 
• approve the Risk Appetite Statement; 

 
• note that an annual review will be undertaken on the Statement, with 

the option for an earlier review should significant changes be made to 
the services delivered and the risks associated; 

 
• note the approved Statement will be published on the Board’s internal 

and external websites. 
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Appendix 1 

NHS Dumfries and Galloway 
Risk Appetite Statement 

 
 
1. NHS Dumfries and Galloway’s purpose is to deliver excellent care that is 

person-centred, safe, effective, efficient and reliable and to reduce health 
inequalities across Dumfries and Galloway.  This purpose is supported 
through our corporate objectives. 

 
2. The Board recognises that it is not possible to eliminate all the risks which are 

inherent in the delivery of healthcare and is willing to accept a certain degree 
of risk where it is considered to be in the best interest of patients, staff and the 
long term health and wellbeing of our communities.  The Board has therefore 
considered the level of risk that it is prepared to take and the following 
statement is believed to be reflective of the corporate objectives within the 
business plans and other key aspects of the business, and acknowledges a 
willingness and capacity for the Board to take calculated risks. 

 
Service 
 
3. The Board acknowledges that healthcare operates within a highly regulated 

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

 
Quality 
 
4. The quality of our services, measured by clinical outcome, patient safety, 

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

 
People 
 
5. The current and anticipated future workforce challenges the Board needs to 

address, defines the kind of organisation and employer the Board aspires to 
be, and outlines our commitments and objectives to our people and, 
reciprocally, what the Board expects from its people. 



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

 
Finance/Value for Money  
 
7. We have a low risk appetite in respect to adherence and compliance to 

Standing Financial Instructions, financial controls and financial statutory 
duties. In relation to investments, the Board has a moderate risk appetite 
where we are prepared to accept the possibility of some limited financial loss.  
Value for money is the primary concern but we are willing to consider other 
benefits or constraints. 
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NHS Dumfries and Galloway 
Risk Matrix 

 
Severity x Likelihood = Risk Criteria 
e.g. Moderate x Possible = Medium 

Risk 

Likelihood of Occurrence 
Chance of event occurring within the next year 

Severity of Consequence 
Most predictable consequence if the 

event in question was to occur 

Rare 
 
(Little chance of 
occurrence) 
(can’t believe 
this event would 
happen – will 
only happen in 
exceptional 
circumstances 
(5-10 years)) 

Unlikely 
 
(Probably won’t 
occur) 
(not expected 
to happen, but 
definite 
potential exists 
– unlikely to 
occur (2-5 
years)) 

Possible 
 
(May occur) 
(may occur 
occasionally, has 
happened before 
on occasion – 
reasonable 
chance of 
occurring 
(annually)) 

Likely 
 
(Probably will 
occur) 
(strong 
possibility that 
this could occur 
– likely to occur 
quarterly) 

Almost 
Certain 

 
(this is 
expected to 
occur 
frequently / in 
most 
circumstances 
– most likely to 
occur than not 
(daily / weekly / 
monthly)) 

Negligible, e.g. 
• Minor injury, not requiring first aid 
• Unsatisfactory patient experience not directly 

related to patient care and readily resolvable 
• Partial loss of service 
• Financial impact less than £5K 

Low Low Low Medium Medium 

Minor, e.g 
• Minor temporary injury or illness, first aid 

treatment required 
• Unsatisfactory patient experience directly 

related to patient care – rapidly resolvable 
• Individual service objectives only partially 

achievable 
• Financial impact £5k - £50k 

Low Medium Medium Medium High 

Moderate, e.g 
• Significant injury or ill health requiring medical 

intervention – temporary incapacity 
• Patient outcome or experience below 

reasonable expectations in a number of areas 
• Unable to achieve service objectives without 

substantial additional costs or delays 
• Financial impact £50k - £500k 

Low Medium Medium High High 

Major, e.g. 
• Single avoidable death or long term incapacity 

or disability 
• Significant impact on ability to deliver service 

objectives, service may have to be 
discontinued 

• Major financial loss £500k - £2.5m 

Medium Medium High High Very High 

Extreme, e.g. 
• Multiple or repeated avoidable fatalities or 

major permanent incapacity / disability 
• Sustained loss of service with serious impact 

on delivery of patient care, major contingency 
plans invoked 

• Corporate obligations not met 
• Severe financial loss >£2.5m 

Medium High High Very High Very High 

Low Low:   No additional risk controls required.  The person responsible shall document assurance that existing controls 
or contingency plans remain effective and ensure any weaknesses are addressed 

Medium Medium:   Further action shall be taken to reduce the risk but the cost of control should be proportionate.  The 
person responsible shall ensure additional risk control measures are introduced within a defined timescale.  
Assurance that risk controls or contingency plans are effective shall be documented and evaluated by the relevant 
Head of Service and any weaknesses addressed 

High High:   Further action, possibly urgent and requiring considerable resources, shall be taken to reduce the risk.   
Responsibility for introducing risk control measures within a set timescale shall be explicitly defined by the 
appropriate Director or General Manager and followed up through the performance review process.  Assurance that 
risk controls or contingency plans are effective shall be documented and evaluated by the relevant Director or 
General Manager 

Very High Very High:   If confirmed to be unacceptable, the risk should be escalated immediately to Director level.  An 
immediate action plan should be drawn up with Executive level leadership.  If appropriate, suspension of the activity 
until the risk has been reduced should be considered.  The risk and the action taken to reduce it to an acceptable 
level should be taken to the next available Board. 
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COMPILATION OF RISK APPETITE STATEMENT 
 

Risk Appetite Framework 
 
No Risk Appetite In relation to this area of work, the Board is 

not willing to accept any risks that could 
lead to one or more of; 
• damage to its reputation;  
• financial loss or exposure; (less than 

£5K)  
• major breakdown in services,  
• information systems or integrity;  
• failings in significant aspects of 

regulatory and/or legislative 
compliance;  

• potential risk of injury to staff, services 
users or the public.  

 

Low Risk Appetite In relation to this area of work, the Board is 
willing to accept unlikely risks that might, 
should the risk materialise or fail to be 
mitigated, lead to one or more of; 
• some degree of damage to its 

reputation,  
• financial impact £5k – £50k, or  
• minor disruption to a service area.  

 

Moderate Risk Appetite  In relation to this area of work, the Board is 
willing to accept risks might occur in 
certain circumstances that could lead to 
one or more of  
• some degree of damage to its 

reputation,  
• financial impact £50k – £500k, or  
• minor disruption to one or more service 

areas.  
 

High Risk Appetite  In relation to this area of work, the Board is 
willing to accept risks that may occur and 
would then lead to one or more of  
• some degree of damage to its 

reputation,  
• major financial loss £500k – £2.5m,  
• Short term disruption to no more than 

one service area. 
 

Very High Risk Appetite  In relation to this area of work, the Board is 
willing to accept risks that are likely to 
occur and would then lead to one or more of  
• some degree of damage to its 

reputation,  
• severe financial loss – greater than 

£2.5m 
• short term disruption to one or more 

service areas.  
 

 
MANAGEMENT IN CONFIDENCE 

Page 4 of 4 



DUMFRIES and GALLOWAY NHS BOARD 
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Sponsoring Director: 
Jeff Ace 
Chief Executive 
 

Date:   20 September 2016  
 
 
RECOMMENDATION 
 
The Board is asked to note the Board Briefing. 
 
 
CONTEXT 
 
Strategy / Policy:  
 
This paper supports the Board’s Communication Strategy and gives recognition to 
key events within the Board. 
 
Organisational Context / Why is this paper important / Key messages: 
 
The paper of this paper is to raise awareness of the events and achievements that 
have been acknowledged within the Board over the past 2 months, as well as giving 
an indication of the consultations that are currently underway and the commitments 
for both the Chief Executive and Chairman going forward. 
 
 
 
GLOSSARY OF TERMS 
 
NHS - National Health Service 
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MONITORING FORM 
 
Policy / Strategy  NHS Dumfries and Galloway 

Communication Strategy 
 
 

Staffing Implications Not applicable 
 
 
 

Financial Implications Not applicable 
 
 
 

Consultation / Consideration The information within this briefing is 
populated with items of interest provided by 
any member of staff. 
 
 

Risk Assessment Not applicable. 
 
 
 

Sustainability Not applicable. 
 
 
 

Compliance with Corporate Objectives 
 

This paper encompasses all 7 Corporate 
Objectives. 
 
 

Single Outcome Agreement (SOA) 
 

Not applicable. 
 
 
 

Best Value • Vision and Leadership 
• Effective Partnerships 
• Use of Resources 
• Performance Management 
• Equality 
 
 

Impact Assessment 
 
Not applicable. 
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Introduction 
 
One of the key parts of the Board’s Communication Strategy is to ensure that areas 
of achievement and events are publicised to the Board’s stakeholders.  This paper 
aims to highlight all of the key information to demonstrate the Board’s activity and 
staffing changes over the past two months and has been split into the following four 
sections: 
 

• Section 1 – Events that have taken place over the last 2 months. 
• Section 2 – Staffing Changes, including new starts, retirements etc. 
• Section 3 - Listing all of the current consultation events underway. 
• Section 4 – Key commitments for the Chief Executive and Chairman 

 
Section 1 - Events 
 
Joint Inspection of Services for Children and Young People in Dumfries and 
Galloway – Progress Review  
Inspectors have said that significant progress has been made in improving services 
for children and young people in Dumfries and Galloway. 
 
Inspectors, who returned for a second follow-up review of services in the area, after 
an initial inspection in February 2014, raised concerns and identified five priority 
areas for urgent improvement. 
 
Inspectors from the Care Inspectorate, Her Majesty’s Inspectorate of Constabulary in 
Scotland and staff from across the Dumfries and Galloway Community Planning 
Partnership area undertook the latest review in May 2016. 
 
Their report noted: “The Dumfries and Galloway partnership had accepted fully the 
seriousness of the inspection findings published in April 2014. 
 
“They had worked closely together on an improvement plan and had prioritised 
actions to protect children and young people from abuse and neglect. 
 
“Governance arrangements had been significantly improved and strategic 
management strengthened. Partners were collectively striving to ensure services 
were keeping children and young people safe and working to improve their 
wellbeing.” 
 
2016 Point Prevalence Survey of Healthcare Associated Infection (HAI) and 
Antimicrobials 
Health Protection Scotland (HPS), on behalf of the Scottish Government’s 
Antimicrobial Resistance (AMR) and Healthcare Associated Infection (HAI) policy 
group Scottish Antimicrobial Resistance and Healthcare Associated Infection 
(SARHAI), is implementing a third national prevalence survey of HAI and 
antimicrobial prescribing in Scotland in acute and non-acute hospitals. 
 
This survey will provide a stock take of the current burden of all HAI types, the 
prevalence of antimicrobial prescribing and the types of antimicrobials being 
prescribed in Scottish hospitals. 
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Prevalence surveys provide an epidemiological evidence base that will allow key 
priority areas for HAI prevention interventions, incidence surveillance programmes 
and antimicrobial stewardship initiatives to be identified. 
 
What will happen on the ward? 
The data will be collected by local teams in each NHS Board who have been trained 
by HPS, including representatives from the Infection Control Teams and 
Antimicrobial Management Teams.  It will take place from September to 
November 2016. 
 
The data collection team will visit each eligible ward on a single day during this 
period.  They will collect information about patients, the antimicrobials they are 
receiving, any invasive devices being used and whether they have an HAI.  The 
teams will use a number of data sources including medical notes, nursing notes, 
surgical and theatre notes, drug charts, temperature charts, microbiology results and 
other relevant documentation. 
 
They will need minimal input from staff, but there may be instances where 
clarification is required from ward staff caring for the patient. 
 
How will the data be reported? 
Each Health Board will receive the complete dataset for their Health Board with key 
summary graphs and tables, with the national report due to be published at the end 
of March 2017. 
 
Celebration Event 
The Third Annual NHS Dumfries and Galloway Celebration Event took place in 
September 2016, which marked the achievements in Flying Start, Mentors, 
Clinical Supervision, Dementia Champions, Learning Disabilities Champions and 
those taking part in the ASPIRE to Lead programme. 
 
The winner of the Mentor of the Year was Mary Sherry, Charge Nurse for the  
Langholm Community Nursing Team and the winner of the Mentoring Team of the 
Year was the Drug and Alcohol Service, Dumfries. 
 
A poster competition to demonstrate best practice by those who had completed the 
programmes was held and voted for by the event attendees.  The winning poster 
was “D.A.R.R.E to dream” and was created by Margaret McBride, a Community 
Nurse and Dementia Champion, as part of her Dementia Champion project. 
 
Walk in my Shoes – Experiential Learning  
If you know someone with dementia you will have some understanding of the kind of 
difficulties they face.  What you won’t know if what it feels like to experience the 
sensory and physical limitations the condition can cause. 
 
If you would like to gain a greater insight into the impairments people with dementia 
can experience then don’t miss this opportunity to take part in NHS Dumfries and 
Galloway and University of the West of Scotland’s Walk in my Shoes experiential 
learning programme. 
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During the learning you will get the opportunity to wear specialist equipment and 
clothing designed to simulate some of the sensory and physical health conditions 
that people living with dementia can face.  You will be asked to give feedback on 
your experience of the impairments and the impact they had on your ability to carry 
out small everyday tasks. 
 
Sessions will run in a mock up room outside the canteen at Dumfries and Galloway 
Royal Infirmary from 10.00am to 12.00noon and from 1.00pm to 3.30pm on the 
following Thursdays:  
 

• 27 October  
• 24 November  

 
Feel free to pop in on the day.  For further details on the Walk in my Shoes 
experience please phone Julie Garton on 01387 246 981 or email jgarton@nhs.net.  
 
Hospital Cup - New Hospital  v  Old Hospital 
The Hospital Cup charity football match took place on the 25 August 2016 at the 
Queen of the South Football stadium at Palmeston Park, with teams from both 
members of NHS staff and the contractors and workers for the new hospital site, the 
latter being the victors with a final score of 6-4. 
 
All funds raised from the event, which is expected to exceed £3,000, will be shared 
between Ward 15 and Care for the elderly within the region. 
 
Organ Donation Week - Monday 5 to Sunday 11 September 2016 
People across Scotland were being urged to make it count by joining the NHS Organ 
Donor Register. 
 
With figures highlighting that one person every day in the UK dies waiting on an 
organ transplant, the need for more donors is clear.  Currently 37.6 per cent of 
Dumfries and Galloway residents are on the Organ Donor Register, but with 540 
people in Scotland still waiting, the more people that join, the more lives can be 
saved.  
 
Suicide Prevention Week Monday 5 to Sunday 11 September 2016 
A host of activities took place in Dumfries and Galloway during Suicide Prevention 
Week.  Support in Mind Scotland encouraged people to support World Suicide 
Prevention Day on Saturday 10 September 2016 by asking people to light a LED tea 
light candle near a window at 8.00pm to show support for suicide prevention, to 
remember a lost loved one, and for the survivors of suicide.  
 
Support in Mind Scotland also hosted an information table at Dumfries and Galloway 
Royal Infirmary (DGRI).  The Samaritans held a pop-up shop at the Bakers Oven, 
High Street, Dumfries. 
 
A short film was made for our Facebook page involving Claire Thirlwell, Health 
Improvement Specialist, which reached of over 18,500 with around 8,800 views. 
 

NOT PROTECTIVELY MARKED 
Page 5 of 7 

mailto:jgarton@nhs.net


The Chairman, Chief Executive, Nurse Director and Joint Interim Public Health 
Director from the NHS, along with the Depute Governor of HM Prison, Support in 
Mind’s Regional Manager and the Superintendent for Police Scotland showed their 
support for the “Can you read between the lines?” campaign. 
 
Boost for Asthma Endowment 
NHS Dumfries and Galloway’s Asthma Endowment Fund received a funding boost of 
£4,526 raised by the Martin Moore Memorial at the tenth annual fun day held at the 
Troqueer Arms.  Staff from the Respiratory Ward gratefully received the cheque from 
Martin’s family. 
 
Funding Boost for Playlist for Life 
NHS Dumfries and Galloway’s Playlist for Life Project received a funding boost of 
£400 thanks to a generous donation from Lochmaben Ladies Golf Club. 
 
 
Section 2 – Staffing Changes, retirements 
 
Anne McDowall 
Anne McDowall has left her post as Senior Charge Nurse/Advanced Nurse 
Practitioner at Newton Stewart hospital to work as an Advanced Nurse Practitioner at 
The Galloway Hills Practice.  Anne started work at Newton Stewart Hospital 34 years 
ago.   
 
Alex Little 
Alex Little, Strategic Planning Manager/Commissioner for Cancer, Palliative Care & 
Children’s Services/Child Health Commissioner has been appointed Vice Chair of 
the National Child Commissioners Group. This group acts as liaison between 
Scottish Government Maternal and Child Health Directorate and the NHS Boards. 
 
Kath Ellwood 
Kath Ellwood is retired from NHS Dumfries and Galloway at the end of 
September 2016 after 10 years service.  Kath has worked mainly in Public Health 
spending the majority of her time with the Building Healthy Communities team. 
 
Ann Boughen 
Paediatric Secretary Ann Boughen retires at the end of the September 2016.  Ann 
has been with the organisation for more than 30 years, working in a variety of areas. 
 
John McGoldrick 
Out of Hours Service Manager, John McGoldrick retired from his post in 
September 2016. 
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Section 3 - Current Consultations 
 
From Topic Response 

due by 
Scottish Government Consultation on the Scottish Government 

Response to the UK Apprenticeship Levy 
 
Response Submitted 
 

26/08/2016 

Care Inspectorate Consultation Community Justice in Scotland: 
A guide to self-evaluation 
 
Response Submitted 
 

09/09/2016 

Scottish Government Mental Health (Scotland) Act 2015 - second 
consultation on implementation 

17/10/2016 

 
 
Section 4 – Chief Executive and Chairman Commitments 
 

Chief Executive’s Diary 
Key Events 

 Chairman’s Diary 
Key Events 

October  October 
11 Management Team  24 NHS Chairs Meeting 
11/12 NHS Chief Executives  27/28 Public Health Conference 
13 National Exercise - Safe Hands     
21 WoS RPG    
25 Management Team    
November  November 
7 Performance Committee  7 Performance Committee 
8/9 NHS Chief Executives 14 NHS Chairs Meeting 
14 Healthcare Governance 26 Staff Governance 
22 Management Team   
25 TCAT Conference   
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 
 
 
Area Clinical Forum 
 
 

Minute of the Area Clinical Forum meeting held in the 
 Education Centre, DGRI on Wednesday 27th July 2016 

 
 

Present 
Moira Cossar (Chair)  

Paul Beardon, Heather Currie, Adele Foster,  
Kim Heathcote, Allyson Turnbull, Bill Irving 

 
In Attendance 

Jan McCulloch, Professional Committees’ Co-ordinator 
Eddie Docherty, Director of Nursing and Allied Health Professionals 

Angus Cameron, Medical Director 
 

Apologies 
Lorna Carr, Alison Milne 

 
1. Apologies 
 
2. Minute of Previous Meeting 
 The Minute of the meeting held on Wednesday 27th April 2016 was approved. 
   
3. Matters Arising 
 a) ACF Open Event 25th May 2016 
   Moira said there had been very positive feedback received about the ACF  
   event held to discuss the National Clinical Strategy for Scotland – What it  
   means for Dumfries and Galloway. 
 
4. Standing Items 
  a) Chair’s Report  
   Moira fedback from the last ACF Chairs’ meeting held in Edinburgh when  

  NHS Scotland’s CEO Paul Gray attended along with Jason Leitch, National 
  Clinical Director, Scottish Government for discussions with ACF Chairs  
  around integration. It was noted that at present all Boards are doing things 
  differently as at present there is no defined format for Boards to follow.  
  Comparisons between current partnerships and the NHS Highland model  
  were also made. 

 
   Chair of Area Clinical Forum 
   Moira informed members of her intention to resign as ACF Chair from the  

  31st December 2016.  Nominations will be sought from the current ACF  
  membership to take over the office of Chair, which is a Government  
  appointment. Moira is willing to speak to anyone interested in finding out  
  more about what is involved in the position including time commitment and 
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  expectations.  If 2 or more nominations are received an election would take 
  place. Nominations will be sought before the August ACF meeting. 

 
  b) The Change Programme  
   Another successful Cross Check Event took place on the 25th May. Heather 

  spoke about the progress being made and the huge amount of work being 
  undertaken by many. It was agreed that the Event was very useful in  
  comparing how the work was progressing.  Heather commented that another 
  Event  is being arranged for the end of the year. 

 
  c) Integrated Joint Board (IJB) – Update 
   Moira said that the focus of the IJB just now was predominantly on   

  governance matters and this was reflected on the type of papers coming to 
  the IJB and the discussions currently taking place.  Some Sub committees 
  are also being established and it has been agreed that the Chair of ACF will 
  Chair the IJB Health and Care Committee.  IJB meetings will be held around 
  the region every two months and will be open to the public. 

 
   Moira confirmed that an update on integration is due by the end of the year. 
  
5.  Control of carbapenemase-producing Enterobacteriaceae (CPE)  
  Implementation Policy and Plan 
 Eddie Docherty spoke to the Paper that had been presented at Infection Control 
 Committee and said that the Policy and Plan were as a result of National 
 Guidelines that needed to be ratified by the Board. Eddie commented that the 
 procedures were straightforward and were mostly in place already. 
 
 Members noted the Policy and Plan.  Adele informed the meeting that following
 discussions, the paper needed to be amended and adjusted to take into account 
 the unique situation for NHS D & G due to the proximity of Carlisle.  Adele 
 confirmed that testing takes place throughout the UK and the costs of testing for 
 NHS D&G could be about £100 per person. 
  
 It has been agreed that Elaine Ross will amend the policy and plan accordingly and 
 Eddie confirmed that both will be reviewed on regular basis. 
 
6. Integrated Professional Advisory Committee (IPAC) update 
 Moira informed members that she has met with Lilian Cringles, Head of Social 
 Services, D & G Council and has had discussions about a Professional Social Work 
 Advisory committee joining ACF. Moira said that the meeting had been very useful 
 and had helped to clarify the confusion that has arisen about the role and purpose  
 of a Professional Social Work Advisory Committee that would be comparable to 
 those in the NHS PAC structure and how this was different to the Council’s current 
 Social Work committee, which is led by councillors. 
 
 Lilian Cringles has proposed that Heather Colinton from Adult Social Services will 

attend future ACF meetings and feedback Lilian.  Moira also said that Julie White 
will speak with Lilian regarding the structure of integrated Advisory committees and 
IJB in the future. 
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7. NHS Dumfries and Galloway Healthcare Science Local implementation plan 
 Adele presented the Health Care Science implementation plan and explained that 
 the plan provided an outline on the actions proposed to achieve the 5 deliverables 
 cited in the Scottish Healthcare Science National Delivery Plan. 
 
 Adele spoke about some challenges around some Point of Care Testing that are
 being  looked at. 
 
 Angus and Eddie suggested that this paper and plan should be taken to a  future 
 meeting of the Healthcare Governance Committee and Adele will arrange this. 
 
 Adele also informed members that her 18 month secondment to the post of Health 
 Care Science Lead will end soon and had concerns about how current and future 
 work will continue. Adele said that Boards have been encouraged to keep the 
 posts and members agreed that the post provided valuable development 
 opportunities for the Healthcare Science professions and supported that the post 
 should be made permanent.   
 
8.        Rehabilitation Services 
 Heather updated members about the outcome from recent work stream meetings 
 following concerns raised recently at Medical Staff Committee about the future of 
 rehabilitation services in the new hospital.   
  
 Since the Medical Staff committee meeting, the Rehab work stream has looked at 
 various options and identified 2 options that would be best for patients and staff.   It 
 was suggested and agreed that once the options have been made they should 
 come  to ACF for multi professional advice instead of going solely to Medical Staff 
 Committee. 
   
9.  New Hospital Naming Options for Consideration 
 It was noted that this matter had been previously discussed at Medical Staff 
 Committee when it had been agreed that there was no desire to change the name 
 for the new hospital and the current name - Dumfries and Galloway Royal Infirmary 
 should be retained for a number of reasons including: 
 
 The name is very well known both locally and nationally. 
 There were some concerns that it could be perceived that the new hospital had 
 been downgraded if ‘Royal’ is removed from the name. 

Rebranding costs were also considered a strong factor for retaining the DGRI 
name. 

 
  There were also calls to retain the name of Cresswell for the Maternity and Birthing 
 Suite in the dept. of Women and Children’s services as this was also seen to be an 
 important local connection. It was appreciated that a new name would therefore be 
 needed for the old hospital site and current Creswell building. 
  
10.      ACF Annual Report - Draft 
 Members noted the draft and any comments to be with Moira by 5th August.  The 
 report will then go to Health Care Governance Committee and then to Board. 
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11.  Update from Committees 
 Medical Staff Committee:  

o Provision of Rehab Services in the new hospital. 
o David Bryson - Plans for Cresswell when hospital moves. 
o HEPMA – update 
o HR update about Med Recruitment – Currently 25 vacancies remain unfilled 

from  a complement of 110 consultants and 60 specialist docs. 
o Monthly cost savings suggestions  

 
 Healthcare Scientists’ Committee:  

o   At the HCS Annual Event held on 24/6 NHS D & G received an award for 
collaborative working with NHS Ayr and Arran for work with radio isotops. 

 
 Psychology: 
 Allyson informed members about a research project that has been undertaken by 
 Ross Warwick, Psychology over the past 2 years profiling frequent attenders to A 
 & E dept using a dementia based model and working with multi disciplinary 
 staff from A & E.  Allyson explained that this type of work had not been done 
 before and the outcome from the pilot has been surprising and has shown that 
 those with drug seeking behaviour is not the highest number of people attending 
 A & E. 
 
 It is anticipated that the findings from the research could help to reduce 
 attendances at A & E. Ross Warwick and Dave Pedley, A & E Consultant are  
 currently writing up a paper to present at a National conference in September.   
 
 Allyson would like ACF support to present and share the findings and very rich 
 information  from this research project to local clinical professions. Members 
 agreed that ACF should  support an Event to highlight this piece of work and 
 suggested that this could be arranged and organised for the end of October.  
 
 Angus said that this had been very good work and that suggested that it should 
 also be included in the PLT for GPs in November. 
 
 Allyson said that psychology had also been working with GPs about referrals and 
 the first intake of GPs for training with psychology tools in basic Cognitive 
 Behaviour Therapy (CBT) had been very successful. 
 
 ANMAC 

o  Administration of Medication Errors 
o  Membership issues and attendance 

 
 Pharmacy  

o New Pharmacy for Moffat refused 
o All Health Boards in Scotland have given money to employ pharmacists to 

support GPs in some GP practices. In D & G this equates to 3.5 wte band 7 
posts  and NHS D &G have appointed 5 pharmacists who will be based in 
specific practices. 

 
12. Any Other Business 
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  Bill informed members about a recent successful recruitment Event held to recruit 
and promote nursing in NHS D & G.  65 people attended from all over the country 
and 33 applied for jobs from which 31 were recruited to jobs and to the nurse bank.   

 
 Eddie praised the work that had gone into the Event and said this had been a really 

successful experience with excellent results. 
 
 
 Date of Next Meeting 24th August 2016 
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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 24th August 2016 

Present 
Moira Cossar (Chair)  

Lorna Carr, Heather Currie,  
Kim Heathcote, Bill Irving, Alison Milne, 

In Attendance 
Jan McCulloch, Professional Committees’ Co-ordinator 

Apologies 
Paul Beardon, Adele Foster, Alyson Turnbull, 

1. Apologies

2. Minute of Previous Meeting
The Minute of the meeting held on Wednesday 27th July 2016 was approved.

3. Matters Arising
a) Rehabilitation Services

It was reported that following further meetings there are now 2 options to be 
considered. 

b) Office of Chair of ACF
Moira encouraged any members interested to have discussions with their
line manager interest to appreciate the support required to do the job of ACF
Chair.  Moira would be happy to speak with anyone about the role and the
time commitment. It was acknowledged that the role of ACF is an important
one and especially as a member of the integrated joint Board.

4. Standing Items
a) Chair’s Report

Moira told members that there will be 5 minute slots included in the
programme for ACF and APF at this years’ non-ministerial Annual review on
the 26th September.

b) The Change Programme
Work streams Feedback
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It was noted that there have been an increasing number of Labs 
workstreams involving IT. There have also been discussions about the 
transition of equipment, both existing and new.  
 
There have also been some workforce workstreams involving challenging 
discussions about the move in December 2017. 
BI – Nurse call system in mock up room being looked at. 
 
LC – Different ways of working  
HC – Progressive work still to be done  
LC – Cresswell Project being re launched  
HC – Discussions at MSC – Ophth in new build – where will kit be kept and 
co location of social workers. 

 
  c) Integrated Joint Board – Update 
   Meeting in Annan – paper on medical recruitment challenges – Finance  

  workshop – looking at best use of resources and blockages to care homes 
   3 sub committees identifies – clinical and care governance, audit and risk   

 recognise challenging decisions ahead. 
  
5. Symptomatic Relief Policy 
 Members discussed the comments received from advisory committee members  
 and agreed the following should be fed back 

1. The policy states "member of medical staff" throughout but this does not 
reflect the fact that much of our out-of-hours first line cover is provided by ANP's & 
this should be reflected in the policy since it is these ANP's who would review/ 
prescribe/ diagnose & treat these patients. 

2. The policy does not reflect the use of HEPMA at all. If 
written prescription document is still to be used for symptomatic relief medications, 
the fact the patient is also on HEPMA should be covered in this policy. 

3. The written prescription contains the route as 'O' but the BNF states this is 
not an accepted latin abbreviation and discourages the use of abbreviations when 
writing prescriptions. Since this is 'best practice' our local policies should reflect this 
surely? 

4. Hypromellose eye drops have crept on the p.3 and may get missed from the 
list of relevant drugs. Could this be condensed on to p.2 along with the other 
medications? 

5. Senna is not our first line aperient now and the joint formulary gives 
Bisacodyl as first line so our symptomatic relief policy should match our joint 
formulary.  

 
6. Payment to GPs for attending Committee Meetings 
 Feedback from GP Sub 
 MC emailed ACF Chairs – GPs want to attend committees and input but want paid 
 to attend evening meetings. –some Board areas do pay for locums – meetings 
 during the day – Challenge if meeting during the day – locum cover – If payments 
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 made to GPs – knock on effect for other committees and  members if they don’t get 
 paid.   
 MC will take matter to Board Management Team next week  
 

7. ACF Events 
Two ACF forthcoming events have been scheduled for October 2016 and March 
2017 
Work in A & E around frequent attenders group – Present research – R Warwick 
lead and reps from Drug and alcohol, Social Services and A & E  -  outcomes have 
helped staff to challenge behaviours. 
 
March 2017 – Demand Optimisation  - Range of Topics  - MC - Meeting on Friday 
changes to repeat prescribing making a difference – Spreading culture about not 
doing unnecessary testing – about patients – not just about saving money. – 
Positive example. 

  
8.  Getting It Right for Every Child (GIRFEC) 
 Update noted  
   
9.        NHS D & G Annual Review 
  
10.  Update from Committees 
 HCS Committee 
 Website space secured on HIPPO for HCS 
 Paper for Clinical Governance Committee 
 Labs research assistant appointed as Trainee Vascular Scientist   
 
 MSC  
 Look at Datix reporting – P Bryden attending future meetings 
 Medical Recruitment – Option for doing private work – organisation in a different 
 place – could aid recruitment – further discussions needed. 
 Monthly savings – Letting know people what the costs of tests are could encourage 
 Black bins/orange bins- costs – 50% of waste put into wrong bin –potential savings. 
 
 ADAC 
 Max fac post recruited to  
 Orthodontic review took place earlier in the year  
 Salaried services under review  
 Service in West being looked at 
 
11. Any Other Business 
   
 Date of Next Meeting 28th September 2016 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
Audit and Risk Committee 
 
 
Minutes of the Audit and Risk Committee meeting held on Monday 21st March 2016 at 
10.00 am – 1.00 pm in the New Boardroom, Crichton Hall, Bankend Road, Dumfries, 
DG1 4TG. 
 
 
Present 
 
Mr R Allan  Non Executive Committee Member (Committee Chair) 
Ms G Stanyard  Non Executive Committee Member 
Ms L Bryce Non Executive Committee Member 
 
In Attendance 
 
Mr J Ace Chief Executive 
Mrs K Lewis Director of Finance 
Mrs S McMeckan Deputy Director of Finance 
Mrs R Francis Audit and Risk Committee Lay Member 
Ms J Watters Chief Internal Auditor 
Ms L Paterson External Auditor – PricewaterhouseCoopers LLP 
Mr J McLatchie Risk Co-ordinator 
Ms S Thompson Internal Auditor (in part) 
Mr N Gammage IT Delivery Manager (in part) 
Ms L Bass Executive Assistant to Director of Finance (Minute Secretary) 
  
Apologies 
 
Dr L Douglas Non Executive Committee Member 
Mrs G Cardozo Non Executive Committee Member 
Mr E Docherty Nurse Director 
Mrs J White Chief Operating Officer 
 
The Committee Chair welcomed members to the Audit and Risk Committee meeting, 
thanking other colleagues for their attendance.  The Chair welcomed Jim McLatchie, 
newly appointed Risk Co-ordinator and Lindsey Paterson (External Auditor, 
PricewaterhouseCoopers LLP (PwC)), to the meeting.   
 
1. Apologies for Absence 
 
 Apologies as noted above. 
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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 21st December 2015 
 
 The Audit and Risk Committee approved the minute from the previous meeting 

on 21st December 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. 
 
 Audit and Risk Committee noted the actions list. 
 
5. External Audit Quarterly Progress Update 
 
 Lindsey Paterson from PwC provided a verbal update to the Audit and Risk 

Committee.  Lindsey confirmed that the interim audit testing has been completed 
and preparations are underway for the final audit.  No issues are arising at the 
current time.  It was also noted that liaison has taken place with internal audit re 
the National Fraud Initiative (NFI) information/recommendations (see item 24). 

 
At the previous meeting of the Audit and Risk Committee, the External Audit Plan 
2015/16 was presented and it was agreed that suggestions be sought from 
Committee members in terms of the “Adding value to the Audit” section.  
Responses were collated and ‘data security’ was highlighted as a key 
recommendation.  Further discussions are taking place with PwC and a further 
update will be bought back to the next meeting. 
 
 Audit and Risk Committee noted the update. 

 
6. Audit Scotland Reports Update 
 
 The Deputy Director of Finance presented the Audit Scotland Reports Update 

paper to the Audit and Risk Committee.  The Committee was asked to note that: 
 

• Two Audit Scotland Reports have been issued in 2015/16 to date: 
o NHS Scotland in 2015 
o Health and Social Care Integration 

• No new reports have been issued since last reported at Audit and Risk 
Committee. 
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• The NHS Overview report is included as agenda Item 8 which should 
provide Audit and Risk Committee a level of assurance that the report has 
been considered locally and actions taken where required and that this 
can be closed on the register.  

 
It was noted that the Health and Social Care Integration was listed in the report 
status as “closed” – this should be listed as “propose to close” at the current time 
(will be listed as “closed” at the next meeting). 

 
 Audit and Risk Committee noted the report. 
 
7. Audit Scotland Report on Health and Social Care Integration 
 

The Director of Finance presented the Audit Scotland Report on Health and 
Social Care Integration paper to the Audit and Risk Committee.  The Committee 
were asked to: 

 
• Note Audit Scotland recommendations within the Health and Social Care 

Integration Report published on 3 December 2015 
• Note the current local position within Dumfries and Galloway on how these 

recommendations are or will be addressed 
• Agree to receive a progress report in 6 months time 

 
The paper outlined what actions had been undertaken to address each of the 
recommendations.  The Director of Finance highlighted the key points from the 
paper, including: 
 

• On 21 December 2015, the HSCI Executive Group was asked to consider 
potential actions arising from the Audit Scotland Report.   

• On 28 January 2016, the Integration Joint Board (IJB) was asked to note 
the local position and agree to receive a progress report at the 14 July 
2016 meeting.   

• A copy of Audit Scotland’s Health and Social Integration report, the HSCI 
Executive Group minute from 21 December 2015 and the report presented 
to the IJB on 28 January 2016 were attached as appendices to the report. 

 
There was a brief discussion with the following key points noted: 

 
• In terms of the suggestion to receive a progress report in 6 months time, 

the Director of Finance advised that a further Audit Scotland Report on 
Health and Social Care Integration has been issued this week, which 
provides a further update which will need to be considered.  Following 
discussion, the Committee agreed that this document should form the 
basis of the next update to the Audit and Risk Committee. 
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• A Board Member queried if there was any update on the cultural 
diagnostic work.  It was confirmed that a detailed piece of work has been 
undertaken on this and a communication programme is currently being 
scheduled.  Update on progress will be provided in due course.  It was 
noted that ownership for cultural diagnostic work lies with the IJB. 

• The Lay Member noted that a similar paper had been submitted to the IJB 
and clarity was requested around reporting mechanisms and 
responsibilities. The Director of Finance advised that the paper was 
presented to the Audit and Risk Committee in line with the requirement for 
the Committee/Board to be assured that all reports being issued from 
Audit Scotland are being identified, disseminated, reviewed and 
implemented where required.   

 
 Audit and Risk Committee: 
 

• Noted the report and agreed that the status can now be moved to 
“closed”. 

• Agreed to receive an additional report based on the latest Audit Scotland 
Report on Health and Social Care Integration in 6 months at the 
September 2016 meeting.  

Action: Chief Operating Officer 
 
8. Audit Scotland’s Review of the NHS in Scotland 2015 
 

The Director of Finance presented the paper on Audit Scotland’s Review of the 
NHS in Scotland 2015 to the Audit and Risk Committee.  The Director of Finance 
highlighted the key points from the paper, including: 
 

• “NHS in Scotland 2015” is Audit Scotland’s annual report on how the 
NHS in Scotland is performing.  It analyses the performance of the NHS 
during 2014-15 and comments on its future plans.  A further supplement 
has been published which provides a checklist designed to help Non-
Executive Directors in their role in overseeing the performance of NHS 
Boards and is aimed at ‘promoting good practice, scrutiny and challenge 
in decision-making’. The full report and checklist was attached as 
appendices to the report. 

• The report highlighted the key facts from the main audit report and 
demonstrated where assurance can be provided from the Board’s 
financial performance report, in relation to each of the areas highlighted 
in the Non-Executive Directors’ checklist supplement, cross referencing 
where each area in the checklist can be identified within the financial 
performance report. 

• The Chief Executive and Director of Finance have organised staff road 
shows during April 2016 to communicate the financial challenges across 
the organisation. 
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The Lay Member asked for an update on the other sections of the checklist, 
noting that this is work in progress.  The Director of Finance advised that, at the 
Performance Committee meeting on 11 January 2016, it was agreed that this 
would be taken to the Non-Executive Group for review to ensure they are 
receiving the appropriate levels of assurance around each of the sections within 
this report.  The relevant Directors have confirmed that reports will be actioned 
and dates for completion will be advised in due course. 
 
Audit and Risk Committee noted the report.  This will now move to “closed” on 
the Audit Scotland Reports Register. 

 
9. Internal Audit Quarterly Progress Update to end February 2016 
 

The Chief Internal Auditor presented the Internal Audit Quarterly Progress 
Update paper to the Audit and Risk Committee. The Chief Internal Auditor 
highlighted the key points within the paper: 
 

• An appendix to the report demonstrated progress against all the audits in 
the 2015/16 plan.  It was noted that 7 audits have been completed to 
reporting stage. 

• Tables were presented identifying progress on one Preliminary and three 
Final reports that have been issued since the last committee meeting.  

o Preliminary Audit Report 
 A/02/16 – Complaints Management Process 

o Final Audit Report 
 A/06/16 – Theatre Stores and Stock Controls 
 A/09/16 – Freedom of Information  
 TS/11/16 – Travel and Subsistence Claims 

• A table was provided detailing the status (Overdue, Open, Pending 
Review, Closed) of all audit actions per Director.   

 
The Chief Internal Auditor provided further information around the proposed 
amendment for the Risk Management audit to be removed from the 2015/16 
Audit Plan and moved into the 2016/17 Audit Plan, with a view to reporting back 
to the Audit and Risk Committee in December 2016.   It was suggested that 
moving the audit will allow for actions such as the creation of a risk appetite 
statement for the Board to be given time to be embedded.  
 
There was a discussion around the Complaints Management Process audit 
(A/02/16), with the key points noted below: 
 

• It was noted that the risk rating was recorded as Moderate Assurance, 
with 15 c (high risk) recommendations.  The Chair noted similar scores 
from other audits and queried the reasoning for a Moderate rating rather 
than Limited Assurance rating.    
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• The Chief Internal Auditor provided some background information, 
highlighting that there was a general level of compliance and that the 
rating was not solely based on the scoring system.  It was noted that some 
of the key issues were around interpretation of guidance/policies.  The 
Chief Executive advised that the Nurse Director is undertaking a full re-
write of the complaints procedure and this would support a refresh of the 
process. 

• Following discussion, some Board Members felt that, in light of the 
sensitivity around complaints, further assurance was required around this 
specific audit. 

 
In conclusion, Audit and Risk Committee: 
 

• Noted the progress against the 2015/16 Internal Audit and Plan  
• Agreed that the Risk Management audit should be removed from the 

2015/16 Audit Plan and moved into the 2016/17 Audit Plan 
• Agreed that a specific report on the Complaints Management audit 

(A/02/16) be bought to the Audit and Risk Committee meeting on 20 June 
2016, and that the Nurse Director be asked to present on this item. 

 
Action: Chief Internal Auditor/ Nurse Director 

 
10. Limited Assurance Audits Update 
 

The Chief Internal Auditor presented the Limited Assurance Audits Update paper 
to the Audit and Risk Committee.    The Chief Internal Auditor highlighted the key 
points within the paper, including: 
 

• An update on Limited Assurance audits that have been completed in the 
last few years and still have actions that remain outstanding (RM/01/13 
Risk Management, A/03/15 CEL’s and other SG guidance, A/06/15 Waste 
Management).   

• The new Limited Assurance audit: A/06/16 - Theatre Stores and Stock 
Controls audit.  The paper provided information on the recommendations 
and key conclusions from the audit.  The full audit report was provided as 
an appendix.    

 
The Committee discussed the Theatre Stores and Stock Controls audit (A/06/16) 
with the key points highlighted below: 

 
• Sandra Thompson (Internal Auditor) provided background information on 

the audit and the Committee discussed a number of areas including 
procedures, system links/protocols, PowerGate, operational issues, stock 
management, ordering, stock locations, access levels and picking lists. 
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• The Committee noted that there is a system in place and recognised the 
complexities involved in ensuring full functionality and accessibility in a 
clinical setting.  However, the Committee sought some assurance around 
the actions highlighted in the audit and agreed that a written report from 
the relevant managers was required, as is normally the case for all limited 
assurance audits. 
 

In conclusion, the Audit and Risk Committee: 
 

• Noted the progress against previous Limited Assurances 
• In relation to A/06/16 Theatre Stores and Stock Controls, agreed that the 

relevant managers be requested to provide a written update on 
improvements that have been introduced to the next meeting of Audit and 
Risk Committee on 20 June 2016, and to attend that meeting to answer 
any queries that may be raised by the Committee. 
 

Action: Acute and Diagnostics General Manager 
 
11. Management Update on Internal Audit outstanding actions 
 

The Director of Finance presented the Management Update on Internal Audit 
outstanding actions paper to Audit and Risk Committee.   The Director of Finance 
explained that Audit and Risk Committee previously requested further detail on 
older actions.  A progress report on open actions greater than 12 months old (as 
at 3 February 2016) was included as an appendix to the paper.   
 
The Director of Finance advised that this is an area of focus for the Management 
Team.  Sustained progress has been demonstrated in this area and will continue 
to be progressed to close off actions as timely as possible.  The Committee 
discussed the paper with the following key points noted: 
 

• The report demonstrated that good progress is being made and it was 
noted that a number of items have now been closed off.  

• Referring to the status updates, the Chief Internal Auditor mentioned that 
some of these updates have not been reported back to Internal Audit via 
issue track.  The Director of Finance confirmed that staff have been 
advised to update systems as soon as possible to support the completion 
of the audit process. 

• In terms of audits where limited progress is being made, the Chief Internal 
Auditor was advised to report these back to the Management Team 
meetings for action.   

• There was a brief discussion around the number of recommendations and 
subsequent actions involved in an audit and the impact on the service 
trying to resolve these. 

 
Audit and Risk Committee noted the report. 
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12. Internal Audit Plan 2016/2017 
 

The Chief Internal Auditor presented the Internal Audit Plan 2016/17 paper to the 
Audit and Risk Committee.   The Committee was asked to: 
 

• Agree the Internal Audit Strategy for 2016 onwards 
• Approve the revised Internal Audit Charter 
• Note the Risk and Audit Universe 
• Approve the proposed Internal Audit Plan for 2016/17 

 
Appendices of the above documents were included within the report. 
 
The Chief Internal Auditor advised that Internal Audit work will be provided in 
accordance with the Internal Audit Plan and Audit Charter.  Preparation of the 
plan and its subsequent approval by Audit and Risk Committee is in accordance 
with the Public Sector Internal Audit Standards and the Scottish Government 
Audit Committee Handbook. 
 
The Committee discussed the Internal Audit Plan for 2016/17.  The Chief Internal 
Auditor referred to the section within the paper around audit resource and 
available audit days.  Reference was then made to the potential Audit Plan 
coverage and days required to complete this.  The Chief Internal Auditor 
suggested that some areas in the Audit Plan may need to be removed due to 
resource issues, and highlighted if audits are removed from the plan, that there 
needs to be a clear understanding on where we get assurances from within these 
areas.  The Chief Internal Auditor asked the Audit and Risk Committee to 
consider the proposed Plan and approve audit coverage that the Committee 
believes will deliver the assurances required.  There was a lengthy discussion 
around this with the key points noted below: 
 

• In terms of resourcing, it was suggested that this was a separate 
operational matter which should be raised directly with the Chief Executive 
and Management Team.  The Audit and Risk Committee noted their role 
in approving Internal Audit resources, and requested the Chief Executive 
report back to June Audit and Risk Committee on Internal Audit 
resourcing.   

• It was noted that the days for consultancy have been added to this year’s 
plan and there was a brief discussion around what this would involve. 

• In terms of the suggestion of removing audits from the plan, the 
Committee felt that all planned audits for 2016/17 should remain, as 
detailed in Table 2 of the paper.  

• It was agreed that an assurance map be compiled to identify all sources of 
assurance available to Audit and Risk Committee and Board.  

• It was suggested that the Risk and Audit Universe be reviewed. 
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In conclusion, the Audit and Risk Committee: 
 

• Agreed the Internal Audit Strategy for 2016 onwards. 
• Approved the revised Internal Audit Charter. 
• Approved the Internal Audit Plan for 2016/17.  This covers all 18 audits 

listed in Table 2 of the appendix to the paper.  The Committee 
emphasised the expectation that the Audit Plan would be delivered as per 
Table 2.  Any variation in this should be referred back to Audit and Risk 
Committee on an audit by audit basis. 

• Agreed that a review of resources and priorities should be undertaken with 
the Chief Executive, with input from Management Team, and that further 
details should be brought back to the Audit and Risk Committee in June 
2016. 

• Agreed that an assurance map be compiled to identify all sources of 
assurance available to Audit and Risk Committee and the Board. 
 

Action: Chief Internal Auditor/Chief Executive 
 
 Sandra Thompson (Internal Auditor) left the meeting at this point. 
 
13. Risk Management Quarterly Progress Update 
 
 The Director of Finance presented the Risk Management Quarterly Progress 

Update paper to the Audit and Risk Committee.  The Director of Finance 
highlighted the key points from the report: 
 

• A Board Workshop around risk management was held in June 2015 to 
discuss risk appetite and the level of risk that would be tolerated by the 
organisation.  A further Board Workshop has been arranged for 16th May 
2016 to allow review of the corporate risk register and development of risk 
appetite by the Board.   

• A Management Team Workshop has been scheduled for 12th April 2016, 
for Directors to review and discuss the corporate risk register and how it 
will align to the Board risk appetite. 

• Integration Joint Board - A Governance and Delegation Group has been 
established to ensure that the appropriate governance arrangements have 
been put in place and the appropriate strategies and policies have been 
developed.   

• A copy of the Adverse Events paper that was taken to the 
Healthcare Governance Committee on 14th March 2016 was attached as 
an appendix. 

• A copy of the Risk Steering Group minute from the meeting on 9 
December 2015 was attached as an appendix.  This is for information only 
as the group formally reports to the Risk Executive Group.   

• A request was put forward at the December 2015 Audit and Risk 
Committee for Committee members to have sight of the Risk Management 
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Annual Report in advance of the June 2016 Committee meeting, to ensure 
that the appropriate level of assurance can be taken from the report to 
demonstrate effective risk management.  A draft copy of the report was 
included as an appendix (this is work in progress).  A copy of the final 
report will be circulated to Committee Members in advance of the June 
Audit and Risk Committee meeting. 

 
The following typographical error was noted on page 4 of the report under item 
10 “Following discussion at the September 2016....” – this should read “2015”. 
 
Gill Stanyard referred to the Risk Steering Group meeting minutes of 9 
December 2015 and queried if the Risk Safety Checklist would be available for 
Non-Executives before the Risk Workshop in May.   The Director of Finance 
advised that she would look into this further and report back. 
 

Action: Director of Finance 
 

The Audit and Risk Committee noted the report and provided assurance to the 
Board that the appropriate processes are in place to ensure that risks are 
identified and captured within the Board’s various risk registers. 

 
 Nigel Gammage (IT Delivery Manager) arrived at this point.  Committee moved to 

Item 15 on the agenda. 
 
15. Information Assurance Quarterly Update 
 

Nigel Gammage (IT Delivery Manager), presented the Information Assurance 
Quarterly Update paper to Committee.   The Committee was asked to: 

 
• Note the progress that is being made to reassure that the statutory 

requirements and the Board’s Information Assurance obligations are being 
managed effectively through the Information Assurance Committee.  

• Note that the Information Assurance Annual Report will be circulated after 
approval at the next Information Assurance Committee scheduled for 13th 
April 2016.  

 
It was noted that Audit and Risk Committee had previously requested that a 
general update on Information Assurance Committee activities be provided on a 
quarterly basis along with a specific request regarding a short summary on the 
FairWarning product and its use as well, as well as a short summary on the 
Public Records (Scotland) Act (PRSA) 2011 application submitted to the Keeper 
of Records for Scotland.  The paper provided an update on these matters. 

 
Nigel highlighted the key points from within the report, including: 
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• Information Assurance Committee minutes from the meeting held on 21 
January 2016 was attached as an appendix.  A Board Member asked for 
an update on whether there was confirmation that all Mental Health 
Records will be scanned into eCasenotes.  Nigel confirmed that this would 
be the case. 

• Progress against the Internal Audit reports 
• Progress towards achieving and maintaining compliance with the PRSA. 

Nigel confirmed that we are on track with the timetable/recommendations 
outlined in the paper. 

• An overview of the FairWarning system 
 

Audit and Risk Committee noted the report. 
 
Nigel Gammage (IT Delivery Manager) left the meeting. 

 
14. Specific Project Risk Registers Update – Acute Services Redevelopment 

Programme (ASRP) 
 
 The Director of Finance presented the Specific Project Risk Registers Update – 

ASRP paper to the Audit and Risk Committee.  The Committee were asked to: 
 

• Note the risk management, governance and activities to date undertaken 
by the Acute Services Redevelopment Project’s New Hospital Project and 
Clinical and Service Change Project. 

• Note the main risks and their mitigation strategies as outlined in the 
current risk registers. 
 

The key highlights from the report included the following: 
 

• Risk workshops are held on a bi-monthly basis, with the respective Project 
Teams, to review and update all open risks and to consider any additions 
or deletions.   

• The most recent workshops discussed the general risk environment 
surrounding the new project in its widest sense (eg. fibre infrastructure, 
overall estates strategy, pace of change) before considering each of the 
open risks on the risk registers. A table detailing the high risk areas was 
included in the report. 
 

The Lay Member referred to risk No 36 “Revised Stakeholders/Board 
requirements result in design changes..” and queried whether these changes 
would be from internal or external sources.  The Chief Executive confirmed that 
these would be internal and form part of the ongoing design as the hospital 
evolves.  It was also noted that these would be around the physical build rather 
than any clinical change. 

 
Audit and Risk Committee noted the report. 
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16. Compliance with Standing Financial Instructions (SFIs) update 

 
The Deputy Director of Finance presented the Compliance with Standing 
Financial Instructions (SFIs) update paper to the Audit and Risk Committee.   
The report included: 
 

• The tendering report, advising of the number of tenders invited/received 
and the value of tender accepted since the last report.    

• A table detailing the waivers that have been approved since the last 
meeting of the Audit and Risk Committee.   

• A revised form for the SFI Waiver Process. 
 

It was noted that the ‘Reactive Maintenance Flooring tender’ listed in the tenders 
table, also needed a retrospective SFI waiver as a result of the number of 
tenders being returned.  This will be actioned and added to the June report. 
 

Action: Deputy Director of Finance 
 
Audit and Risk Committee noted the update. 
 

17. Annual Assurance Update Report – including Governance Statement 
 
 The Deputy Director of Finance presented the Annual Assurance Update Report 

(including Governance Statement) paper to the Audit and Risk Committee.  At 
the Committee meeting in December 2015, an overview of the process being put 
in place to deliver the Annual Report was provided. The format of the Annual 
Report contained within the Annual Report and Accounts has been amended to 
reflect changes in the Financial Reporting Manual (FReM) for 2015/16 reporting. 
The three key pieces of work that require to be completed are: 
 

• The Performance Report 
• The Accountability Report 
• The Financial Statements 

 
The Deputy Director highlighted the key points in the paper including: 

 
• An updated timetable for the production of the Annual Report.  Key 

dates going forward are:  
o Deadline for final submission - 8th April 
o Chief Executive and Internal Audit review - 6th May 2016 
o Final Statement produced - 13th May 2016 

 
• It was noted that Audit and Risk Committee previously discussed the 

possibility of receiving copies of the Annual Reports and Governance 
Statement in advance of the June 2016 meeting to allow time for 

NOT  PROTECTIVELY  MARKED 
Page 12 of 18 

 



consideration of the assurances in advance of the signing of the 
accounts which also happens at that meeting.  Following a discussion 
at Management Team, it was agreed that information requests would 
be issued separately unlike the previous year where one full pack was 
produced.   The Deputy Director of Finance confirmed that Pack 1 has 
now been issued; Packs 2,3 and 4 will be issued in the coming weeks. 

• Progress reports were provided on information that is required for The 
Accountability Report. 

• A working draft of the Governance Statement was included as an 
appendix to the report. The Governance Statement requires the 
information from the Annual Reports to be available to allow 
completion and inclusion in the Annual Accounts. 

 
The Audit and Risk Committee welcomed this report and were assured around 
progress in this area and agreed with the recommendations that: 
 

• The final draft of the reports and subsequent Governance Statement 
are circulated electronically in advance of the June Committee.  A 
Board workshop has also been planned in advance of the June 
meeting where these can be discussed. 

• For the 2016/17 process, a review of the approach required is 
undertaken earlier in the year to ensure the process is as efficient as it 
can be, avoiding duplication of effort where possible. 

 
18. Audit and Risk Committee Self Assessment Checklist 
 
 The Committee Chair presented the Audit and Risk Committee Self Assessment 

Checklist to the Committee.  It was noted that: 
 
• The questionnaire was issued in February 2016 and 4 out of 6 

responses were received back.   
• The purpose of the questionnaire is for the Committee to form a 

collective opinion on each of the areas of which they have 
responsibility for.  The responses to the collective should be restricted 
as a Committee to Yes, No or Not Applicable (N/A).  It was not noted 
that some questions were not answered. 

• Graphs and tables were included in the paper to highlight information 
about the responses. 

• A full breakdown of the questions and responses was attached as an 
appendix.  These were categorised into three areas to indicate whether 
there was a clear consensus (green), training need (amber) or where 
there was no clear consensus (red). 

 
In terms of areas that were highlighted amber or red, the Committee discussed 
these at length and reconfirmed whether these should be answered as a Yes, No 
or N/A answer.   
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 The following key points were noted during the discussion: 
 

• Q23/24: “Statement on Internal Control (SIC)” – noted this should be 
updated to “Governance Statement”.  Will be changed on next 
questionnaire. 

• Q71: Comment around clarity and communication – agreed to seek 
more information from individual around this.  

• Q31: Agreed that reference to “Stewardship reports” was unclear.  To 
be reworded on next version. 

 
Action: Executive Assistant to Director of Finance 

 
• Q18: Attendance at meetings – noted that mechanisms are in place for 

reporting back issues with irregular attendance. 
• Q25: Co-ordination with other Committees with responsibility for risk 

management and corporate governance.  It was noted that this will 
reviewed within IJB work.  Lindsey Paterson suggested that regular 
meetings of the chairs of the governance committees could be held to 
co-ordinate views.   
 

In conclusion, the Audit and Risk Committee: 
 

• Reviewed all areas of the self assessment highlighted as amber and 
red, and reconfirmed each one of these as green ie. Yes. 

• Noted the contents of the report. 
• Agreed to set up Chairs Group. 

 
Action: Audit and Risk Committee Chair 

 
19. Audit and Risk Committee Terms of Reference 
 
 The Director of Finance presented the Terms of Reference to Audit and Risk 

Committee.  It was explained that as per local/national policies and regulations, 
each of the Board’s governance committees are required to review and update 
their Terms of Reference on a regular basis.  The current Terms of Reference 
have been reviewed and minor amendments made.  It was noted that the 
majority of changes have been around formatting and re-organising of the 
subject headings/contents.  Changes were highlighted within the paper. 

 
 Audit and Risk Committee approved the revised Terms of Reference. 
 
20. Integration Finance Update 
 
 The Director of Finance presented the Integration Finance Update paper to the 

Audit and Risk Committee.  It was explained that the Integration Joint Board (IJB) 
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goes live in April 2016.  To support this, a number of areas have been 
progressed to ensure that the required infrastructure is in place: 

 
• Standing Orders/Scheme of Delegation 
• Committee Structure 
• Responsibilities of the Chief Officer and Chief Financial Officer 
• Planning, Budgeting, Reporting and the Treatment of Variances 
• Internal and External Audit 
• Risk Management and Insurance 

 
The Director of Finance added that, as the IJB was formally constituted in this 
financial year, there is a requirement for Annual Accounts for the IJB to be 
submitted for the 2015/16 financial year. 
 
Audit and Risk Committee noted the update. 

 
21. Standard Financial Instructions (SFI) and Scheme of Delegation Update 
 

The Deputy Director of Finance presented the SFI and Scheme of Delegation 
Update paper to the Audit and Risk Committee.  The paper summarised the work 
that had been undertaken to update both documents.  Appendices were attached 
detailing the amendments and copies of the revised SFIs and Scheme of 
Delegation were also attached.   
 
The Deputy Director of Finance advised that the main changes were around 
improving readability eg. bringing sections together, re-ordering paragraphs, 
removing obsolete/irrelevant sections.  In terms of the SFIs, one of the key 
changes has been around increasing the level for competitive quotes from 
£5,000 to £10,000. 

 
Following a brief discussion, Audit and Risk Committee: 
 

• Noted the contents of the paper 
• Approved the SFIs to be effective from 1st April 2016 
• Recommended to the NHS Board the changes proposed for the Scheme 

of Delegation 
 
It was agreed to move onto item 23 at this point in the meeting. 
 

23. Fraud Policy Review 2016 
 

The Chief Internal Auditor presented the Fraud Policy Review 2016 paper to 
Audit and Risk Committee.  It was explained that in recent months there have 
been a number of changes to guidance that require to be reflected in current 
Board fraud documents.  These changes were highlighted in the paper.   
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Following a brief discussion, the Audit and Risk Committee: 
 
 

• Approved the revised Fraud Policy  
• Noted the attached Partnership Agreement between CFS and NHS 

Dumfries and Galloway 
 

22. Fraud Quarterly Update Report 
 

The Chief Internal Auditor presented the Fraud Quarterly Update Report to the 
Audit and Risk Committee.  The Chief Internal Auditor provided the following 
highlights from the report: 
 

• The Proactive Plan for 2015/16 included Procurement Fraud e-learning 
packing and Bank mandate fraud training 

• Update on referrals and live cases 
• There have been four Counter Fraud Services (CFS) intelligence alerts 

since the last Audit and Risk Committee meeting.  Details were included 
as appendices to the report.  

• National Fraud Initiative update 
 
Audit and Risk Committee noted the report. 

 
24. National Fraud Initiative (NFI) Update 
 
 The Chief Internal Auditor presented the National Fraud Initiative (NFI) Update 

paper to the Audit and Risk Committee.  It was explained that the NFI in Scotland 
is a counter-fraud exercise led by Audit Scotland.  It uses computerised 
techniques to compare information about individuals held by different public 
bodies that might suggest the existence of fraud or error.   The paper provided on 
update on the most recent exercise.   

 
The Chief Internal Auditor advised that: 
 

• The 2014/15 exercise of the National Fraud Initiative is drawing to a close 
with all high level recommended matches cleared by NHS Dumfries and 
Galloway.   

• This information, and our approach, has been discussed with PwC, our 
external auditors who submit a return at the end of each exercise to Audit 
Scotland on the outcomes of the exercise.  

• One recommendation in relation to clearing the matches on the NFI 
system as soon as possible to ensure accuracy of external reporting has 
been made and taking their recommendation on board, we have now input 
all information into the system.  

 
Audit and Risk Committee noted the report. 
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25. Financial Reporting Quarterly Update 
  
 The Deputy Director of Finance presented the Financial Reporting Quarterly 

Update paper to the Audit and Risk Committee, summarising each of the 
following areas: 

 
• Annual Accounts preparation – at both national and local level 
• Information on losses and special payments 
• Banking arrangements update 
• Update on Direct Debits 
• Directors and Officers Insurance 
• Technical bulletin summary 
• Consultation on a revised Code of Audit Practice and new audit 

appointments 
 
The Director of Finance advised that a new Financial Accountant has recently 
been appointed and will be invited to attend the next Audit and Risk Committee 
meeting.  
 
Audit and Risk Committee noted the update. 
 

26. Any Other Business 
 
 Internal Audit - External Quality Assessment (EQA) 
 

The Chief Internal Auditor advised that one of the requirements of the Public 
Sector Internal Audit Standards is that an external assessment of the function 
must be conducted at least once every 5 years.  This can be in a number of 
forms and the Chief Internal Auditor is in the early stages of reviewing how this 
can be undertaken.  It is anticipated that this will take place during the next 
financial year and the results will be brought back to the Audit and Risk 
Committee.  

  
27. Date and Time of the Next Meeting 
 
 The next meeting of the Audit and Risk Committee will be held on 20th June 2016 

at 10am to 1pm in the New Boardroom, Crichton Hall, Dumfries.   
 

A Special Board meeting to approve the Annual Accounts will take place from 
1.30 pm to 4.00 pm on 20th June 2016.     
 
A Board Workshop has been arranged in advance of this – this will take place on 
Monday 13 June 2016 from 10.00 am to 1.00 pm in the New Boardroom. 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
Audit and Risk Committee 
 
 
Minutes of the Audit and Risk Committee meeting held on Monday 20th June 2016 at 
10.00 am – 1.00 pm in the New Boardroom, Crichton Hall, Bankend Road, Dumfries, 
DG1 4TG. 
 
 
Present 
 
Mr R Allan  Non Executive Member (Committee Chair) 
Ms L Bryce Non Executive Member 
Mrs G Cardozo Non Executive Member 
 
In Attendance 
 
Mr J Ace Chief Executive 
Mrs K Lewis Director of Finance 
Mr E Docherty Nurse Director 
Mrs R Francis Audit and Risk Committee Lay Member 
Mrs S McMeckan Deputy Director of Finance 
Ms J Watters Chief Internal Auditor 
Mrs L Paterson External Auditor – PricewaterhouseCoopers LLP (PwC) 
Ms L Bass Executive Assistant to Director of Finance (Minute Secretary) 
 
Mrs A Solley Assistant General Manager - Acute and Diagnostics (items 1-6 

only) 
Mr G Gault General Manager of IT (item 12 only) 
  
Apologies 
 
Dr A Cameron Medical Director 
Dr L Douglas Non Executive Member 
Mrs J White Chief Operating Officer 
Ms G Stanyard  Non Executive Member 
 
 
The Committee Chair welcomed members to the Audit and Risk Committee meeting, 
thanking other colleagues for their attendance.   
 
The Committee Chair also welcomed Lindsey Paterson (External Auditor, PwC), to 
the meeting.   It was noted that, in line with Audit Scotland tendering processes, 
PwCs’ 5 year term as auditors will come to an end this year.  The Committee Chair 
thanked Lindsey and the PwC team for the valuable contribution and support they 
had provided to NHS Dumfries and Galloway over the years. 
 

Agenda Item 109 
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The Committee Chair was pleased to confirm that Ros Francis’ appointment as a 
Lay member on the Audit and Risk Committee had been extended until July 2017.  It 
was noted that some work is required around the terms of reference for lay members 
across all NHS Dumfries and Galloway committees and this will be looked at in due 
course. 
 
A Board Workshop took place on 13 June 2016 which provided an opportunity for 
review of the key documents around the Annual Accounts.  A Special Board meeting 
to approve the Annual Accounts will take place following this meeting today, from 
1.30 pm to 4.00 pm.   
 
1. Apologies for Absence 
 
 Apologies as noted above. 
 
2. Declarations of Interest 
 

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

 
3. Minutes of meeting held on 21st March 2016 
 
 One amendment was noted on page 13, item 18, 2nd bullet point, as follows: 
 

• It was not noted that some questions were not answered. 
 
 With this amendment, the Audit and Risk Committee approved the minute 

from the previous meeting on 21st March 2016. 
 
4. Matters Arising and Review of Actions List 
 

a. 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.   
 
The Committee Chair provided an update in terms of the establishment of 
a Chairs Group to support views around risk and governance.  This will 
take place quarterly, with the first meeting scheduled for September.  In 
addition, Board meeting agendas have been updated to allow more time 
for Committee Chairs to feedback on the work of their individual 
Committees.  
 

b. West of Scotland Short Life Working Group: Internal Audit Progress 
Report – Jan 2012 – This paper was circulated to the Committee in 
advance of the meeting.  The Director of Finance advised that the paper 
was for information only and related to previous discussions around 
internal audit provision.    
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5. Compliance with Standing Financial Instructions (SFIs) update 
 
Susan McMeckan (Deputy Director of Finance) presented the Compliance 
with SFIs update paper to the Audit and Risk Committee.  The report 
included: 
 

• The tendering report, advising of the number of tenders 
invited/received and the value of tender accepted since the last report.    

• A table detailing the waivers that have been approved since the last 
meeting of the Audit and Risk Committee.   

 
There was a brief discussion on the paper with the key points noted below: 
 

• At the last meeting, it was noted that the ‘Reactive Maintenance 
Flooring tender’ listed in the tenders table, may require a retrospective 
SFI waiver. Susan advised that the SFI waiver log has been checked 
and a waiver for this tender was approved in April 2015 and was 
included within the Compliance with SFIs paper presented to the Audit 
and Risk Committee on 20 June 2015. 

• It was noted that a number of the SFIs related to the Fibre Project.  The 
Director of Finance provided more detail on this, including information 
on risk mitigation. 

• The Committee Chair commented that ‘compatibility with existing 
equipment’ was a recurrent reason for waivers. There was a brief 
discussion around sourcing and purchasing of equipment to ensure 
consistency and value for money; assurances were provided around 
the procedures in place to support this, which included life cycle 
costings, procurement guidelines and capital investment group 
approval. 

 
Audit and Risk Committee noted the report. 

 
6. Theatre Stores and Stock Control Audit (A/06/16) 
 

At the Audit and Risk Committee meeting on 21st March 2016, it was agreed 
that an update on this new limited assurance audit be presented to the 
Committee.  Alison Solley (Assistant General Manager, Acute and 
Diagnostics) presented a paper which included a copy of the audit report and 
recommendations as an appendix.  The Committee were asked to: 
 

• Recognise the constraints to making progress with the Theatre Stores 
and Stock Controls Audit recommendations. 

• To note recent progress now that constraints have been resolved 
• Endorse an extension date of 31st of October 2016 to complete the 

Management Action Plan. 
 
Alison provided background information to the Committee with the following 
key points noted below: 
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• There have been a number of contributing factors which have restricted 
speed at which improvements could be progressed.  These included 
two significant staffing issues and the commitment to new build 
workstreams. 

• Additional work on the management action plan has been challenging 
due to the necessity to sustain core business.   

• Staffing issues have now been resolved and some significant 
improvements have been made; Alison provided further detail around 
these. 

 
There was a brief discussion on the paper with the key points noted below: 
 

• The Committee Chair acknowledged the good progress that had been 
made and felt it would be beneficial to see an interim report at the 
September Audit and Risk Committee, to review further progress in 
advance of the requested deadline.  The Lay member commented that 
it would be useful for a progress update to be included against each 
action point within the audit plan. 

• The Director of Finance queried which areas held the highest risk; 
Alison advised that this was around consignment stock and spoke of 
the complexities and challenges around this area. 

• There was a query around the fire exit door/public access action point; 
Alison provided an update and advised that Estates are looking at 
options to resolve this. It was noted that this will not be an issue at the 
new hospital. 

• Alison provided updates on a number of areas including progress with 
operational policies, scanning, training and ongoing work with the 
various teams eg. procurement, theatres, finance, store staff.  Alison 
added that a ‘test of change’ exercise was recently piloted and this was 
now being rolled out throughout theatres.  

 
Audit and Risk Committee welcomed these updates and noted the progress 
that had been made to date.  The Committee: 
 

• Noted an extension date of 31st of October 2016 to complete the 
Management Action Plan. 

• Agreed that an interim report be bought back to the next Audit and Risk 
Committee on 19th September 2016, to provide further assurance prior 
to the completion date. 

 
Action: General Manager, Acute and Diagnostics 

 
Alison Solley left the meeting at this point. 

 
7. Audit Scotland Reports Update 
 
 Susan McMeckan presented the Audit Scotland Reports Update paper to the 

Audit and Risk Committee.  The Committee was asked to note that: 
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• One report (Changing Models of Health and Social Care) has been 
issued since last reported at Audit and Risk Committee.  This was 
attached as an appendix to the paper. 

 
 Audit and Risk Committee noted the report. 
 
8. Internal Audit Plan 2016/17 Update 
 

At the last Audit and Risk Committee meeting, the Internal Audit Plan 2016/17 
was presented for approval.  This was agreed, alongside a number of other 
actions.   The Chief Internal Auditor presented an update on the plan, with the 
key points noted below: 
  

• The paper in March identified a gap between the audits required to 
deliver a range of assurances and the resources available to deliver 
this plan. 

• One of the actions from the last meeting was to create a Board 
Assurance Map.  The Chief Internal Auditor advised that the timescales 
for collating information to create an assurance map were not sufficient 
to inform the removal of audits from the audit plan.  

• Discussions have taken place with the Chair of Audit and Risk 
Committee, Chief Executive and Director of Finance and the proposed 
2016/17 plan has been reviewed, along with the capacity available 
within the audit team to deliver the audit plan within existing resource.    

• A revised table was provided which included removal of 40 consultancy 
days, 6 days from mentoring, 6 days from the National Fraud Initiative 
and 5 days from follow up work.  This allows a 345 day resource 
(compared to 330 days in 2015/16).  

• One audit has been removed from the plan; integration audit (40 days).  
At this point in time, internal audit provision for the Integration Joint 
Board (IJB) is being decided and therefore assurances from the 
breadth of audits delivered by the NHS Board’s Internal Audit function 
will consider the implications of integration, without the delivery of a 
dedicated audit in this area.  The Director of Finance added that the 
IJB will shortly be establishing an Audit and Risk Committee.   It was 
noted that clarity around roles, joint working and assurances was 
required; a paper on this will be bought to the Audit and Risk 
Committee in September.  

Action: Director of Finance 
 

• A member referred to the establishment of an assurance map.  The 
Chief Internal Auditor explained that the purpose of this is to identify all 
sources of assurance available to the Audit and Risk Committee and 
Board.   The Chief Executive provided an update on work that is 
currently being undertaken to support this; a progress report will be 
provided at the next meeting. 
 

Action: Chief Executive/Corporate Business Manager 
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Audit and Risk Committee: 
 

• Approved the noted changes to the 2016/17 Internal Audit Plan.  
 

9. Annual Fraud Update 2015/16 
 

The Chief Internal Auditor presented the Annual Fraud Update 2015/16 paper 
to the Audit and Risk Committee and highlighted the key areas, including: 

 
• Fraud Policy Framework - A breakdown of fraud reports bought to the 

Committee was included. 
• Referrals 2015/16 – The process for this was explained. 
• Proactive Plan 2015/16 – Included updates on bank mandate fraud 

training,  procurement fraud e-learning, e-learning and links to 
induction, fraud page on intranet and national fraud events. 

• Proactive Plan 2016/17 – Included updates on fraud planning and 
health tourism. 

• National Fraud Initiative. 
• Counter Fraud Intelligence Alerts 2015/16 – 5 new alerts were attached 

as appendices. 
• A member queried whether the Fraud Policy covered the Endowment 

Funds and Patients Funds also.  The Chief Internal Auditor advised 
that the policy relates to NHS procedures and staff, therefore these 
areas would be incorporated also. 

 
Audit and Risk Committee: 
 

• Noted the Annual Report which detailed progress against the proactive 
plan of work to counter fraud. 

• Noted the ongoing work proposed to carry this forward in the 
forthcoming year. 

 
10. Internal Audit Annual Report 2015/16 
 

The Chief Internal Auditor presented the Internal Audit Annual Report 
2015/16.  Audit and Risk Committee were asked to: 

 
• Note the contents of the report which summarised the work undertaken by 

Internal Audit during 2015/16 and provided an opinion on the internal 
control environment within the Board.  

 
The Chief Internal Auditor explained that the report: 
 

• Summarises assurances gained from the 2015/16 audit plan. 
• Draws attention to areas of particular relevance through audit opinions 

and assurances gained. 
• Summarises Internal Audit activity for 2015/16 and identifies relevant 

performance indicators. 
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• Provides the Chief Internal Auditor’s Annual Statement of Assurance 
for inclusion in the Governance Statement. 

 
A number of appendices were included in the report, including a table 
outlining progress and outcomes on the Audit Plan 2015/16, a table detailing 
audit conclusions, and the annual Statement of Assurance from the Chief 
Internal Auditor. 
 
The Chief Internal Auditor highlighted the key points from the paper, with the 
following noted: 
 

• Internal Audit have completed 16 planned audits to reporting stage. 
One audit relating to Risk Management has been moved forward into 
the 2016/17 audit year.   This was at the request of management who 
are currently working on risk management processes/risk appetite.  

• A number of tables were provided demonstrating the outcome of each 
audit and overall assurances gained.    

• Overall, the 2015/16 audit plan has delivered higher levels of 
assurances. One audit has given Comprehensive assurance, nine 
audits have given a Significant level of assurance and four audits have 
given Moderate assurance.  

• During 2015/16, one audit has given Limited assurance - A/06/16 - 
Theatre Stores and Stock Control (see item 6). 

• One further audit (A/07/16) has been classed, “Unable to provide 
assurance”.  This audit relates to the controls around the management 
and use of mobile devices.  Internal Audit was unable to provide 
assurances in this area as no information has been provided to date to 
evidence working practices.  Audit and Risk Committee were asked to 
consider how assurances should be provided. 

• The Chief Internal Auditor highlighted areas around performance 
management, audit activity, reporting to management and audit follow 
up processes. 

 
A few key points were noted during discussions: 
 

• In relation to the mobile devices audit, the Committee noted that 
Graham Gault (General Manager of IT) would be presenting under 
agenda item 12.  It was agreed that further information would be 
provided at this point in the meeting.  

• Clarity was sought around the Lead Director for Information Assurance.    
It was confirmed that the Lead Director for Information Assurance is 
Angus Cameron, as Caldicott guardian.  Operational responsibility for 
ehealth is with the Chief Operating Officer. 

• A member commented on the significant assurance from the 
whistleblowing audit, noting that no concerns had been raised this 
year.  There was a brief discussion around the reasons for this and a 
query as to whether staff are comfortable reporting issues.  It was 
recognised that this was difficult to determine, however, the Nurse 
Director and Chief Executive spoke of the professional support 
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available to staff, reporting mechanisms and staff surveys, and 
provided assurance around the systems in place to support staff and 
the policy.   It was noted that instances of whistleblowing are very rare 
across other NHS Boards also. 

 
Audit and Risk Committee noted the report. 
 

11. Risk Management Annual Report 2015/16 
 

The Nurse Director presented the Risk Management Annual Report 2015/16 
to the Committee.  The purpose of the report was to provide Audit and Risk 
Committee with the assurances that risk is being identified and managed 
effectively within NHS Dumfries and Galloway.  The report: 
 

• Summarised the key activities and achievements relating to risk 
management undertaken between 1 April 2015 and 31 March 2016. 

• Highlighted the progress in the ongoing development of our risk 
management arrangements. 

• Outlined the risk management objectives for the coming year. 
 
The Nurse Director spoke to the report which provided information on 
corporate risk, communication and risk management, workshops, involvement 
in national programmes, assurance statement and priorities for 2016/17.   
 
There was a brief discussion on the paper with the following noted: 
 

• The Committee recognised the significant progress that has been 
made with risk management over the past year.   

• There was a discussion around adverse events and a query around the 
number of slips, trips and falls.  The Nurse Director provided 
background information on this, adding that reporting of incidents has 
been actively encouraged recently which may have contributed to the 
increase in numbers.   The Nurse Director also highlighted work that 
has taken place recently around frailties and the learning gained from 
this.     

• A member queried whether incidents of falls would be more prevalent 
at the new hospital in terms of single rooms.  The Chief Executive and 
Nurse Director commented that there was no specific evidence around 
this, and spoke of the communication facilities, training, learning from 
other hospitals, and staffing/volunteers/family support that would be in 
place at the new hospital to support the single room design. 

 
Audit and Risk Committee noted the report.   

 
 Graham Gault (General Manager of IT) arrived at this point in the meeting. 
 
12. Information Assurance Annual Report 2015/16 
 

Graham Gault (General Manager of IT) presented the Information Assurance 
Annual Report 2015/16 to the Committee.   
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The Committee Chair referred to the earlier discussion around the mobile 
devices audit (item 10) and asked for an update on this.  The Committee 
Chair noted that data security had been highlighted as a key area for 
consideration under the ‘added value’ section in the External Audit Plan.    
 
The following key points were noted: 
 

• Graham advised that the mobile device audit was scheduled for 
2015/16.   Staff absence, other priorities and progress around 
outstanding audit actions had unfortunately delayed progress with this.  
Graham has met with internal audit and advised that he will undertake 
this piece of work within the IT team, and report back to Audit and Risk 
Committee through the Information Assurance updates.  Graham 
recognised that this was an area of concern and was keen to assure 
the Committee that there was minimum risk in this area.  Graham also 
discussed the assurances he has gained from independently 
commissioned external audits.   

• The Committee recognised that there was no internal audit resource to 
undertake the mobile device audit in 2016/17.   

 
Following discussion, it was agreed that: 
 

• An update on progress with the review of mobile devices will be 
provided to the Audit and Risk Committee through the Information 
Assurance quarterly updates, and that the assurance would not be 
delivered through internal audit. 

 
Action: Graham Gault (General Manager – IT) 

 
• PwC to confirm the scope of the work to be undertaken in their ‘added 

value’ work within their external audit plan. 
Action: PwC 

 
Graham spoke to the Information Assurance Annual Report and highlighted 
the key areas which included: 
 

• Progress against Internal Audit Reports. 
• Progress towards achieving and maintaining compliance with the 

PRSA. 
• Progress against achieving compliance with the Information Security 

Framework. 
• Summary of any major breaches of security over the period for the 

report and lessons learned and risks to be mitigated. 
• Outline of any notifications to the Office of the Information 

Commissioner. 
• Appraisal of risks associated with any new implementations or risks 

that have materialised following new circumstances/developments in 
existing systems. 
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• Overview of any new Information Sharing Protocols which will need 
Board sanction. 

 
Audit and Risk Committee noted the report.   

 
Graham Gault left the meeting at this point.   

 
13. Primary Care Development - Family Health Services Post Payment 

Verification 2015/16 
 

The Chief Internal Auditor presented the Primary Care Development – Family 
Health Services Post Payment Verification 2015/16 paper to the Committee.  
The Chief Internal Auditor explained the key points from the paper including: 
 

• The Board has a core team (Head of Primary Care Development and 
Chief Internal Auditor) who are responsible for Post Payment 
Verification.  The team meet with the Practitioner Services Division 
(PSD) teams over the course of the year to discuss quarterly activity 
reports. As the Board does not have an Optometric Adviser, these 
meetings are not supported clinically and support for practice visits is 
sourced from another Board area.   

• These meetings, together with the quarterly reports provided, continue 
to provide the main focus for the Board to ensure assurance is 
achieved regarding the accuracy and validity of payments made to 
contractors on the Board’s behalf by PSD. 

• Information was provided on PSD payment verification activity 2015/16 
for: 

o General Medical Services 
o General Dental Services 
o General Ophthalmic Services 
o General Pharmaceutical Services 

• Updates were provided on recoveries arising from payment verification 
work and also patient exemption checking undertaken in 2015/16. 

• A member queried pre and post payment checks for work that is 
commissioned outwith NHS Dumfries and Galloway.  The Director of 
Finance advised of mechanisms around contractual frameworks; the 
Chief Internal Auditor highlighted assurances around service level 
agreements and regional planning groups.  
 

Audit and Risk Committee noted the report.   
 

14. Controls Assurance – National Services Scotland/Financial Ledger 
System 

 
Susan McMeckan presented the Controls Assurance Report to the 
Committee.  Susan advised that the purpose of the report was to provide the 
Audit and Risk Committee with information to support the controls assurance 
in respect of services provided to NHS Dumfries and Galloway through NHS 
National Services Scotland and Ayrshire and Arran Shared Services 
Consortium for: 
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• Practitioner & Counter Fraud Services 
• National IT Service Contract 
• National Single Instance 

 
Audit and Risk Committee noted the report.   

 
15. Committee Assurance Statement for the NHS Dumfries and Galloway 

Audit and Risk Committee 2015/16 
  

The Director of Finance presented the Committee Assurance Statement to the 
Committee and explained that, as part of the overall Governance Statement 
process, each Standing Committee Chair is asked to demonstrate that 
appropriate arrangements are in place to allow the Board to undertake its 
business in a structured and efficient manner.   
 
Audit and Risk Committee noted the Committee Assurance Statement. 

 
16. Notification from Sponsored Bodies Audit Committees 2015/16 
 

The Director of Finance presented the Notification from Sponsored Bodies 
Audit Committees 2015/16 to the Committee.  The Director of Finance 
explained that the Chair of the Board’s Audit and Risk Committee is required 
to provided the Chair of Scottish Government’s portfolio Audit and Risk 
Committee with a letter of assurance, which includes any disclosures made in 
the Governance Statement, in respect of control breaches and, in addition, an 
update on any significant frauds.  A copy of the letter was attached as an 
appendix (note: typo noted on page 1 of letter under significant frauds – date 
to be changed from 2015/16 to 2016/17; this will be amended in final version).   
No significant issues are noted for 2015/16.  

 
Action: Executive Assistant to Director of Finance 

 
Audit and Risk Committee approved the letter. 
 

17. Final Governance Statement 2015/16 
 
The Chief Executive presented the Final Governance Statement 2015/16 
paper to the Committee.  The Lay member noted that no significant control 
weaknesses or issues have arisen during 2015/16 and queried if this was 
similar to other Boards.  The Chief Executive recalled that around 4 Boards 
reported weaknesses last year.  Control weaknesses have been discussed in 
detail with the management team (and specifically with the Director of Finance 
around financial sustainability), and examples of assurances gained around 
this were provided to the Committee. 

 
Audit and Risk Committee noted the contents of the paper and endorsed the 
final Governance Statement for the financial year 2015/16. 
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18. ISA260/Annual Report 
 

Lindsey Paterson (External Auditor – PwC) presented the ISA260/Annual 
Report to the Committee.  Lindsey explained that the primary purpose of the 
report is to communicate any significant findings arising from their audit that 
they believe are relevant to those charged with governance.  Key points noted 
included: 
 

• The scope and proposed focus of the audit work was summarised in 
the PwC audit plan, which was presented to the Audit and Risk 
Committee in December 2015.  

• Lindsey advised that they have reviewed the audit plan and, following 
an update to audit methodology, included an additional elevated audit 
risk in relation to valuation of land and buildings.  Lindsey highlighted 
that this change does not mean that PwC believes that the risk profile 
within NHS Dumfries and Galloway has changed, rather it is reflective 
of a change in audit methodology.  

 
Lindsey spoke to the paper which covered significant audit and accounting 
matters, financial performance, governance and internal control, fraud, 
independence, 2015/16 Action Plan, and follow up recommendations.  
 
Lindsey concluded by advising that PwC are able to issue an unqualified audit 
opinion on the financial statements at today’s meeting.  

 
Audit and Risk Committee noted the contents of the report and the clean audit 
opinion on the financial statements. 

 
19. NHS Board Annual Report and Accounts 2015/16 

 
Susan McMeckan presented the NHS Board Annual Report and Accounts 
2015/16 paper to the Committee.  The Audit and Risk Committee was asked 
to recommend approval of the Annual Report and Accounts for the year 
ending 31st March 2016, for signing at the Special Board meeting following 
the Audit and Risk Committee meeting today.  Three appendices were 
included in the paper - 2015/16 Annual Report and Accounts, Letter of 
Representation and a Quick Guide. 

 
Susan explained the key points from the paper: 
 

• NHS Dumfries and Galloway has a statutory duty to produce an annual 
report and set of accounts.  In addition, NHS Boards are required to 
submit a signed set of accounts to the Scottish Government Health 
and Social Care Directorate by 30th June 2016.  The accounts 
presented are consolidated accounts including the endowment funds. 

• The Accounts are subject to independent review and sign-off by a firm 
of accountants (currently PwC), as appointed by Audit Scotland.   

• As part of the audit, 4 control weaknesses were highlighted.   
Management responses have been completed for these and were 
included within the annual report presented by the auditors.   
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• NHS bodies are not permitted to place their Accounts in the public 
domain, prior to the formal laying of the Accounts before the Scottish 
Parliament.  Copies of the Annual Accounts for approval and adoption 
may only be held and retained by Board members at this stage.  The 
Accounts will become available publicly following the laying of the 
Accounts before Parliament which is expected to be around 
September. 

 
The following points were noted during discussion: 
 

• The Board Workshop on 13th June provided a useful opportunity for 
review of the accounts and statements.  In addition, the Committee felt 
the Quick Guide was an excellent tool to accompany the Annual 
Accounts. 

• Susan spoke about the role of the Audit and Risk Committee, noting 
that all material changes to accounting policies require to be presented 
to the Audit and Risk Committee.  Susan highlighted the key 
accounting policies and disclosures, as outlined in the Quick Guide. 

• The Lay member commented on a number of areas within the 
remuneration and staff report, including fair pay, disclosure on exit 
packages, pension transfer and agency staff.  There was a brief 
discussion around these and it was agreed that management team 
would take these forward for discussion in 2016/17. 

• In was noted that an amendment was required on page 78 of the 
accounts around pensions; this will be updated and a revised version 
will be provided to the Special Board this afternoon.  

 
The Committee noted the considerable work that had been undertaken to 
produce the Annual Accounts and thanked Susan, PwC and the finance team 
for their hard work and commitment over the past few months. 
 
Audit and Risk Committee noted the report and recommended to the Board, 
at the Special Board meeting to be held on the 20th June 2016, the approval 
of the accounts. 

 
20.  Patient Private Funds Annual Accounts 2015/16 
 

Susan McMeckan presented the Patient Private Funds Annual Accounts 
2015/16 paper the Committee.    The report included a number of appendices, 
including: 
 

• Patients Private Fund Accounts 2015/16 
• Report from Carson and Trotter CA 
• Letter of Representation 
• Report to Management and response 

 
Susan advised that Patients’ Funds are not assets of the Health Board and, 
as such, no records of them are kept within the Health Board’s own financial 
ledgers.  A separate set of records are maintained with respect to Patient 
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Funds and these records are subject to independent review and audit sign-off 
from the external auditors. The report from Carson & Trotter CA states that, in 
their opinion, the Abstract of Receipts and Payments presents fairly the state 
of the funds administered by the Board on behalf of its patients as at 31 
March 2016. 
 
Audit and Risk Committee: 
 

• Recommended approval of the Patients Private Funds Annual 
Accounts for the year ended 31st March 2016, for signing at the 
Special Board meeting on 20th June 2016. 

• Noted the Letter of Representation and Management Response to be 
returned to the Auditors. 

 
21. Date and Time of the Next Meeting 
 
 The next meeting of the Audit and Risk Committee will be held on 19th 

September 2016 at 10.00 am to 1.00 pm 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 7th March 2016 at 10.30 am 
in the New Boardroom, Crichton Hall, Dumfries. 
 
Present 
 
Mr P N Jones Chairman (Performance Committee Chair) 
Mr R Allan Non-Executive Committee Member 
Mrs M Cossar Non-Executive Committee Member 
Mr J Ace Chief Executive 
Mrs K Lewis Director of Finance 
 
Apologies 
 
Dr L Douglas Non-Executive Board Member 
Ms L Bryce Non-Executive Board Member 
Mrs G Cardozo Non-Executive Board Member 
Mrs P Halliday Non-Executive Board Member 
 
In Attendance 
 
Mr R Nicholson Non-Executive Board Member 
Ms G Stanyard Non-Executive Board Member 
Mr J Beattie Employee Director/Non-Executive Board Member 
Mr E Docherty Nurse Director  
Dr A Cameron Medical Director 
Mrs J White Chief Operating Officer 
Ms C Sharp Workforce Director 
Ms L Bass Executive Assistant to Director of Finance (Minute Secretary) 
 
Ms V Freeman Acting Head of Strategic Planning (in part) 
Mr C Craig Acute Services Redevelopment Programme Manager (in part) 
 
 
The Chair welcomed members to the Performance Committee meeting, thanking 
other Non-Executive and Executive colleagues for their attendance.  The Chair 
welcomed the recently appointed Nurse Director, Eddie Docherty, to his first meeting 
of the Performance Committee. 
 
1. Apologies for Absence 
 

Apologies for the meeting have been noted above. 
 
 
 

Agenda Item 109 
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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 11th January 2016 
 

One amendment was noted from the previous meeting under Item 6.  The 
following paragraph should be added to the minute: 
 
“Robert Allan highlighted the substantial backlog of outstanding outpatient 
returns and its impact on patient safety and patient satisfaction.   The Medical 
Director gave assurance that work was in progress to reduce the backlog.” 

 
With this amendment, the Performance Committee agreed the minute taken 
at the previous meeting on 11th January 2016. 
  

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.  Comment was made on the following item: 

  
i) Darataigh Update 
 

It was noted that Penny Halliday had been involved in discussions with 
families as part of the communication plan around Darataigh.  A query 
was raised in terms of the protocol in terms of an individual Non-
Executive Board Member attending these types of meetings.  The 
Chair advised that this was an exceptional circumstance, that provided 
assurance from a Non-Executive Board Member during a particularly 
difficult time.  The Chief Executive recalled that she had not attended in 
isolation; the discussions were led by the Mental Health Managment 
Team. There was a brief discussion around this issue with the following 
points made: 
 

• Some members felt that some caution was required around the 
possibility of setting a precedence, recognising the distinct roles 
of Executive and Non-Executive Members, and the level of 
involvement and support expected and/or required. 

• It was noted that Non-Executives were not in attendance at the 
public meeting in Stranraer in December 2015.  Some members 
felt that consistency was required around representation at 
meetings, and managing expectations and public perception. 

• It was suggested that further clarity was required on what is 
expected from Non-Executive Board Members in these 
circumstances, recognising that we will inevitably face more 
difficult decisions in the near future. 
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• The Chief Executive advised that a document is currently being 
devised for the Integration Joint Board (IJB), which details Non-
Executive responsibilities and will provide further clarity on roles 
and expectations.   The Committee agreed that this would be 
useful going forward. 
 

5. Performance Report 
 
 The Chief Operating Officer presented the Performance Report which was 

split into 3 sections: 
 

• Information on the level of clinical activity and access times achieved 
within services to 31/01/2016 

• Data on efficiency of clinical services as measured against clinical 
efficiency targets 

• Summary of a wider range of activity and data on bed occupancy 
throughout the system 

 
The Chief Operating Officer advised that the month of January 2016 has seen 
another increase in in-patient Treatment Time Guarrantee (TTG) breaches as 
flagged in last month’s report.  Diagnostic performance remains just below the 
standard at 99% but with a significant recovery from the December 2015 
position against our internal 4 week target.  Outpatient 12 week breaches 
increased slightly from last month.  18 week Referral to Treatment Time (RTT) 
and Cancer performance remain above target and the 4 hour Emergency 
Department (ED) target dropped below the minimum 95% target for the first 
time since February 2015.  Bed days lost to delayed discharge increased from 
last month; however there was a reduction in bed days lost waiting for a 
transfer to cottage hospital. Performance against the Allied Health 
Professional Musculoskeletal Services (AHP MSK) target has dropped slightly 
to 87.1%. 

 
 The Chief Operating Officer reiterated that it had been an exceptionally busy 

period, with presentations in January 2016 alone amounting to more than the 
entire winter period last year.  Significant bed pressures continue to be 
experienced and Ward 4 has been open on a seven day basis providing 
additional capacity.   There have been a number of occasions where beds 
have been set up in day surgery and the main admissions unit to support 
pressures.   

 
 There was a high number of elective cancellations in January (32) due to bed 

pressures within the hospital performance.  The Chief Operating Officer 
reiterated that careful consideration was given to the urgency of each case 
prior to cancellation.  There were 62 TTG in-patient/day case breaches (each 
one has been informed in writing).  In January, bed days lost to delayed 
discharge was 1,255.  The Chief Operating Officer provided detail on the 
priority actions in place for addressing this. 
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The Chief Operating Officer felt that it was important for Committee members 
to understand why performance has dipped and to be aware that staff are 
working incredibly hard under exceptional circumstances and considerable 
pressures. 
 
The Committee discussed the report at length with a number of area 
discussed including: 
 

• Bed days lost to delayed discharges. 
• Community teams testing a whole community huddle and the success 

of daily huddles. 
• Capacity issues in relation to care packages, and how this may link 

with future work in the IJB. 
• The Medical Director referred to work around delayed discharges in 

NHS Lothian and the use of additional psychiatrist support to alleviate 
pressures. 

• Queries re the average length of stay. 
• Return out-patient appointments and potential work to address this.  

This included bids around technology enabled care.  It was recognised 
that this was an area that needed more focus and development in the 
future. 

• Out-patient Return Appointments Mental Health statistics (noted that 
the Chief Operating Officer will revisit the figures). 

• It was acknowledged that a 6 week Neurology Locum has successfully 
been secured beginning mid-February which, alongside a number of 
weekend locum sessions for March, will see the numbers of patients 
awaiting appointments reduce.  

 
The Performance Committee acknowledged the considerable pressures faced 
by staff at the current time.  The Employee Director advised that it was an 
extremely difficult time for staff and referred to discussions with some staff, 
whereby comments have been made around patient safety, basic care needs 
and the need for more staff and beds.  The Medical Director highlighted his 
concerns around some of the comments noted about the provision of basic 
care, emphasising that this was not a frequent issue, and suggested that 
further evidence be sought around this.  There was a discussion around what 
data could be collected to support this.  The Nurse Director advised he would 
discuss this further with the Senior Nursing team.  The Chief Executive 
advised that this would be raised through the Health Care Governance 
Committee. 
 
The Chief Executive recognised that this was a very challenging time for all 
involved and reiterated that NHS D&G was experiencing exceptionally high 
occupancy levels (90-95% in comparison to the average rate of 80-85%) and 
this was the main contributing factor to pressures at this time. 
 
The Chair suggested that a Board Workshop be arranged to address a 
number of issues, including the Acute Hospital Change Programme, Health 
and Social Integration, and the main areas of focus that will make a difference 
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going forward. 
 

The Performance Committee noted the report. 
 
6. Draft Financial Plan 2016/17 to 2020/12 
 

The Director of Finance presented the Draft Financial Plan 2016/17 to  
2020/12 to the Performance Committee.  It was explained that Dumfries and 
Galloway Health Board is required to prepare a revenue financial plan for the 
Scottish Government Health & Social Care Directorate (SGHSCD) as part of 
the Board’s Local Delivery Plan (LDP), which requires to be submitted in draft 
by 4th March 2016 and as final draft on 31st May 2016 (updated to 
incorporate the associated Integration Joint Board (IJB) and workforce plans), 
subject to NHS Board approval.  It was noted that the deadline for draft has 
been extended by a week (now confirmed as 21st March 2016). 
 
The paper summarised the draft of the Board’s five year financial plan for 
2016/17 to 2020/21 and the efficiencies required to deliver financial 
breakeven for 2016/17.  A number of appendices were included in the paper 
as follows: 
 

• NHS D&G Cash Releasing Efficiency Savings (CRES) Schemes 
Summary 

• Current CRES schemes identified by Directorates 
• NHS D&G Financial Plan 2016-2021 
• Draft Delegated NHS budgets for IJB 2016/17 
• LDP Financial Plan 2016/17 Submission: Risks and Assumptions 

 
The paper highlighted the key financial challenges for the Board for 2016/17 
onwards, most significantly: 
 

• Continued delivery of a breakeven position  
• Delivery of a 5% CRES 
• Management of on-going cost pressures, most notably medical locum 

costs and secondary and primary care prescribing costs, as well as 
achieving access targets  

• The additional 7.5% top-slice on existing health bundles  
• Planning for the financial implications of the new hospital  
• Preparing for Health and Social Care Integration  

 
The Director of Finance reminded Committee members that the Board has a 
statutory financial target to deliver a breakeven position against its Revenue 
Resource Limit (RRL).   For 2016/17, the efficiency savings requirement has 
increased to 5% as a result of the lower allocation levels and exceptional cost 
pressures.  The scale of the challenges that NHS Scotland faces over the 
coming financial period means that fundamental reform and change needs to 
be delivered to the way the NHS delivers care. Recent years have witnessed 
unprecedented levels of pressures facing public sector financial resources 
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and the financial planning period over 2016/17 to 2020/21 will be ever more 
challenging.  

 
The Director of Finance highlighted a number of key areas in the paper 
including: 

 
• Draft Scottish Budget 2016/17 Board allocations – It was noted that 

when the increase allocations identified are considered alongside the 
commitments already made against funds, the under-lying baseline 
uplift is 1.36%. 

• Pay uplifts and pressures – Including increased national insurance 
contributions, Agenda for Change staff costs and costs associated with 
Scottish Living Wage and elimination of band 1 pay scale. 

• Secondary Care Drugs, Primary Care Prescribing and the New 
Medicine Fund. 

• CRES targets – £13M requirement for 2016/17. 
• Agreement of budgets between Health and the Local Authority.  Noted 

that this is to be delegated to the IJB and will need to be concluded by 
the final version of the LDP that requires submission by the end of May 
2016.  This will also include resources made available to the 
partnership for the Integrated Care Fund (ICF), Delayed Discharges 
and the Social Care Fund.  

• LDP Financial Plan 2016/17 Submission: Risks and Assumptions – 
This was detailed in an appendix to the report.  The Director of Finance 
provided further information on this and advised that the Scottish 
Government have been advised of the high level of risks. 

• In terms of the Financial Plan for 2017/18, it is important to highlight 
that there remains a level of risk associated with changes to the clinical 
model and the move to the new hospital which will need to be carefully 
managed.  

 
There was a brief discussion around the following points: 
 

• Cresswell service configuration – paper will be submitted to the next 
Performance Committee meeting. 

• Membership of the IJB, noting that the NHS Board are represented by 
the Director of Finance as Chief Finance Officer, and the Chief 
Operating Officer as Chief Officer. 

• Recent media enquiries around budgets and potential cost reductions.  
• Perceptions of the financial challenges and the difficulties, sensitivities 

and complexities around the scale, risks and detail (staff, public, 
Scottish Government, media). 

 
The Director of Finance concluded that: 
 

• The Board need to plan for a  a balanced financial plan for 2016/17 
onwards and has a statutory requirement to breakeven but that the 
current gap on CRES means that further work needs to be progressed 
to allow this to happen.  
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• Provision has been made for all known cost pressures, development, 
inflationary impacts and changes to costs, which have been quantified 
to ascertain the level of financial risk.  

• The £7m carry forward banked in 2012/13 and 2013/14, will not be 
called down until 2017/18 at the earliest to support the significant 
double running costs which we will inevitably incur, and we will need to 
consider adding to this fund as non-recurring resources are identified. 

 
The Performance Committee supported the submission of the draft Financial 
Plan, noting that the final Financial Plan for 2016/17 will be submitted to the 
April Board meeting for approval. 

 
The Chief Executive temporarily left at this point in the meeting.  

 
7. Draft Capital Plan 2016/17 to 2020/21 
 

The Director of Finance presented the Draft Capital Plan 2016/17 to 2020/21 
to the Performance Committee.  It was explained that the Board has a 
requirement to submit a draft Local Delivery Plan (LDP) to Scottish 
Government by 4th March 2016.  The Board’s five year capital and revenue 
plans form part of this submission.  The paper provided a draft of the capital 
element of the financial plan and comprised of known Board commitments, 
such as the Acute Services Redevelopment Project and the Board’s rolling 
replacement and backlog maintenance programme supported by formula 
allocation.  
 
The Director of Finance highlighted a number of key areas in the paper 

 including: 
 

• The Board has a statutory financial target to deliver a breakeven 
position against its Capital Resource Limit (CRL).  

• The national capital budget has been set by Scottish Government. The 
capital budget increases from £202.5m to £494.5m for 2016-17. The 
uplift includes £215m for NPD projects to match expenditure which 
includes the Boards new district general hospital; £23.5m for 
Diagnostics and Treatment Centres; and £53.5m which mitigates the 
need for revenue to capital transfer.  

• It is anticipated that £2m of the capital programme will be of a revenue 
nature; this is in relation to the foul water works which will be novated 
to Scottish Water following completion.   

• An amount has been set aside to take forward the Clinical Change 
Programme. Work is being progressed to develop options for 
community infrastructure.   

 
The Medical Director raised the issue of the challenges in relation to GP 
premises infrastructure and practice sustainability. The Director of Finance 
advised that any potential schemes would need to be flagged through the 
Capital Investment Group for prioritisation. 
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The Performance Committee approved the draft Capital Plan which will form 
part of the 2016/17 LDP submission to the Scottish Government Health & 
Social Care Directorate. 

 
8. Revenue Financial Performance: 10 months to 31st January 2016  
 

The Director of Finance presented the Revenue Financial Performance: 10 
months to 31st January 2016 paper to the Performance Committee.  The 
Committee was asked to note and consider the month ten financial position 
and in particular:  

 
• Delivery of a breakeven position for 2015/16 
• The movement in the year to-date position of £340k in month to an 

overspend of £829k 
• The use of reserves to off-set the Directorates’ underlying CRES 

position 
• The ongoing financial risks and challenges 
• The revised year-end forecast position 

 
The Director of Finance highlighted a number of key areas including: 

 
• The Board has a statutory financial target to deliver a breakeven 

position against its Revenue Resource Limit (RRL).   
• The main movement in January’s position relates to the continued 

over-spending across Primary Care Prescribing, worsening by a further 
£187k in the month. The cumulative over-spend is now £1.69m and 
remains on course with our previous year end forecast expectations of 
£2m.  

• The revised Q3 forecast position still forecasts a break-even position, 
but requires the use of reserves to off-set the Directorate’s gross deficit 
year end forecast position of £1.78m (based upon the month 9 financial 
position).  

• In terms of activity sent outwith the NHS D&G’s boundary, it was noted 
that we are continuing to wait on some NHS Boards to provide 
validated activity information on the year to-date position.  This was 
making it difficult to assess the potential increase in activity this year 
compared to the agreed level within the Service Level Agreements.  

 
The Performance Committee noted the report. 

 
Vicky Freeman, Acting Head of Strategic Planning, arrived at this point in the 
meeting.  Ronnie Nicholson left at this point in the meeting. 
 

9. Prescribing Expenditure and Budgets Update  
 

The Deputy Director of Finance presented the Prescribing Expenditure and 
Budgets Update paper to the Performance Committee.  The Performance 
Committee was asked to note the report and in particular: 
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• The significant resources that NHS Dumfries and Galloway invests in 

prescribed drugs 2015/16 budget is £43m 
• The risks around the growth in expenditure on new drugs and the 

challenging efficiency savings targets 
• The increasing pressure around Secondary Care Drugs (especially in 

regard to growth in Cancer drugs) 
• The impact of the new arrangements relating to the New Medicines 

Fund and how this is utilised 
• The proposed budgets identified for 2016/17 

 
It was explained that this year has witnessed a considerable increase in the 
expenditure across both Primary Care Prescribing and Secondary Care 
Prescribing.   This is very much a national phenomenon, with all NHS Boards 
reporting similar increases in expenditure across Primary Care Drugs.  The 
combination of volume growth and pricing increases, as well as the level of 
unidentified/unachieved CRES has led to a forecast outturn over-spend of 
£2.7m being reported in the month ten performance report.   
 
Campbell Craig arrived at this point in the meeting. 

 
The Director of Finance concluded by advising that the approach to setting 
the baseline budget for 2016/17 reflected the best available information and 
clinical knowledge shared with the finance and pharmacy teams, and has 
been based on the middle case scenario within the assumptions table.  Whilst 
this represents the best available forecast for agreeing known increases and 
changes to clinical practice, there still remains a high level of risk associated 
with ongoing change to Prescribing both at a national level as well as across 
Dumfries and Galloway.  

 
The Performance Committee noted the report. 

 
Given the relevance of the current discussion, it was agreed to move on to 
Item 14 of the agenda. 

 
14. Update on Prescribing Issues 
 
 The Medical Director presented the Update on Prescribing Issues paper to the 

Performance Committee.  The Committee was asked to: 
 

• Note the work that is being undertaken to enhance cost-effective 
prescribing across both primary and secondary care, based on the 
output from a Prescribing Workshop held in November 2015. 

• Support the more consistent prescribing of generic medications unless 
there are acknowledged clinical or financial reasons to maintain 
patients on branded products. 

• Support the proposal to request all GP practices to withdraw from 
Managed Repeat Systems in order to minimise any waste and over-
provision of medicines. 
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• Advise on any other further measures that it feels could and should be 
undertaken to achieve the maximal cost-effectiveness of our 
prescribing. 

 
The Medical Director provided background information to the paper, advising 
that prescribing costs, amounting to approximately £40 million, are a major 
expenditure to the Board.  It is essential that we achieve maximum value from 
this resource, ensuring that we provide clinically effective prescribing, 
minimise waste, and select the most cost-effective preparations for treating 
patients.   
 
The Medical Director highlighted a number of key areas in the report: 
 

• Feedback from “Prescribing Workshop” held in November 2015.  The 
aim of the workshop was to review ways in which our prescribing could 
be made more cost effective without having any impact on the quality 
of care provided for patients. 

• Should the proposal for generic medicines be approved, the Medical 
Director will write to all GPs directing them to prescribe generically.  
Copies of this letter will be made available to patients if they are 
dissatisfied with the switch to a generic form of medication. 

• Outcome of case study in Bothwell, whereby Managed Repeats 
System was stopped, resulting in significant savings and no clinical 
transition problems. 

• The papers included 2 appendices - Scottish Government letter to all 
Health Boards re Managed Repeat/Express Repeat Prescription 
Scheme and Service Change document on the Cessation of Managed 
Repeat Prescribing. 

 
The Committee discussed the paper with the following points noted: 
 

• It was recognised that patient care was the primary focus and this 
proposal provided an important opportunity for medications to be 
reviewed and managed appropriately. 

• In terms of Managed Repeat Prescriptions, the Committee sought 
assurance that vulnerable patients who are dependent on this service 
are not adversely affected.  The Medical Director advised that there will 
be no change for the majority of individuals and confirmed that an 
ordering service will still be available.  The Chief Operating Officer 
supported the proposal and provided assurances that we would be 
working in partnership with home care, social work and carers to 
ensure that the change in process is managed effectively. 
 

In conclusion, the Performance Committee: 
 

• Endorsed the approach to adopt more consistent prescribing of generic 
medications unless there are acknowledged clinical or financial 
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reasons to maintain patients on branded products. 
 
 

• Endorsed the proposal to request all GP practices to withdraw from 
Managed Repeat Systems, after due notice, and with steps to mitigate 
any potential problems. 
 

10. Draft Local Delivery Plan (LDP) 2016/17 
 

The Chief Operating Officer advised that the narrative for the  Draft Local 
Delivery Plan (LDP) 2016/17 is in the process of being finalised.  This final 
draft of the LDP will be presented to Board in April for approval. 

 
The Chief Executive re-joined the meeting at this point. 

 
11. Health and Social Care Strategic Plan (HSCSP) 
 
 Vicky Freeman, Acting Head of Strategic Planning, presented the HSCSP 

paper to the Performance Committee.  It was explained that Health and Social 
Care integration, as laid out in the Public Bodies (Joint Working) (Scotland) 
Act 2014, requires that each integration authority prepares a strategic plan.  
The paper included the following appendices: 
 

• Strategic plan – part 1 and 2 
• Individual locality plans - Annandale and Eskdale, Nithsdale, Stewartry 

Wigtownshire 
• Statement of consultation 

   
Vicky provided background to the development of the HSCSP which included: 
 

• Engagement with Strategic Planning Group 
• Community engagement/consultation and reviewing of comments 

during the consultation process 
• Strategic plan workshops with IJB 

 
It was explained that the full document will be published on the DG-Change 
website by end of March 2016 and a summary will be included as an 
appendix to the HSCSP.  Vicky confirmed the next steps as follow:   
 

• It is intended that this final draft document will be shared with the third 
and independent sectors early in March 2016, Full Council on 24th 
March 2016 and NHS Board on 4th April 2016 for endorsement.   

• Final agreement of the strategic plan, locality plans and supporting 
documentation will be sought from the IJB on 17th March 2016. 

 
There was a brief discussion around the HSCSP with following points noted: 
 

• The Chair queried what processes would be in place for monitoring and 
accountability. Vicky explained that a performance monitoring 
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framework would be implemented and that the IJB would be required to 
publish an annual statement of performance.   
 
 

• The Chief Operating Officer added that local delivery plans are being 
developed to support this. 

• There was a query around the representation of various sectors (eg. 
mental health, ethnic minorities) on the Strategic Planning Group 
membership.  There was also a query on GP engagement.  Vicky 
updated that that the third sector had been involved in the process and 
that the overall membership would continue to be reviewed and 
developed.  It was noted that lead GPs were on the Group, however, it 
was recognised that engagement had been sporadic at times. 

 
The Performance Committee acknowledged the significant amount of work 
that had gone into the HSCSP and: 
 

• Noted the statement of consultation relating to the HSCSP 
• Endorsed the final draft of the HSCSP 
• Noted the next steps in finalising the HSCSP 

 
12. Acute Services Redevelopment Programme (ASRP) 
 

Campbell Craig, Acute Services Redevelopment Programme Manager, gave 
a presentation on the ASRP, confirming that we are currently one year on 
from Financial Close.  The following timeframes were noted: 
 

• Beneficial Access by NHS - May 2017 
• Building Handover – Sept 2017 
• NHS D&G Commissioning – 12 weeks 
• First Patient – Dec 2017 

 
A number of photographs demonstrating progress were presented and 
Campbell provided updates as follows: 
 

• 350 operatives on site (will extend to 750 at later stage) 
• Energy Centre – boilers currently being installed 
• Internal Fit Out has commenced in General Ward 1, including head 

tracks/ ductwork and drainage 
• Enabling Works - Gas installation on schedule for end March.  Foul 

Sewer works commenced and road crossing complete. 
• Commissioning Manager appointed to Project Team – coordinates a 

range of commissioning and migration activities in lead up to 
December 2017 

• Community Benefits continue to be realised - over 150 new starts and  
several apprenticeship/graduate appointments made.  A table 
demonstrating KPIs and progress to date was included in the 
presentation.  The Workforce Director commented that the UK 
Government was introducing an apprenticeship levy in 2017 which may 
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have an impact on this area; this was noted.  There was a query 
around volunteers, community engagement and fundraising.  It was 
noted that volunteer days are currently being developed. 

 
The Performance Committee noted the presentation. 

 
13. Mental Health Change Programme 
 
 The Chief Operating Officer presented the Mental Health Change Programme 

paper to the Performance Committee, which demonstrated the significant 
progress that has been made in the programme.  This included the following 
key points: 

 
• Recruitment is underway for the 24/7 Crisis Assessment and 

Treatment Service (CATS) service based in Dumfries.  
• Data collection is being refined in order to further evaluate the Home 

based Memory rehabilitation programme, and inform the continued 
development of this service.  

• Reconfiguration of the bed model at Midpark Hospital is well underway, 
and the new staffing staff template has been completed.  

• Darataigh staff are presently participating in professional development 
opportunities, and the unit remains available for admissions if clinical 
need arises.  
 

The paper also included within the appendices, the Equality and Diversity 
Impact Assessment and the Mental Health Change Programme Wigtownshire 
Locality - Communication Engagement Plan. 

 
The Performance Committee recognised the wide range of good work that 
has been undertaken within the Mental Health Change Programme and noted 
the content of the report. 

 
15. Draft Performance Committee Agenda – 9th May 2016 
 

Committee members noted the draft Performance Committee Agenda for 9 
May 2016. 
 

16. AOCB 
 

The Medical Director informed members that Richard Smith, previously editor 
of the British Medical Journal (BMJ), was arranging a visit to NHS Dumfries & 
Galloway.  Whilst editor of the BMJ he had written 3 separate articles about 
NHS Dumfries and Galloway, about 10 years apart.  The articles had been 
very complimentary and helped morale and recruitment.  It will be interesting 
to read his impressions of the hospital after this visit. 

 
17. Date and time of next meeting 
 

The next Performance Committee meeting will be held on 9th May 2016 from 
9.30 am to 12.00 pm.  This meeting  will be held at the New Hospital, with a 
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site visit for Non-Executives following the meeting (continued overleaf). 
 
 
It was agreed the Performance Committee meeting should focus on work 
around the Acute Services Redevelopment Programme.   The meeting will be 
held at: 

 
Conference Room 
Dumfries Galloway New Hospital Project 
Garroch Business Park 
Dumfries 
DG2 8PS 
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DUMFRIES AND GALLOWAY NHS BOARD 
 
 
Performance Committee 
 
Minutes of the Performance Committee meeting held on 9th May 2016 at 9.30 am in 
the Conference Room, Dumfries and Galloway New Hospital Project, Garroch 
Business Park, Dumfries. 
 
Present 
 
Mr P N Jones Chairman (Performance Committee Chair) 
Mr J Ace Chief Executive 
Mrs K Lewis Director of Finance 
Mr R Allan Non-Executive Board Member 
Ms L Bryce Non-Executive Board Member 
Mrs M Cossar Non-Executive Board Member 
 
Apologies 
 
Mr E Docherty Nurse Director  
Ms C Sharp Workforce Director 
Mrs G Cardozo Non-Executive Board Member 
Dr L Douglas Non-Executive Board Member 
Mrs P Halliday Non-Executive Board Member 
 
In Attendance 
 
Mrs J White Chief Operating Officer 
Dr A Cameron Medical Director 
Mr J Beattie Employee Director/Non-Executive Board Member 
Mr D Bryson General Manager - Facilities & Clinical Support Services 
Mr C Craig Acute Services Redevelopment Programme Manager 
Ms V Freeman Head of Strategic Planning 
Mr G Gault General Manager ICT 
Ms P Jamieson Workforce Manager 
Mr J Knox Lead General Manager 
Ms G Stanyard Non-Executive Board Member 
Mr G Stewart Deputy Director of Finance 
Ms J Watt Divisional Finance Manager – Acute 
Ms L Bass Executive Assistant to Director of Finance (Minute Secretary) 
 
Mr R Frost Project Director, Laing O’Rourke (item 13 only) 
Ms L Thompson General Manager, Highwood Health (item 13 only) 
 
The Chair welcomed members and staff to the meeting, which was being held at the 
New Hospital project site offices. The meeting today would focus on the Acute 
Services Redevelopment Programme (ASRP).  It was noted that some Board 
members would be attending a site visit directly after the meeting; this provided a 

Agenda Item 109 
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fantastic opportunity to see work in progress. 
 
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.   It was noted 
that no declarations of interest were put forward at this time. 

 
3. Minutes of meeting held 7th March 2016 
 

One amendment was noted from the previous meeting under Item 5 on page 
3.  The following paragraph should be amended as follows: 
 
 “The Chief Operating Officer reiterated that it had been an exceptionally busy 
period, with presentations theatre cancellations in January 2016 alone 
amounting to more than the entire winter period last year.” 
 
With this amendment, the Performance Committee agreed the minute taken 
at the previous meeting on 7th March 2016. 
  

4. Matters Arising and Review of Actions List 
 
 The Director of Finance took Committee members through the Actions List 

from previous meetings, highlighting the progress that had been made in 
relation to the outstanding actions and confirming when further updates would 
be brought back to Committee.  It was noted that the 2nd action around 
capacity building will be incorporated into future Performance Committee 
reports and can now be removed from the list. 

 
5. PRESENTATIONS – The Chief Operating Officer, introduced the next section 

of the meeting which consisted of 5 individual presentations on the work of the 
ASRP.  The presentations were circulated to Committee members in advance 
of the meeting.  These included: 
 

• New Hospital 
• Construction update  
• Commissioning and migration 
• Clinical and service change 
• E-health 
• Cresswell and other estates work 
• Financial risks 

 
The Chief Operating Officer advised that a substantial amount of work is 
being undertaken and that a considerable amount of information will be 
shared with the Committee today.  The Chief Operating Officer was keen for 
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the Performance Committee to be aware of the significant challenges and 
risks highlighted throughout the presentations. 

 
 It was noted that Roger Frost (Project Director, Laing O’Rourke) and Linda 

Thompson (General Manager, Highwood Health) would be joining the meeting 
at a later stage to meet Committee members and to provide an update on 
construction work. 

 
5. ASRP - Update 
 

Campbell Craig (Acute Services Redevelopment Programme Manager) gave 
a presentation on the ASRP.  Campbell highlighted the key elements of the 
programme and the challenges involved, including: 
 

• Scope and design - completed 
• Procurement - completed 
• Equipment 
• Migration and commissioning 
• Operation 

 
Angus Cameron (Medical Director) and Graham Gault (General Manager ICT) 
arrived at this point in the meeting. 

 
Key points from the presentation are highlighted below: 
 

• We are now 18 months away from the New Hospital being operational.  
We will get beneficial access to the building in May 2016. 

• Campbell explained about the various categories of equipment and 
who would be procuring/installing these.   

• The equipping challenges were highlighted, noting that we will have 
approximately 32,000 items across 2,500 locations/rooms and there 
will be a 12 week handover window. 

• Campbell spoke about the migration plan and the challenges faced eg. 
sequencing of moves, possibility of short term reduction in elective 
activity, induction/training of staff, timing/duration of the move. 

• The operational phase will begin post handover of the building and the 
Board will retain elements of the estate function. The challenges 
around this were highlighted eg. establishing contract monitoring and 
performance regime, bedding in new helpdesk. 

 
There was a brief discussion around a number of key points, including the 
following: 
 

• Campbell provided clarification around the appointment of the 
independent quality inspector and also his own role as Programme 
Manager, and liaison with Laing O’Rourke and Highwood Health. 

• Gill Stanyard queried the communications strategy for patients.  
Campbell explained that a full communications plan will be developed 
through the commissioning plan; this will be launched in the next few 
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months. 
 

• There was a query around equipment that may not be suitable for 
transfer.  It was confirmed that this will be fully assessed and will 
involve Scottish Government and Scottish Futures Trust to consider 
whether surplus equipment can be used elsewhere.  

• There was a lengthy discussion around the clinical/medical handover, 
noting that this is likely to take place over a 24 hour period.  Some 
members asked about the processes in place to ensure successful 
transition. The Chief Operating Officer advised that this will be a 
significant exercise and discussions with clinical teams are ongoing; 
this forms part of the migration and planning process. The Chief 
Executive commented that a number of Boards have gone through this 
process and we are engaging with them on a regular basis to ensure 
we are learning from their experiences.  The Chief Operating Officer 
added that the migration will run as a major incident and there will be 
contingencies in place.  Engagement with key partners (eg. 
ambulance, police) has begun and business continuity, specifically 
around A&E admissions, is noted as critical.  The Committee 
recognised that the move would be in December and winter related 
incidents were noted.  Due to the complexities and partners involved 
during the transition period, once a move in date has been agreed, we 
will be committed to this. 

• Moira Cossar commented that it would be useful for the Migration Plan 
to be bought to a future ACF meeting; noted. 

• The Chair asked if there would be any further decisions required by the 
Board on the lead up to the handover. The Chief Operating Officer 
advised that the key approvals have now been made.  Some decision 
making may be required around the Clinical Change Model, Cresswell 
and Crichton at a later date; the Board will continue to get regular 
updates on this as part of the wider programme of reporting. 

 
The Performance Committee noted the presentation. 

 
6. Clinical and Service Change Programme 

 
John Knox (Lead General Manager) gave a presentation on the Clinical and 
Service Change Programme.   
 
John explained that the Clinical and Service Change Programme is currently 
working with 15 workstreams across Dumfries and Galloway Royal Infirmary, 
in preparation for migration to the New Hospital.   Of these 15 workstreams, 
10 are clinical and 5 non-clinical.  A diagram explaining these in more detail 
was displayed.  John spoke of the key themes going forward: 
 

• Development of operational policies 
• Review patient flow within and between departments 
• Short life groups to review specialist areas  
• Review and consolidation of all 14 operational policies 
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• Cross reference event – 25th/26th May 2016  
 

• Implementation and testing of new models of care: 
o Emergency Care Centre, Critical Care Unit, Out-patients, 

Theatres 
o Wards - new profiles 
o Departments – new configuration 

• Simulation Programme  
• Clinical Educator-led Training Programmes 

 
Further information around the New Hospital bed/ward profiles was provided. 
John continued to update the Committee on operational developments, 
including acute medicine, flow, discharges and out-patients. 
 
Pamela Jamieson (Workforce Manager) provided an update on the Workforce 
and Transition Workstream (Pamela is the Chair for this workstream).  A 
paper specifically on this was circulated to Performance Committee in 
advance of the meeting. 
 
Pamela explained that the Workforce & Transition Workstream is working with 
the three operational directorates (Acute & Diagnostics, Women & Children’s 
and Facilities Management) as they prepare their staff for migration to the 
New Hospital.   The paper provided details of the programme of work being 
taken forward and included a number of appendices relating to the work.  
Pamela highlighted the key developments including: 
 

• Development of Workforce and Transition Framework 
• Staff database – circa 2000 staff   
• Communication and Engagement Programme 
• Development of timetable 
• Establishment of Directorate workforce planning sub groups 
• Workforce planning, skills matching 
• Staff side engagement – Pamela noted that this had been particularly 

successful; Jimmy Beattie agreed with this comment. 
 
John concluded by highlighting the challenges going forward, including the 
implementation of the new Models of Care, skills mix and staffing levels, junior 
doctors, consultant/senior medical staff, nursing, facilities management, 
training programme and learning.  John added that we are continuing to meet 
with other hospitals who have gone through similar changes to learn from 
their experiences (ie. the Queen Elizabeth University Hospital and the South 
West Acute Hospital in Enniskillen). 
 
There was a brief discussion around a number of key points, including: 
 

• Models of Care – John highlighted that it was important to have these 
in place to fully support the workforce and transition programme; the 
first draft of the model will be available in June.  The Chief Operating 
Officer advised that by Nov 2016, all members of staff will know which 
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area of the new hospital they will be working in. 
 

• The Chair queried when we would be engaging with the general public.  
The Chief Operating Officer confirmed that there will be a separate 
communication plan for external stakeholders and the public. 

• Lesley Bryce queried if the New Hospital will be open to visitors during 
the handover period.  Campbell confirmed that this would be the case; 
staffing for this is being looked at, including utilising volunteers 
(volunteer co-ordinator will be appointed shortly). 

• Robert Allan asked about transport links and bus services.  David 
Bryson (General Manager - Facilities & Clinical Support Services) 
provided an update on this and advised that bus tendering will take 
place in April 2017.   

• It was noted that 240 staff (to date) have gone through processes to be 
matched to posts in the new hospital; all have been offered 1-1s (no 
uptake to date).  60 sessions with 300 staff have been held throughout 
the workplace.  Jimmy Beattie commented that these had been well 
attended and good partnership working is in place. 

• There was discussion around community care capacity/resilience and 
how the Health and Social Care models will align going forward.  The 
Chief Operating Officer advised that Locality Plans are being 
developed and this will give greater ownership to local teams in the 
future.  A number of options are being explored to support care in a 
homely setting and capacity within the community.  The Chief 
Executive spoke of changes in the elderly demographic and the use of 
acute beds, and how there needs to be a significant shift to ensure 
appropriate discharge and care at home in the future.   
 

The Performance Committee noted the presentation and report. 
 

7. E-health Update 
 

Graham Gault (General Manager – IT) gave a presentation on E-health and 
provided updates on the following areas: 
 

• Defining a Digital Hospital  
• Supporting clinical change/efficiency for the new Hospital 
• Key Projects Summary  
• Update on getting prepared for eHealth deployment 
• Technology Delivery Plan 

o Technology 
o IT Systems 

   
Key points from the presentation and items discussed are noted below: 
 

• Graham explained that when we open in 2017, Dumfries & Galloway 
will deliver the most technically advanced Digital Hospital in Scotland.  

• A ‘Digital Hospital’ goes beyond advanced clinical systems and 
includes additional integration between IT, medical, communication, 
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and building technologies to create a real-time health information 
environment. 

• Graham provided updates on key eHealth Projects including: order 
communications, ePrescribing, internet access, mobile view facilities, 
supporting patient flows and patient administration and health records 
efficiencies, communication, clinical information screens and social 
care sharing/integration. 

• Graham advised that the hospital will operate as ‘paper light’ and 
explained further about the streamlining of the Electronic Patient 
Record and data.  The Medical Director queried if data will be able to 
be shared between Boards.  Graham confirmed that there will be a 
single Clinical Portal that will enable shared information between 
Boards.   

• Graham highlighted the key work programmes underway and the levels 
of risk involved. This included work on the fibre ring network, data 
centres, infrastructure developments and sharing with Dumfries and 
Galloway Council.  There were a number of queries around the data 
centres back up facilities and recovery; Graham provided updates and 
assurances around these. 

• Gill Stanyard referred to the sharing of information between Health and 
Social Care and asked for assurances around confidentiality and data 
protection. Graham explained that the Board and the Council have 
signed a number of legislative documents as part the integration 
process and separate agreements will continue to be put in place as 
work is progressed.   

• Detailed timetables showing e-health deliverables and progress to date 
were included.  Graham explained some of the projects in more detail 
eg. eCheck-In, Badgernet. 

• The Medical Director queried the progress around paper records that 
still need scanned in.  Graham explained that although all archived 
case notes have been scanned and are available to all clinical staff, the 
challenge remains in developing a solution to allow the record to be 
added to electronically.   Graham confirmed that this is currently being 
looked at as a priority; IT are looking at various eforms/workflow 
solutions to support this.   

 
The Performance Committee noted the presentation. 

 
The Chair concluded by acknowledging the outstanding work that has been 
undertaken to support the move to the New Hospital, including e-Health, 
digital technologies and the Clinical Change Programme. 

 
8. Cresswell and Estates Update 

 
David Bryson (General Manager - Facilities & Clinical Support Services) gave 
a presentation on Cresswell and other estates developments. David 
highlighted the following key areas: 
 

• Project plan key milestones for Cresswell 
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• Developments around Crichton Hall, Nithbank and potential 
vacation/selling of buildings, and risks associated with this 

 
Key points from the presentation and items discussed are noted below: 
 

• David advised of discussions/forthcoming meetings with various key 
stakeholders around Cresswell eg. Ernst and Young, Scottish 
Government, Scottish Futures Trust and Dumfries Facilities Limited 
(DFL).  DFL currently manage the building and we are looking at ‘value 
for money’ options to support the development of the property. 

• A project plan has been developed and there will be a focus on Clinical 
Services at Cresswell.  Block plans were shown to the Committee. 
David explained these in detail and the key milestones going forward. 

• David also provided an update on potential developments for Crichton 
Hall and Nithbank.  Discussions are ongoing with potential developers; 
progress is being made with Nithbank and it hoped that interest in 
Crichton will come to fruition in the near future.  There was discussion 
around the extensive costs of maintaining these buildings and it was 
noted that vacation of the properties will provide significant cash 
savings for the Board. 

• In terms of Nithbank, Gill Stanyard asked if occupational health staff 
are aware that they will be moving in the near future.  David confirmed 
that initial discussions have taken place around this. 

• David outlined the risks going forward for Cresswell eg. reaching 
agreement with SPV (private finance initiative (PFI) organisation), 
financial support from Scottish Government, timetable delays, 
uncertainty for clinical teams, safe management and delivery of 
retained health services from existing Dumfries and Galloway Royal 
Infirmary post move to new build, and management of vacated 
properties if not disposed of.  There was a brief discussion around the 
refurbishment of an old building and possible risks around this; David 
confirmed that a detailed plan and survey has been undertaken. 
 

The Performance Committee noted the presentation. 
 

9. Acute Services Redevelopment Programme – Financial Risks 
 

Katy Lewis, Director of Finance, provided a presentation to the Committee in 
advance of the meeting.  The presentation focused on the following key 
areas: 
 

• Financial appraisal, outlining sources of input, sources of funding and 
types of cost 

• Recurring revenue elements and costs 
• Capital elements and costs 
• Financial Risks Summary - Risk of movement from Financial Business 

Case (FBC) 
• Current financial risks being highlighted – Clinical and Non-Clinical and 

Support Depts 
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• Summary of risks 
 
The Performance Committee noted the presentation. 

  
10. Financial Performance: 12 months to 31st January 2016  
 

The Director of Finance provided the Revenue Financial Performance: 12 
months to 31st January 2016 paper to the Performance Committee in 
advance of the meeting.  The Board was asked to note and consider the final 
financial position for the year and in particular: 
 

• Delivery of a breakeven position for 2015/16 
• The ongoing financial risks and challenges 
• The updated position on Efficiency Savings for 2016/17 
• Update on 5 year financial plan 

 
The Performance Committee noted the report. 

 
11. Performance Report 
 
 The Chief Operating Officer provided the Performance Report to the 

Committee in advance of the meeting.  The report was split into 3 sections: 
 

• Information on the level of clinical activity and access times achieved 
within services to 31st March 2016. 

• Data on efficiency of clinical services as measured against clinical 
efficiency targets.  

• Summary on a wider range of activity and data on bed occupancy 
throughout the system.  

 
The Performance Committee noted the report. 

 
12. Draft Performance Committee Agenda – 11th July 2016 
 

Committee members noted the draft Performance Committee Agenda for 11th 
July 2016. 
 

13. AOCB 
 

High Wood Health/Laing O’Rourke presentation – NHS Dumfries & Galloway 
Acute Services Redevelopment Project 

  
At this point in the meeting, Roger Frost (Project Director, Laing O’Rourke) 
and Linda Thompson (General Manager, Highwood) joined the meeting to 
provide a construction update.  Roger provided a presentation to Committee 
members, with the key points noted below: 
 

• As at end of April 2016, we are in week 60 of the programme.  The 
build will provide 345 single bedrooms and 8 theatres.   
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• Current workforce on site is 360; anticipated workforce at peak is 700. 
 
 

• Key dates were provided including: 
o Start-on-site - 12th March 2015 
o Contract completion date - 11th Sept 2017 
o Topping out/year to go event - 14th Sept 2016 

• Photographs demonstrating progress over the last 18 months were 
shown. 

• Roger highlighted the Community Benefits Tracker and progress to 
date. 

 
Roger provided assurance to the Committee of the continued commitment to 
this important project; the Chair spoke of the Board’s successful partnership 
working with Highwood Health, Laing O’Rourke and the Acute Services 
Development Programme in supporting the New Hospital build and looked 
forward to further updates in the near future. 
 
The Performance Committee noted the presentation. 
 

14. Date and time of next meeting 
 

The next Performance Committee meeting will be held on 11th July 2016 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 11th July 2016 at 10.00 am 
in the New Boardroom, Crichton Hall, Dumfries. 
 
 
Present 
 
Mrs P Halliday Vice-Chair of Board (Chair of Committee) 
Mrs K Lewis Director of Finance 
Mr R Allan Non-Executive Board Member 
Mrs G Cardozo Non-Executive Board Member 
 
Apologies 
 
Mr J Ace Chief Executive 
Dr A Carnon Joint Interim Director of Public Health 
Mr P N Jones Chairman of the Board 
Ms L Bryce Non-Executive Board Member 
Mrs M Cossar Non-Executive Board Member 
Mr E Docherty Nurse Director  
Dr L Douglas Non-Executive Board Member 
Mr R Nicholson Non-Executive Board Member 
Mrs J White Chief Operating Officer 
 
In Attendance 
 
Ms C Sharp Workforce Director 
Dr A Cameron Medical Director 
Mr J Beattie Employee Director/Non-Executive Board Member 
Ms V Freeman Head of Strategic Planning 
Ms G Stanyard Non-Executive Board Member 
Ms L Bass Executive Assistant to Director of Finance (Minute Secretary) 
 
Ms N Hamlet General Manager – Acute and Diagnostics (Item 5 only) 
Mr C Craig Acute Services Redevelopment Programme Manager (Item 8 

only) 
Mr J Knox General Manager (Item 8 only) 
Mr D Bryson General Manager - Facilities & Clinical Support Services (Item 

8, 9 and 10 only) 
 
In the absence of Phil Jones (Chair of the NHS Board and Chair of Performance 
Committee), Penny Halliday (Vice-Chair of the NHS Board) was chairing the meeting 
today.  The Chair welcomed members to the meeting, thanking other Non-Executive 
and Executive colleagues for their attendance.   
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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.   It was noted 
that no declarations of interest were put forward at this time. 

 
3. Minutes of meeting held 9th May 2016 
 

The Performance Committee agreed the minute taken at the previous meeting 
on 9th May 2016. 
  

4. Matters Arising and Review of Actions List 
 
 The Chair of the Committee confirmed that there are currently no outstanding 

actions. 
 

It was agreed to move onto agenda item 6 at this point in the meeting. 
 
6. Financial Performance: 2 months to 31st May 2016  
 

Graham Stewart (Deputy Director of Finance) presented the Financial 
Performance: 2 months to 31st May 2016 paper to Committee.  The 
Committee were asked to note the new summarised version of the financial 
performance report, which focuses more on the key issues and messages to 
be provided to the NHS Board for assurance and risk considerations.  Key 
points from the paper included: 
 

• A summary of the year to date position to May 2016 (month 2), which 
reports an overspend position of £179k. 

• Financial performance of the NHS services delegated to the 
Integrated Joint Board (IJB). 

• The Revenue Resource Limit (RRL) and Capital Resource Limit (CRL) 
have been agreed and notified to us by the Scottish Government.  An 
appendix summarising RRL allocations was included in the paper.  

• A detailed schedule was also provided which demonstrated the current 
under/overspends position by directorate.  This also reflected the split 
of costs and services which are now delegated to the IJB.   

• The paper provided information on the key actions and 
recommendations per area, and also included a breakdown of overall 
key risks and issues. 

• The Board’s financial plan identifies the requirement to deliver recurring 
cash efficiencies of £12.77m.  Development of efficiency plans for 
2016/17 has been progressing and recurring schemes to the value of 
£5.9m have been indentified and are being progressed.  Additional 
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non-recurrent schemes of £5.4m have also been identified, reducing 
the in-year gap to £1.5m.   

• Within this non-recurring amount, £4.4m of non-recurrent support has 
been identified in the financial plan, in order to enable directorates time 
to identify recurring schemes this financial year. 

• Some of the non-recurrent support identified has been released to 
divisions, recognising that there will be a time delay in securing 
recurring solutions.  To date, £2.56m non-recurrent support has been 
issued directly to divisions. 

• Ongoing budget scrutiny meetings are continuing with the Chief 
Operating Officer, Director of Finance and each General Manager to 
further focus on the level of challenge required this year and how best 
to ensure financial balance can be achieved by the year end. 

 
Nicole Hamlet (General Manager – Acute and Diagnostics) joined the 
meeting.   
 
There was a brief discussion on the paper, with the following key points noted: 

 
• It was recognised that this was a very challenging period in terms of 

delivering the high level of efficiencies required for 2016/17.  The 
Director of Finance highlighted the importance of identifying long term 
efficiency savings in addition to short term Cash Releasing Efficiency 
Scheme (CRES) requirements.  The difficult decisions framework was 
noted as an important tool moving forward.  

• The Director of Finance provided some examples of areas where non-
recurring and recurring savings have been identified.  Reference was 
made to the paper presented under agenda item 7 which provided 
further detail on efficiency plans.   

• There was some discussion around costs incurred for prescribing and 
medical locums. The Medical Director provided an update on medical 
staff recruitment and provided some informal feedback on the recent 
repeat prescriptions decision, both of which should support ongoing 
efficiency savings. 

• The Committee discussed the challenges of the financial situation and 
other significant changes over the coming year at length eg. new 
hospital, IJB, national clinical strategy.  A number of areas were 
discussed including the clinical role, public perception, waste, value for 
money, patience experience/forum, engagement/communication 
strategy and national campaigns.   

 
Following discussion: 
 

• The Committee felt that a communication/public engagement strategy 
should be explored, to help deliver messages around the challenging 
financial situation and clinical changes.  It was suggested that a 
mapping exercise be undertaken to gain a better understanding of the 
strands of work currently being undertaken around this and that a 
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workshop be considered as part of this.  The Director of Finance will 
feed this back to the Management team. 
 

Action: Director of Finance 
The Performance Committee noted the report. 

 
It was agreed to move onto agenda item 5 at this point in the meeting.   

 
5. Performance Report 
 
 Nicole Hamlet (General Manager – Acute and Diagnostics) presented the 

Performance Report to the Committee.  The report was split into 3 sections: 
 

• Information on the level of clinical activity and access times achieved 
within services to 31st May 2016. 

• Data on efficiency of clinical services as measured against clinical 
efficiency targets.  

• Summary on a wider range of activity and data on bed occupancy 
throughout the system.  

 
Nicole highlighted the key points from the paper which included: 

 
• It has been a significantly long winter period and the impact of this can 

be seen in some of the performance levels. 
• In terms of in-patient/day-case TTG (84 Day Treatment Time 

Guarantee), improvement is expected to be demonstrated through 
June due to the ability to provide dates for the majority of cases which 
had breached.   

• Elective cancellations have risen during the month of May.  Processes 
are being implemented to improve the knowledge around cancellations 
to ensure all steps are taken to reduce the number of avoidable 
cancellations where possible. 

• AHP MSK (Allied Health Professional Musculoskeletal Services) 
performance has increased within Occupational Therapy, whilst other 
services remain above 90% consistently.  

• Performance against the 4 hour Emergency Department target has 
improved to 96.7% in May, an increase from 95.6%. Attendances 
increased during May compared to the previous month, this is also an 
increase compared to last year.  

• Performance within the 18 week Referral to Treatments standard has 
risen slightly this month although remains just under target, whilst the 
linkage of cases has improved. 

• The number of bed days lost to delayed discharge increased during 
May, however, there has been a decrease in the number of bed days 
occupied whilst awaiting a hospital bed in another NHS facility. 

• The Gastroenterology department continues to experience issues with 
capacity.  There has been a growth in demand not experienced in other 
specialities and a service review will be undertaken shortly to explore 
this further.  The Medical Director commented on how these compared 
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with national data and there was a brief discussion around possible 
reasons for the increase, referrals and patient expectation. 

• Nicole provided a number of other updates around specific service 
areas including Orthopaedics, Neurology, Diagnostics, Radiology and 
Cancer treatment.  

• Nicole advised that it has been agreed that the private sector will no 
longer be used due to cost and patient complaints. 

• Nicole confirmed that the next Performance Report will include 
information on the Day of Care Survey, which is a tool that provides a 
snap shot of bed utilisation and can be used to assess in-patient delays 
in hospitals. 

 
Campbell Craig (Project Manager), John Knox (General Manager) and David 
Bryson (General Manager - Facilities & Clinical Support Services) joined the 
meeting. 

 
The Committee discussed the paper, with a number of key points noted 
below: 
 

• In terms of patient safety, the Chair asked about the current challenges 
and potential risks.  Nicole and the Medical Director spoke about 
clinical prioritisation which is undertaken on a daily basis to try and 
minimise areas of risks.  Examples were provided around overdue 
appointments and radiology.  

• There was a brief discussion around the use of technologies, noting 
that developments in this area would play an important part in 
supporting people in the future eg. virtual clinics, managing long term 
conditions. 

• There was comment on the continuing trend of elective cancellations.  
Nicole spoke about work that is being undertaken to address this.  A 
cancellation form has been introduced across theatre and Day Surgery 
and a ‘cancellation escalation matrix’ has been produced to record 
management input into the cancellation decision.   

• The Medical Director commented that delayed discharges impacted 
considerably on elective cancellations and this was an area of key 
focus going forward.  A member queried the impact of the Allanbank 
facility closure on delayed discharges.  Nicole commented that this had 
bought some challenges but had not impacted significantly.  The main 
issue is around the provision of home care packages and care home 
placements. The establishment of the IJB and the creation of 
multidisciplinary teams will play a big part in addressing these issues.   
This will take time to embed, however, progress is already being made 
and good partnership working is underway.  There was a lengthy 
discussion around these issues, with a number of areas highlighted 
including timescales for embedding, admission to hospital, pathways to 
care, working with the third sector, community based models and 
public perception. 

• In terms of reporting, work is ongoing to look at primary and social care 
reports for an integrated service, however, this will take time to fully 
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develop and implement.  Meanwhile, it has been agreed that the acute 
based performance report will continue to be submitted to Performance 
Committee in its current format. 

 
Performance Committee noted the report. 

 
Nicole Hamlet left at this point in the meeting. 

 
7. Financial Performance – Update on Efficiency Savings 
 

The report provided an update on year to date delivery of CRES, the 
projected in-year gap and the recurrent gap.  It also highlighted the CRES 
delivery of the NHS services delegated to the IJB.   Directorates have 
identified savings to date which still leaves an in-year gap of £1.55m and a 
recurrent gap of £6.66m. The current level of savings identified to date is 
£3.38m against a profiled plan of £4.06m, leading to a year to date gap of 
£683k.  All efforts are being focussed by the Directorate Management Teams 
to continue to work through further options that will close the remaining gap, 
both in-year and on a recurring basis.  A brief discussion on some of the 
areas within this paper took place under item 6. 
 
Performance Committee noted the report. 
 
Graham Stewart left at this point in the meeting. 
 

8. Acute Services Redevelopment Programme (ASRP) 
 

Campbell Craig gave a presentation on the progress with the new hospital.  
Key points from the presentation are highlighted below: 
 

• We are now in month 15 of the 30 month programme.  No slippage is 
noted and work is well underway on all aspects of build. 

• Residences build is underway and there has been significant fit out 
work in GW1 & GW2.  The Foul Sewer Project work will shortly be 
concluding.  A ‘Topping Out Ceremony’ will take place on site on 14 
September 2016. 

• The main focus is now on equipping and migration.  The existing 
equipment audit is now complete and we are progressing Board major 
equipment procurement eg. imaging, pharmacy, MRI etc. 

 
John Knox continued the presentation by providing an update on the Change 
Programme.  Key points from the presentation are highlighted below: 
 

• We are working with 15 workstreams across Dumfries and Galloway 
Royal Infirmary, in preparation for migration to the new hospital.   Of 
these 15 workstreams, 10 are clinical and 5 non-clinical. Diagrams 
explaining these in more detail were displayed. 

• John highlighted the work of the various operational teams, steering 
groups, sub-groups and the Clinical Planning Group. 

• A list of workstreams was included and an overview of the ward profiles 
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(current to new) was circulated to Committee.   
 
 
 

• John spoke of the complexities around the implementation of the New 
Models of Care which focuses on the critical care unit, combined 
assessment unit and wards.  This will be an area of focus over the 
coming months to ensure these are in place in advance of the winter 
period.  Continuing work around simulation, education and training was 
also explained. 

• An update on workforce and transition was provided, including an 
overview of staff engagement sessions and workforce planning.  
Feedback was also provided on the Cross Reference event which took 
place on 25 and 26 May. 
 

There was a brief discussion around a number of key points, including the 
following: 
 

• A member queried how the construction village would be utilised 
following the build and if there would be any office space available on 
site for third sector partners.  Campbell confirmed that the office space 
is constructed from portacabins; these will be dismantled and moved 
off site once the hospital has opened.  David Bryson confirmed that 
discussions re office space near the new hospital are ongoing, as part 
of the overall property strategy. 

• It was recognised that a substantial amount of activity has been 
undertaken around the new hospital and the clinical change 
programme.  The Chair commented that there was a significant amount 
of information to consider/digest and suggested that a separate 
workshop be held to look at some of these areas specifically, to gain a 
better understanding of the changes ahead.  The purpose/focus of a 
proposed workshop was briefly discussed.  It was noted that the ASRP 
will continue to remain as standing agenda item at Performance 
Committee meetings to provide a high level overview of progress and 
developments. 
 

Following discussion: 
 

• It was agreed that an informal Non-Executive discussion on the Clinical 
Change Programme be arranged prior to the next Performance 
Committee in September 2016. 
 

Action: Executive Assistant to the Director of Finance/John Knox 
 
The Performance Committee noted the presentation. 
 
Campbell Craig and John Knox left at this point in the meeting. 

 
9. ASRP – Financial Risks 
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The Director of Finance gave a presentation which provided an update on the 
financial risks relating to the ASRP.  The Director of Finance spoke to the 
presentation and highlighted the following key areas: 
 

• Recurring revenue elements were explained (eg. unitary charge, 
depreciation, service running costs, facilities management, building 
running costs) and a table displaying the costs per area was presented.  
It was noted that we have £8.8m recurring in the financial plan.  To 
date, £1.75m has been released recurrently to support clinical change 
implementation and £7m is banked with the Scottish Government for 
the transition and double running costs. 

• Capital elements were explained (eg. site acquisition, external enabling 
works, off site capital works, site clearance, equipment group 2 & 3).   
A table displaying the costs per area was presented and included 
movements against the financial business plan (FBC).  It was noted 
that an additional amount of £1.2m for foul water has been approved 
post FBC.  The fibre project work is progressing in partnership with 
Dumfries and Galloway Council. 

• The Director of Finance provided a breakdown of the potential risks 
(low, medium or high) in terms of movement against the FBC, for 
clinical areas, non-clinical areas and support departments. 

• The Director of Finance concluded by summarising some of the main 
areas of  risks, which included clinical models and expectation, delivery 
of equipment requirements within capital budget, potential future 
changes, wider service sustainability risks, deliverability of estates 
savings, cost of opening beds beyond the 7½ wards, 
transitional/double running costs and Cresswell/DGRI review. 

 
The Chair referred to the risks around the clinical model and staff 
expectations, and queried if staff absence, retention and continuity have been 
considered.  The Workforce Director provided an update on workforce 
transition activity, noting that change management has been addressed from 
an early stage to help support a sense of shift, and to build confidence in the 
process and ongoing developments.  Jimmy Beattie provided an update from 
a staff side perspective also. 

 
The Performance Committee noted the presentation. 

 
10. Cresswell Property Strategy Update 

 
David Bryson gave a presentation on Cresswell and other estates 
developments.  David highlighted the following key areas: 
 

• David advised of recent meetings with various key stakeholders around 
Cresswell eg. Ernst and Young, Scottish Government, Scottish Futures 
Trust and Dumfries Facilities Limited (DFL).  DFL manage the building 
and we are looking at ‘value for money’ options to support the 
development of the property.   

• David further explained the complexities of a private finance initiative 
(PFI) organisation and European accounting policies (ESA10), and 
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how this links with Scottish Government financial reporting.  
• A project plan has been developed and there will be a focus on Clinical 

Services at Cresswell.   
• Block plans were shown to the Committee. David explained these in 

detail and highlighted the key milestones and risks going forward.  A 
member queried the timescales for moving forward with Cresswell; 
David confirmed that we are on track with the original plan, which is 
aligned with the schedule to vacate DGRI.  The Director of Finance 
added that a considerable amount of work has taken place to move this 
forward and positive discussions have taken place with all parties to 
date. 

• David also provided an update on developments for Crichton Hall and 
Nithbank.  Discussions are ongoing with potential developers; progress 
is being made with Nithbank and it hoped that interest in Crichton will 
come to fruition in the near future.   Discussion are also ongoing with 
Council colleagues re future accommodation options. 

 
David concluded by outlining the risks going forward and the next steps.  It 
was noted that Cresswell and property updates would be a standing item at 
future Performance Committee meetings.   
 
The Performance Committee noted the presentation. 
 

11. Committee Assurance Statement – Performance Committee 
 

A copy of the Performance Committee Assurance Statement for 2015/16 was 
produced in April 2016 and signed off by the Committee Chair.  This was 
included as part of the Board’s Annual Accounts for 2015/16.  The 
Performance Committee noted the Performance Committee Assurance 
Statement for 2015/16. 

 
12. Performance Committee Terms of Reference 
 
 The Director of Finance advised that that the Terms of Reference for the 

Performance Committee is reviewed on an annual basis.  These have been 
reviewed and no changes were deemed necessary at the current time.   

 
The Director of Finance noted that Terms of Reference are being reviewed 
across the Committees to include reference to arrangements should the Chair 
be unable attend.  This will be addressed at some point in the near future and 
will be presented to Committee for approval. 
 
Meanwhile, the Terms of Reference, as presented today (with no 
amendments), were approved by the Committee. 

 
13. Date and time of next meeting 
 

The next Performance Committee meeting will be held on 5th September 2016 
at 10am – 1pm in the New Boardroom, Crichton Hall, Dumfries. 
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Staff Governance Committee 
New Board Room, Crichton Hall 

Minutes of the Meeting held on 16 May 2016 at 10am 
 
 
Present 
 
Jim Beattie   Employee Director  
Val Douglas   Staff Side Representative 
Penny Halliday  Non-Executive Board Member 
Gill Stanyard   Non-Executive Board Member (Chair) 
 
In Attendance 
Jeff Ace   Chief Executive 
Lesley Bryce   Non Executive Board Member 
Grace Cardozo  Non Executive Board Member 
Linda Davidson  Deputy Director of HR 
Ros Kelly   Occupational Health Manager 
Arlene Melbourne  Executive Assistant to Workforce Director 
Natalie Morel   Workforce Development Partner 
Caroline Sharp  Workforce Director 
Caroline Swales  Occupational Health Director 
Julie White   Chief Operating Officer 
Alice Wilson   Deputy Nurse Director 
 
 
  ACTION 
1 Welcome, Introduction and Apologies 

 
Everyone introduced themselves.  Apologies were received from 
Margo Christie, Karen Etchells Pamela Jamieson and Philip 
Jones. 
 

 

2 Draft Minutes of the Previous Meeting held on 25 January 
2016 
 
The minutes were agreed as a true and accurate record.   
 

 
 
 
 
 

3 Matters Arising 
 
Carer Awareness at Induction – When new starts go through 
corporate induction training, the Carer Aware Information pack is 
included with their first steps documentation and the trainers 
delivering induction are signposting them to the pack.  Gill 
Stanyard asked what was happening with a Carer Coordinator for 
Staff which was mentioned at Board and as Caroline Sharp was 
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unsure, Gill said she would take this up with Phil Myers.  
 

GS 

4 Cultural Diagnostic Feedback 
 
Caroline Sharp delivered a presentation sharing the results of the 
Cultural Diagnostic, assisted by Natalie Morel.  Natalie handed out 
hard copies of the presentation along with the Core Values 
business cards.  Following the presentation there was 
considerable discussion around the behaviours and culture in the 
organisation.  The next steps would now be: 
 

• Part of the presentation to be cascaded to the organisation 
over the next 8 weeks 

• The new IJB Communications Manager would work with 
the Navigation Team to develop a 10 minute message 
appropriate to get into organisations 

• The Navigation Team and OD Workstream need to start 
drawing up an action plan 

• Caroline needs to have a final follow up conversation with 
Julie White to talk about financial resource 

• A Board Development Session needs to be set up as soon 
as possible 

 

 
 
 
 
 
 

CJS 

5 iMatter Implementation Plan 
 
Ros Kelly reported that the first anniversary cycle was underway 
and the Directorates involved were agreeing action plans.  The 
overall response rate had been 89% which is higher than the 
national average. 
 
The full implementation plan for the complete rollout was attached 
with the papers which will mean that the rollout will have been 
completed by the national target date of December 2017. 
 
Letter from Malcolm Summer – this was noted. 
 
 

 
 
 

6 SAAT Return 2015/16 
 
It is a requirement for Boards to prepare 2 documents each year 
in relation to our work as a Staff Governance Committee and an 
organisation. The first is the 2015/16 Self Assessment Audit which 
needs to be submitted to Scottish Government later today and the 
other is the 2016/17 Action Plan. 
 
Staff Governance Committee approved the Self Assessment Audit 
for submission to Scottish Government. 
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7 
8 
9 
10 
11 
12 
13 
 
 
 
 
14 
15 
16 
17 
 
 
18 
 
19 
 

Items to Note 
 
The following items were noted: 
 
Corporate Risk Register (March Meeting) 
Corporate Risk Register (May Meeting) 
Workforce Report (March Meeting) 
Workforce Report (May Meeting) 
Staff Health, Safety and Wellbeing Report (March Meeting) 
Staff Health, Safety and Wellbeing Report (May Meeting) 
Integrated Workforce Plan (March Meeting) – Gill Stanyard asked 
why the Carers Interest Network were not included and if there 
was any particular reason why there were so many responses 
from Loreburn Housing included rather than others and Caroline 
Sharp said she would find this out. 
Revalidation of Nurses (March Meeting) 
APF Minutes – October & December 2015 and March 2016 
Remuneration Sub Committee Meeting – January Update 
Practice Learning Governance Group – Alice Wilson asked if Staff 
Governance Committee would like to receive an annual report on 
this and it was agreed that they would. 
Internal Audit on Whistleblowing Arrangements – Finalised 
Scoping Arrangements 
Disclosure Scotland Compliance Audit 

 
 
 
 
 
 
 
 
 
 
 
 
 

CJS 
 
 
 
 
 

AW 
 
 
 
 

 
20 Any Other Business 

 
There was no other business. 
 

 
 

21 Date of Next Meeting 

The next meeting will be held on Monday 25 July 2016 at 10am in 
the New Board Room, Crichton Hall. 
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DUMFRIES AND GALLOWAY NHS BOARD  
 
HEALTHCARE GOVERNANCE COMMITTEE 
18 July 2016               
10 a.m., New Board Room, Crichton Hall 
 
Present: Mr. Phillip N. Jones Chairman (Chair)  
 Mr. Jeff Ace   Chief Executive  
 Mr. Eddie Docherty   Nurse Director  
 Dr. Angus Cameron  Medical Director 
 Mrs. Moira Cossar  Chair – Area Clinical Forum  
 Ms. Lesley Bryce Non Executive Member  
 Mrs. Gillian Stanyard Non Executive Member  
 Mrs. Elaine Ross Infection Control Manager  
 Dr. Martin Connor Infection Control Doctor 
 Mr. Bill Rogerson  Lay Member  
 Mrs. Alice Wilson  Deputy Nurse Director  
 Mrs. Julie White  Chief Operating Officer  
 Mrs Joan Pollard Associate Director of AHPs 
   
Apologies: Dr. Andrew Carnon  Joint Interim Director of Public Health  
 Dr. Ken Donaldson Associate Medical Director 
 Ms. Laura Douglas Non Executive Member 
 Mrs. Penny Halliday  Non Executive Member  
   
In Attendance: Margaret Johnstone E.A. to Nurse Director  
 Lynsey Fitzpatrick Equality and Diversity Officer  
 Vicky Freeman  Head of Strategic Planning  
 Robert Allen Non Executive Member  
 
1. Apologies for Absence  

Apologies as noted above.   
 

2. Declarations of Interest  
Nil.  
 

3. Minute of the meeting held on 23 May 2016          
Approved.     
 

4. Matters Arising 
 
Vale of Leven Progress Report  
Eddie Docherty confirmed that the new Healthcare Standards have been 
issued in response to this report.  
 

5.  Action List  
Eddie Docherty presented the list highlighting future agenda items.  Lesley 
Bryce highlighted the Complaints Quality Assurance Group (CQAG) and 
Eddie explained that the final meeting of the short life working group will be 
held this week and once the process has been reviewed the future plan for 
the assurance group will be confirmed.  
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Phil Jones highlighted the Integrated Joint Board (IJB) in relation to the 
differences between the Council and Health Board Complaint Systems.  Joan 
Pollard suggested the CQAG could continue until the joint system is in place.  
Julie White suggested that we continue with the existing process until the IJB 
Clinical and Core Governance Committee is established.  
 

STANDING ITEMS 
 
6. H.A.I. Report   

Elaine Ross presented the paper explaining that NHS Dumfries and Galloway 
performs well compared to the rest of Scotland.  She noted that over the last 
six years we have achieved a year on year reduction which we are able to 
sustain and she regards this as a success although we are not meeting the 
local delivery plan targets for C.Diff and SABs.  In response to Phil Jones 
asking if the targets had tightened Elaine confirmed that they had explaining 
that we used to record over 65s only but now we record for 15 – 65s. 
 
Elaine highlighted Surgical Site Infection surveillance outlining a local 
scenario highlighted by the trigger levels within the Laboratory Management 
System in relation to infections which are antibiotic resistant.  Martin Connor 
commented that we are struggling to provide treatment as the cheaper 
antibiotics are not working and there is a cost issue with the more expensive 
antibiotics.  Elaine explained that these infections are not related to our 
practice although the Infection Control Team do remind staff of basic levels of 
hand hygiene to try to help.    
 
Elaine highlighted the completion of the HEI self assessment against the HAI 
standards explaining that there are still some areas to improve on.  In 
response to Phil Jones asking how this programme is being managed Elaine 
explained that it is included in the Infection Control and Antimicrobial 
Management Team  Work Plan which reports via the Infection Control 
Committee and Healthcare Governance Committee.  
 
The Committee:  

• Noted the report  
 

7. Patient Experience Report     
Joan Pollard presented the paper explaining that there may be some 
anomalies in the paper as we are currently transferring from a manual to an 
electronic report but noted that the data is accurate.  We achieved 97% 
compliance for acknowledging complaints within the national target of 3 
working days and the percentage response time was 76% with the Board 
target being 70%.  The top 3 categories remain the same, clinical treatment, 
staff attitude/behaviour and communications.  Joan highlighted 5 complaints 
made to the Scottish Public Service Ombudsman and the 7 comments made 
on Public Opinion.  Eddie Docherty commented that we had just touched on 
the work of the Complaints Short Life Working Group, which is running 
parallel to the Council work, and there is positive feedback in all forms 
coming through.  Patient Opinion has been shared with the Senior Charge 
Nurses who are gathering feedback but this is not yet ready for a report.  
Joan explained that feedback is now coming through from Galloway 
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Community Hospital (GCH) with positive feedback being received from the 
questionnaires now being used.  Alice commented that following what the 
Committee have heard over the last 18 months it was good to hear positive 
feedback from GCH and that the staff had decided to do this for themselves 
when a Healthcare Support Worker had suggested using the questionnaire.  
A Patient Experience Group is now in place led by the Band 6.   
 
The Committee:  

• Noted the report  
 

8. Patient Safety : Risk Management Annual Report    
Alice Wilson presented the paper highlighting the focus on the Risk Registers 
for this year, with a lot of work still to be done and timescales for review.  She 
explained that the four localities had been pulled together as one and 
emphasis placed on the use of Datix.  Two areas had increased risks over 
the year, Acute and Diagnostics which reflects that GCH is now in this 
directorate, and Women, Children and Sexual Health where no new services 
have been added but they working a lot more with Team Leaders to 
recognise risks and report them as they had been under-reporting in the past.   
 
Alice highlighted Adverse Events explaining work is ongoing to try to reduce 
the time taken to investigate, close incidents and learn from them with a 
newsletter currently being tested.   
 
Alice highlighted ongoing work in the directorates around Safety/Hazard 
Notices and the process to ensure action is taken on receipt although there is 
still some work to be done around this.  
 
Alice explained that training throughout the year had been less than robust 
but this was due to the gap in replacing the Risk Co-Ordinator post although 
we will now have another gap as the current postholder is leaving.  Gill 
Stanyard asked if the post had been advertised and if the postholder had 
been asked why they wanted to leave and Eddie responded that the post was 
advertised and a discussion had taken place with the postholder.  
 
Eddie Docherty highlighted the Quality and Patient Safety Leadership Group 
(QPSLG) sharing learning and tightening up the process for following up on 
this.  More information will be held on Datix and, as Alice said, the newsletter 
is being tested.  Phil Jones highlighted Patient Safety, and the QPSLG, 
asking if staff were aware these are linked and Alice responded  that there is 
a clear understanding of how this sits within the Directorate Teams following 
recent meetings with the General Managers and Management Teams across 
the Board.   
 
In response to Lesley Bryce asking about risks across the IJB, Julie White 
explained that an initial workshop had taken place in relation to what this will 
look like but we are some way from moving this out across partnership 
agencies.  Eddie highlighted the Children’s Services work in relation to risks 
around children attending Accident and Emergency and meetings with joint 
agencies.   
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Gill Stanyard asked if four Human Factors courses per year were enough and 
Alice responded that the courses were run by our own staff and to do more 
would be really challenging.  Eddie noted that he has asked this group to 
come up with Root Cause Analysis training for senior staff.  
 
Phil highlighted the Assurance Statement and Alice confirmed that this was 
for the Committee to note.    
 
The Committee:  

• Noted the report  
 

INTERNAL REPORTS  
 
9. Equality and Diversity Update   

Lynsey Fitzpatrick presented the six monthly update explaining that the IJB 
has a responsibility to produce a similar framework as the Board and the 
Council with three of the Board’s existing outcomes having been realigned 
under the IJB.   
 
Lynsey highlighted Outcome 3 explaining that she is currently working with IT 
and the Patient Access Group to consider how to capture an increased 
amount of this data and make use of it to allow us to build a clearer picture of 
where barriers lie although there are some confidentiality issues around this.  
Bill Rogerson suggested using the barcodes currently used in the Out-Patient 
Department asking if the additional information could be added on and 
Lynsey responded that there had been discussions around what codes could 
be used.  Bill asked if this information would be made available for statistical 
papers and Lynsey confirmed that this was how it would work.  Robert Allen 
commented that we should be very clear about what we are asking and that 
people do not need to give this information although we hope they can 
understand why we require this information.  Jeff Ace commented that he 
was thoughtful about this and that patients should be given the opportunity for 
protected characteristics to be entered in their medical record.  Gill Stanyard 
commented that she agreed with Jeff and, noting this will be a cultural shift, 
asked what our policy is for this.  Lynsey responded that she was not sure 
and there was no easy way to manage this.  She acknowledged the points 
made about the data, noting that these outcomes were agreed by the Board 
in 2013 and must be met with a new set of outcomes and associated actions 
developed.  Angus Cameron commented that as Caldicott Guardian he would 
challenge protected characteristics and highlighted the need to remember 
that some people attend appointments many times per year and to be asked 
repeatedly is not good practice.  Phil Jones highlighted the need not to 
expose people’s personal details.  Agreed that any changes in information 
gathering should come to the Committee for approval.   
 
The Committee:  

• Noted progress made.  
  

10. Coronary Heart Disease Managed Clinical Network Annual Report   
Dr. Angus Cameron presented this positive report describing outcomes in the 
Acute Service, noting that there is lots of work going on in Primary Care as 
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well and a decline in deaths from heart disease across the region.  He 
explained that there had been a welcome change in Cardiology in the last 
couple of years with lots of work being done to clear the enormous backlog of 
overdue appointments and patients who did not require to be seen again 
have been discharged.   
 
Angus highlighted the CT Coronary Angiography Service explaining that he 
was not sure how sustainable this is.  The West of Scotland Clinical Network 
will advise on standardised treatment regimes which would be more cost 
effective in the use of resources.   
 
Phil Jones commented on the turnover of staff with Alice Wilson noting that 
these members of staff have been in post for many years and were retiring.   
 
Gill Stanyard highlighted the “Keep Well Service” which was successful in 
accessing “hard to reach” people but has had funding removed.  She asked if 
there were any plans to replace the service and Jeff Ace responded that the 
service was coming to an end and we are looking at a different model for 
vulnerable groups to provide some sort of support.  Angus explained that the 
reduction in heart deaths seems to have had an impact on the service 
although this evidence is suspect as screening everyone over 75 years of 
age did not make any difference.   
 
Jeff highlighted primary percutaneous coronary intervention (PPCI) outlining 
a recent scenario where travel to Carlisle was closer then the Golden Jubilee.  
This has resulted in a review of our protocols, including the Scottish 
Ambulance Service, to ensure our option provides the best benefit for 
patients.    
 
The Committee:  

• Noted the report  
 

11. HCGC – Terms of Reference   
Eddie presented the Terms of Reference.  Lesley Bryce highlighted the 
absence of a GP Representative and Eddie Docherty agreed to pick this up 
with Angus Cameron.  
 
Alice Wilson noted that she will be Chair of the Health Adult Support and 
Protection Committee and will resume sending the minutes for noting at 
Committee.  
 
The Committee:  

• Agreed the Terms of Reference   
 

12. HCGC Annual Report    
Eddie Docherty presented the report outlining papers received by the 
Committee over the past year.  Jeff Ace commented that this is a good 
understanding of our key areas of risk and improvement around clinical 
change that makes us able to address requirement and challenge on 
sustainability.  
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Lesley Bryce highlighted re-looking at themes and it was agreed to discuss at 
the next meeting.  
 
The Committee:  

• Noted the report 
 

EXTERNAL REPORTS  
 
13. HMP Dumfries : HIMPS Update Report  

Moira Cossar presented the update report.  She explained that a pharmacy 
inspection had highlighted a cost issue in that the contract is for so many 
items and if the NHS goes above that number they are charged for extra 
medications.  Moira noted that although there had been a turnover of staff 
recently things are progressing well, we are on target and there would be no 
need to bring a further report to the Committee.   
 
Moira explained that discussions had taken place around how future 
inspections would be organised and carried out with a clear process set in 
place for the inclusion of healthcare staff in all aspects.  This was 
demonstrated in a recent inspection in Glasgow which went smoothly.   
 
Gill Stanyard asked if the defibrillators in place could be used by anyone and 
Moira confirmed that this was the case, explaining that two health service 
defibrillators are available to HMP staff.  The Prison Governor has put in a bid 
for three new defibrillators.  Gill highlighted CPR training and Moira explained 
that the FAI outcome may form recommendations around this.  
 
The Committee:  

• Noted the report  
 

14. FAI : Death in Custody Update  
Moira Cossar confirmed that the Sherriff’s determination would be delivered 
on 1 September 2016.  Recommendations from the report are already in 
place although Moira explained that there will be some challenges for our 
staff and she has already discussed this with the Medical Director.  
 
The Committee:  

• Noted the update  
    

15. National Clinical Strategy  
Dr. Angus Cameron presented the paper noting that there is no mention of 
Public Health in the strategy because there is an ongoing review of Public 
Health and the development of a Public Health Strategy for Scotland.  He 
explained that secondary care will move to primary care which will be 
delivered by multi-disciplinary and multi-organisational teams with strong 
direction of patients to voluntary and third sector support organisations.  
Angus highlighted financial constraints and workforce problems.  He went on 
to talk about value in medicines saying that we do many things that are of 
poor value, for example, overprescribing of antibiotics, and lots of blood tests 
which are unnecessary if patient is generally fit and healthy.   
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 Phil Jones commented that this is a national piece of work that has been well 
received and is in the direction that NHS Dumfries and Galloway needs to go, 
asking what steps had been taken locally.  Jeff Ace responded that a number 
of regional planning groups are putting a programme in place to do what we 
can.  Julie White asked how the report had been received at a local level and 
how would we engage with our community staff.  Moira Cossar asked if there 
was a plan for the Area Clinical Forum clinicians around their role in this and 
how they take it forward.  She noted the need to tell the general public the 
reality of what is happening.  Angus explained that a committee would be set 
up locally which will share data covering both health and social care.  Phil 
commented on the need to implement all that we can to reap the positive 
benefits to come from this which will improve in value rather than costs.  
Committee agreed to sign up to this.   
 
Jeff Ace noted that HSMRs are being re-aligned to fit with the Scottish 
Government’s 10% reduction and we will find this much more challenging.  
Details will come to a future meeting.  
 
The Committee:  

• Noted the report  
• Agreed to sign up to setting up committee locally  
  

ITEMS FOR NOTING  
 
16. Minutes of the Board Donation Committee – 1 March 2016      

The minutes of the Board Donation Committee held on 1 March 2016 were 
noted.     
 

17. Minutes of the Health Child Protection Committee – 9 May 2016 
The minutes of the Health Child Protection Committee held on 9 May 2016 
were noted.  
 
Jeff Ace explained that the written report from the recent Children’s Services 
Inspection will be issued in the next few weeks and that the verbal feedback 
was pleasing.   
 

18. Minutes of the Infection Control Committee – 31 May 2016        
The minutes of the Infection Control Committee held on 31 May 2016 were 
noted.  
 

19.  Any Other Competent Business 
Nil.  
 

Date of Next Meeting  
Monday 12 September 2016, at 10 am, New Board Room, Crichton Hall.  
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