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DUMFRIES AND GALLOWAY NHS BOARD 
 
 

PUBLIC MEETING 
 
 

A meeting of the Dumfries and Galloway NHS Board will be held at 10am on 6th June 2016 in the 
Conference Room, Crichton Hall, Bankend Road, Dumfries. 
 

 

AGENDA 
 
 

Time No Agenda Item Who Attached / 
Verbal 

10.00am 39 Apologies 
 

L Geddes Verbal 

10.00am 40 Declarations of Interest 
 

P Jones Verbal 

10.05am 41 Previous Minutes 
 

P Jones Attached 

10.10am 42 Matters Arising and Review of Actions List 
 

P Jones Attached 

QUALITY & SAFETY ASSURANCE 

10.20am 43 Improving Safety, Reducing Harm 
 

E Docherty Attached 

10.35am 44 Healthcare Associated Infection Report 
 

E Docherty Attached 

10.50am 45 Equality & Diversity Update 
 

C Sharp Attached 

PERFORMANCE ASSURANCE 

11.00am 46 Performance Report 
 

J White Attached 

11.15am 47 LDP Submission 2016/17 
 

J White Attached 

FINANCE & INFRASTRUCTURE 

11.30am 48 Financial Performance Update 
 

K Lewis Attached 

PUBLIC HEALTH & STRATEGIC PLANNING 

11.45am 49 Regional Planning Update 
 

J Ace Verbal 

12noon 50 Public Health Governance 
 

M McCoy / 
A Carnon 

Attached 

GOVERNANCE  

12.15pm 51 Board Agenda Matrix 
 

J Ace Attached 

12.25pm 52 Board Dates 2016/17 – (September – March) 
 

J Ace Attached 

12.30pm 53 Board Briefing 
 
 
 

J Ace Attached 
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Time No Agenda Item Who Attached / 
Verbal 

12.35pm 54 Committee Minutes 

 Area Clinical Forum – 23rd March 2016 
 

 Staff Governance – 25th January 2016 
 

 Healthcare Governance Committee –
14th March 2016  
 

 Person Centred Health & Care 
Committee – 8th February 2016 
 

Committee 
Chairs 

Attached 

ANY OTHER BUSINESS 

12.45pm 55 EU Referendum: Guidance on activities during 
the 28 days before the EU Referendum 
 

L Geddes Attached 

DATE AND TIME OF NEXT MEETING 

   20th June 2016 (Special Board) @ 1.30pm – 4pm in the New Boardroom, 
Crichton Hall, Bankend Road, Dumfries 
 

 1st August 2016 @ 10am – 1pm in the Conference Room, Crichton Hall, 
Bankend Road, Dumfries 

 

 3rd October 2016 @ 10am – 1pm in the Conference Room, Crichton Hall, 
Bankend Road, Dumfries 

 

 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 4th April 2016 at 10am – 1pm in the 
Conference Room, Crichton Hall, Bankend Road, Dumfries, DG1 4TG. 
 

Minute Nos: 1-32 
 

Present 
Mr P N Jones - Chairman  
Mrs P Halliday - Vice Chair 
Mr J Ace - Chief Executive 

Mrs K Lewis - Director of Finance 

Mr E Docherty - Nurse Director 
Dr A Cameron - Medical Director 
Mrs M Cossar - Non Executive Member 
Mr R Allan - Non Executive Member 
Mrs G Cardozo - Non Executive Member 
Mr R Nicholson - Non Executive Member 
Mr J Beattie - Employee Director  
 

Apologies 

Dr L Douglas - Non Executive Member 
Ms L Bryce - Non Executive Member 
Ms G Stanyard - Non Executive Member 
Mrs J White - Chief Officer 
 
In Attendance 
Ms C Sharp - Workforce Director 
Ms M McCoy - Joint Interim Director of Public Health 

Mrs L Geddes - Corporate Business Manager 
Mrs L McKie - Executive Assistant (Minute Secretary) 
Mrs V Freeman - Acting Head of Strategic Planning 
Mrs T Saunderson - Senior Communications Officer 
 

1. Chairman’s Welcome 
 
 The Chairman welcomed Board Members to the NHS Board Meeting thanking 

other colleagues for their attendance. 
 
2. Apologies for Absence 
 
 Apologies as noted above. 
 

Agenda Item 41 
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3. 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 
 
4. Minutes of meeting held on 1st February 2016 
  
 The NHS Board approved the minute of the previous meeting held on 

1st February 2016 as an accurate record, with no amendments. 
 
 A discussion was held around the use of job titles or members names within 

future NHS Board meeting minutes.  The Corporate Business Manager was 
asked to produce a minute template, which would give guidance on the level of 
detail, layout and use of names etc within minutes for all Board Committees and 
Board meetings. 

Action: Corporate Business Manager 
 
5. Matters Arising 
 
 NHS Board Members noted that no items were put forward for discussion against 

this item. 
 
6. Involving People Improving Quality - Patient Experience Report 
 
 The Nurse Director presented the Involving People Improving Quality - Patient 

Experience Report to Board Members, highlighting the Board’s performance at 
the end of Quarter 3 with a steady reduction in the number of complaints 
received throughout the year to date. 

 
 It was noted that the Associate Medical Director would be undertaking a piece of 

work to improve the recording of patient experience information through the 
DATIX software. 

 
 An audit has recently been undertaken on the Complaints Process currently in 

place within the Board.  The report highlighted a number of recommendations to 
help enhance the existing service.  A Short Life Working Group has been 
established to review the current system and to suggest changes that would 
mean an even more patient focussed service. 

 
 A Non-Executive Member questioned the figures within the report around the 

complaints being acknowledged within a specific timeframe and asked for 
assurances to be provided on their accuracy.  The Nurse Director advised that 
the figures were reflected within the internal audit report and were accurate at the 
time of reporting. 
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 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. 

Action: The Nurse Director 
 
 NHS Board members noted this report. 
 
7. Healthcare Associated Infection Report 
 
 The Nurse Director presented the Healthcare Associated Infection Report to NHS 

Board Members, highlighting a breaches have been identified against the local 
target for Staphylococcus aureus bacteraemia (SAB) and Clostridium difficile 
infection (CDI), however, from a national point of view the Board remains 
comparable with over Scottish NHS Boards. 

 
 Concerns were raised in relation to challenges around meeting the national 

targets set for hand hygiene.  Assurances were given to Board Members that 
work is being undertaken by the Infection Control Team to promote good hand 
hygiene across NHS Dumfries and Galloway and any areas of concern are 
highlighted and investigated at the earliest opportunity. 

 
 A Non Executive Member asked if there would be a significant difference in the 

reported figures once the single rooms are introduced in the new hospital.  The 
Chief Executive mentioned that evidence sought from other new hospitals 
showed that single rooms did help minimise infection. 

 
 Board Members were reminded that they have an open invitation to attend 

Infection Control Committee meetings and should liaise directly with the Nurse 
Director for further information. 

 
 The NHS Board noted the report. 
 
8. Improving Safety Reducing Harm Significant Adverse Events 
 
 The Nurse Director presented the Improving Safety Reducing Harm – Significant 

Adverse Events report to Board Members, highlighted that 15 adverse events 
had been reported between September 2015 and February 2016, 3 of which 
related to perinatal reviews and a further 4 related to suicide reviews. 

 
 A discussion took place around the suicide statistics within the report, where it 

was noted that 6 suicides had been reported in the past 6 weeks, which is a 
significant increase from 2014/15 where only 7 suicides were reported in year. 
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 The Nurse Director agreed to report concerns from Board Members to the weekly 
meeting of the Quality and Patient Safety Leadership Group (QPSLG) for further 
discussion. 

Action:  Nurse Director 
 
 NHS Board members noted the report. 
 
9. Register of Members’ Interests 
 
 The Chairman presented the Register of Members’ Interests to Board Members, 

highlighting that the following amendments had been received from Gill Stanyard, 
NHS Board Member: 

 

 Volunteer Clinical Psychotherapy Placement within Psychology Services at 
NHS Dumfries & Galloway. 

 Volunteer at Dumfries carers Centre. 

 Volunteer facilitator at the College of well-being and Recovery College, 
University of the West of Scotland. 

 Student of Psychotherapy at the College of Holistic Medicine in Glasgow. 

 Director of Blue Skies Venture. 

 Consultant to the Penninghame Foundation in Newton Stewart. 

 Member of the Institute of Directors. 

 Member of the BACP (British Association of Counselling and Psychotherapy).  
 
 The Corporate Business Manager was asked to make the above noted 

amendments to the register before it is published on the Boards external website. 
 
 It was noted that although the Corporate Business Manager will review the 

Register on a six monthly basis, it was the responsibility for all NHS Board 
Members to highlight any changes to their interests at all other times throughout 
the year, to ensure transparency and the appropriate governance themes are 
maintained. 

 
 NHS Board Members noted and confirmed the report. 
 
10. Scheme of Delegation 
 
 The Director of Finance presented the Scheme of Delegation to NHS Board 

Members, emphasising that as part of the governance and approval process for 
this document, the Audit and Risk Committee reviewed the document on 
21st March 2016 and recommended approval to the Board. 

 
 NHS Board Members approved the updated Scheme of Delegation. 
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11. Scottish Parliament Election 2016: Guidance for NHS, Special and other 
Health Bodies 

 
 The Chief Executive presented the Scottish Parliament Elections 2016: Guidance 

for NHS, Special and other Health Bodies report to Board Members, confirming 
that the guidance has been issued by Scottish Government for Board’s to adhere 
to during the period of purdah, from 24th March 2016 until the Scottish Parliament 
Election on 5th May 2016. 

 
 NHS Board Members noted the report. 
 
12. Revised Board Governance Proposals 
 
 The Chief Executive presented the Revised Board Governance Proposals report 

to NHS Board Members, which looked at the current structure within the NHS 
Board and Board Committees and what the implications would be following the 
creation of the Integrated Joint Board. 

 
 A key point highlighted to NHS Board Members was that the Board would not 

lose any of its responsibilities or accountability through the creation of the 
Integration Joint Board. 

 
 Members reviewed the appendices within the report, which gave a flavour of 

what specific items would move from the NHS Board and Board Committees, to 
the new Integration Joint Board and is own governance committees. 

 
 One of the proposals put forward within the paper was around how the Public 

Health Committee would sit within the revised governance structure.  It was 
proposed to increase the profile of the work undertaken by Public Health through 
dedicating a section within future NHS Board agendas to this directorate, thus 
disbanding the Public Health Committee as it currently stands. 

 
 A Non Executive member highlighted that member of the Public Health 

Committee extend beyond Non-Executive Members and Directors, therefore, 
asked for assurance on how stakeholders involved within the committee would 
be able to comment and input into discussions on key pieces of work going 
forward. 

 
 The Interim Joint Director of Public Health confirmed that she would liaise with 

the Chief Executive to look at options ensuring all current partners would have 
continued involvement in activity within Public Health. 

Action:  Interim Joint Director of Public Health / Chief Executive 
 
 The Interim Joint Director of Public Health asked if consideration has been given 

to having a Public Health representative attend future Integration Joint Board 
meetings. 
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 The Chief Executive agreed to liaise with the Chief Officer in regard to this and 
provide feedback at the earliest opportunity. 

Action:  Chief Executive 
 
 NHS Board Members considered the report and agreed to disband the Public 

Health Committee, ensuring the appropriate communication routes are 
established for all stakeholders within the current committee membership. 

 
13. Local Delivery Plan Submission 2016/17 
 
 The Chief Executive presented the draft 2016-17 Local Delivery Plan submission 

to NHS Board Members, explaining that the report outlined the financial position 
for 2016/17 and the potential cost pressures and challenges identified for the 
coming year. 

 
 NHS Board Members noted that draft Local Delivery Plan for 2016/17 and 

agreed to review the final submission at Performance Committee on 
9th May 2016. 

 
14. Financial Plan 2016/17 
 
 The Director of Finance presented the Financial Plan 2016/17 to NHS Board 

Members, highlighting a number of key financial challenges that the Board will 
face in the coming year. 

 
 It was noted that work is on-going with the General Managers to identify further 

efficiency schemes for 2016/17 both recurrent and non-recurrent schemes to 
close the efficiency gap for 2016/17. 

 
 The financial plan indentifies significant increases in both the GP Prescribing and 

Secondary Care drugs budgets for 2016/17. 
 
 The Chairman mentioned that he would welcome further discussion through a 

Board Workshop to look at how we manage the level of risk associated with the 
financial plan, undertake further review of efficiency schemes and to monitor and 
review financial position for 2016/17.  

Action:  Corporate Business Manager / Director of Finance 
 
 NHS Board Members approved the Board’s Revenue Plan for the five year 

period 2016/17 to 2020/21 to the Scottish Government, noting the current level of 
unidentified efficiency targets to ensure a break-even position. 
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15. Capital Plan 2016/17 
 
 The Director of Finance presented the draft Capital Plan 2016/17 to NHS Board 

Members, highlighting that any capital priorities identified from the Property and 
Asset Management Strategy will require to be supported through the Board 
capital allocation for replacement and development programme budgets outlined 
in the paper. 

 
 NHS Board Members approved the draft Capital Plan 2016/17, which is part of 

the Local Delivery Plan 2016/17 submission to Scottish Government Health and 
Social Care Directorate. 

 
16. Health and Social Care Strategic Plan 
 
 The Acting Head of Strategy Planning presented the Health and Social Care 

Strategic Plan to NHS Board Members, confirming that as part of the approval 
process the Plan will be reviewed and noted by the Third Sector, the 
Independent Sector, the Performance Committee and Dumfries and Galloway 
Council, with formal approval of the plan being sought from the Integration Joint 
Board on 17th March 2016. 

 
 NHS Board Members noted the Strategic Plan and the statement of consultation. 
 
17. Dumfries & Galloway Integrated Joint Board Workforce Plan 
 
 The Workforce Director presented the Dumfries and Galloway Integrated Joint 

Board Workforce Plan to NHS Board Members, explaining that the plan focuses 
on the employees within the NHS, Council and Third and Independent Sector 
who plan, support and deliver services managed through the Integration Joint 
Board, for example adult social care, adult primary care and community and 
acute health care. 

 
 NHS Board Members noted the report. 
 
18. Financial Performance Month 11 
 
 The Director of Finance presented the Financial Performance: 11 Months to 

29 February 2016 paper to NHS Board Members, highlighting that £9m has been 
banked with Scottish Government to support the transitional costs associated 
with the new hospital and will be drawn down by the Board in future years as 
required.  It was noted that £2m of this money was drawn down in 2015/16 to 
support some of the early transition costs. 

 
 An overspend of £1.043m was highlighted at the end of month 11, which 

highlighted the continuing difficult financial challenge facing the Board in 
delivering a breakeven position. 
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 Medical locum expenditure remains a significant cost pressure to the Board; 

however, the current trajectory at the end of month 11 demonstrates that the 
Board is back in line with original forecasts provided at the start of the year. 

 
 NHS Board Members noted the report. 
 
19. Capital Performance 2015/16 
 
 The Director of Finance presented the Capital Performance 2015/16 paper to 

NHS Board Members, highlighting that the “Willows” project for the Women and 
Children Services Hub was completed in February 2016, with the teams now fully 
operational in the refurbished building. 

 
 An update was given around the Acute Services Redevelopment Project, where 

it was noted that the Foul Water solution contract was awarded to David Hardie 
Engineering in February 2016.  Discussions are ongoing around the Fibre 
Project, with further updates on progress being taken through Performance 
Committee, when available. 

 
 Members were taken through the details around a revision to the current capital 

budget, which saw an increase for £17,000 from the Net Capital Expenditure 
approved in February 2016. 

 
 NHS Board Members noted the paper and approved the changes to the 

programme budgets. 
 
20. Performance Report 
 
 The Chief Executive presented the Performance Report to NHS Board Members, 

giving an overview of performance against the HEAT targets and standards for 
the month of February 2016 and the year to date. 

 
 It was noted that of the 899 in-patients treated within the month of February 

2016, 90 patients breached the Treatment Time Guarantee (TTG) regulations for 
various reasons. 

 
 A Non Executive member asked why the board had a high bed occupancy level 

and what action the Board was taking to alleviate the situation.  It was noted that 
the discharge pathways for acute patients are being reviewed by the Integration 
Joint Board to look at options where changes could be made to reduce the bed 
occupancy rates. 

 
 NHS Board Members discussed and noted the report. 
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21. Dental Salaried Service Review Update 
 
 The Medical Director presented the Dental Salaried Service Review paper to 

NHS Board Members, giving an update on the outcome of the Salaried Services 
review and looking at the progress that has been made in reducing the salaried 
dental services in each location. 

 
 It was noted that no applications were received in regard to leasing the Lochside 

Dental Clinic to continue the service delivery to patients outwith the salaried 
dental service. 

 
 In regard to the dental centre in Sanquhar, it was confirmed that a fixed term 

dentist is in place to continue delivery of the service to patients in the Sanquhar 
area.  The Planning application has also been approved for a new dental practice 
to be located on the High Street within the town. 

 
 Following discussions at previous meetings in regard to the Newton Stewart 

Dental clinical, it was confirmed that good progress has been made in regard to 
this project, with the expansion of the existing premises due to be complete by 
August 2016. 

 
 NHS Board Members noted the report. 
 
22. Update on Medical Staffing Issues 
 
 The Medical Director presented the Update on the Medical Staffing Issues paper 

to NHS Board Members, which outlined the steps the Board has been taking to 
try to optimise its recruitment. 

 
 The Medical Director highlighted that a slight reduction in Consultant vacancies 

has been seen in recent months, however, this still remains a significant risk to 
the Board. 

  
 Board Members were taken through the current GP pressures within the region, 

with four practices potentially not able to sustain the provision of services in the 
future.  Possible solutions to this issue were being reviewed, with further 
information being brought back to Board when available. 

 
 It was noted that Grecy Bell has been appointed to the Associate Medical 

Director in Primary Care position.  A start date for Dr Bell’s new role has yet to be 
confirmed. 

 
 Discussions took place around the promotion of medical careers within schools.  

It was noted that Jean Robson, Director of Medical Education has set up a group 
to promote and give S5 students within secondary schools the opportunity to gain 
work experience by shadowing professionals in a work setting. 
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 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. 

Action: Chief Executive 
 
 The Acting Head of Strategic Planning mentioned that a workshop has been 

arranged for 13th May 2016, primarily for the Integration Joint Board to look at 
education issues on the back of items identified around the lack of specific 
courses within schools.  It was agreed that further information on this workshop 
would be circulated to NHS Board Members for information. 

Action:  Acting Head of Strategic Planning 
 
 NHS Board Members noted the report. 
 
23. Board Briefing 
 
 The Chief Executive presented the Board Briefing paper to NHS Board Members, 

which gave an update on the positive news stories from within the Board, 
including the investment of £25,000 from Endowment Funds to the Blood Bikes 
charity. 

 
 The Vice Chair asked if the Board was able to demonstrate any cost savings 

through the investment into Blood Bikes.  The Director of Finance confirmed that 
some degree of evidence indicated continuous cost savings since the Board 
began using the service and agreed to bring further details back to the next 
Endowment Trustees meeting on the savings. 

 
 NHS Board Members noted the report. 
 
24. Minute of the Audit and Risk Committee held on 21 December 2015 
 
 NHS Board members noted the minute for the Audit and Risk Committee 

meeting on 21 December 2015. 
 
25. Minute of Performance Committee held on 11 January 2016 
 
 NHS Board members noted the minute of the Performance Committee meeting 

held on 11 January 2016  
 
26. Minute of Healthcare Governance Committee held on 19 January 2016  
 
 NHS Board members noted the minute of the Healthcare Governance Committee 

meeting held on 19 January 2016 
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27. Minute of the Person Centred Health & Care Committee held on 
19 October 2015 

 
 NHS Board members noted the minute of the Person Centred Health & Social 

Care Committee meeting held on 19 October 2015 
 
28. Minute of Staff Governance Committee held on 23 November 2015 
 
 NHS Board members noted the minute of the Staff Governance Committee 

meeting held on 23 November 2015.  
 
29. Draft Minute of Staff Governance Committee held on 25 January 2016 
 
 NHS Board members noted the draft minute of the Staff Governance Committee 

meeting held on 25 January 2016.  
 
30. Minute of the Area Clinical Forum held on 25 November 2015 
 
 NHS Board members noted the minute of the Area Clinical Forum meeting held 

on 25 November 2015.  
 
31. Date of Next Meeting 
 
 The next NHS Board meeting will be held on 6 June 2016 at 10am – 1pm in the 

Conference Room, Crichton Hall, Bankend Road, Dumfries, DG1 4TG. 
 
32. Any Other Competent Business 
 
 No items were put forward for discussion by NHS Board Members under this 

item on the agenda. 
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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 4. Minutes of meeting held on 1st February 
2016 
 
A discussion was held around the use of job 
titles or members names within future NHS 
Board meeting minutes.  The Corporate 
Business Manager was asked to produce a 
minute template, which would give guidance 
on the level of detail, layout and use of names 
etc within minutes for all Board Committees 
and Board meetings. 
 

 
 
 

Laura 
Geddes 

 
 
 
A minute template is being developed 
and will be taken to Audit and Risk 
Committee to review and agree the 
format and suggested content as best 
practice to be rolled out across Board 
and all Standing Committees. 
 
Will be taken to Audit & Risk Committee 
in September 2016. 
 

 

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 now 
been advertised to pursue volunteer 
programme. 

 

Agenda Item 42 
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Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

04/04/16 8. Improving Safety Reducing Harm 
Significant Adverse Events 
 
The Nurse Director agreed to report concerns 
from Board Members to the weekly meeting of 
the Quality and Patient Safety Leadership 
Group (QPSLG) for further discussion. 
 
 

 
 
 

Eddie 
Docherty 

 
 
 
Updates on this have been given to 
QPSLG and links with Mental Health 
have been made and feedback 
completed 

 
 
 

26/05/2016 

04/04/16 9. Register of Members’ Interests 
 
The Corporate Business Manager was asked 
to make the above noted amendments to the 
register before it is published on the Boards 
external website. 
 
 

 
 

Laura 
Geddes 

 
 
The Register of Members’ Interest was 
updated to reflect the additions from 
Gillian Stanyard and has been 
published on the Board’s external 
website, as per our Publication Scheme 
and Code of Corporate Governance. 
 

 
 

10/05/2016 

04/04/16 12. Revised Board Governance Proposals 
 
The Interim Joint Director of Public Health 
confirmed that she would liaise with the 
Chief Executive to look at options ensuring all 
current partners would have continued 
involvement in activity within Public Health. 
 
 
 
 
 
 
 

 
 

Michele 
McCoy / 
Jeff Ace 

 
 
A paper is being presented on this item 
to the NHS Board meeting on 6th June 
2016, giving details of the proposed 
governance arrangements for Public 
Health. 

 
 

06/06/2016 



NOT  PROTECTIVELY  MARKED 
Page 3 of 4 

Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

 

04/04/16 12. Revised Board Governance Proposals 
 
The Interim Joint Director of Public Health 
asked if consideration has been given to 
having a Public Health representative attend 
future Integration Joint Board meetings. 
 
The Chief Executive agreed to liaise with the 
Chief Officer in regard to this and provide 
feedback at the earliest opportunity. 
 

 
 

Jeff Ace 

 
 
Discussions are ongoing in relation to 
this item and updated will be passed 
back through Julie White, Chief Officer 
when available. 

 

04/04/16 14. Financial Plan 2016/17 
 
The Chairman mentioned that he would 
welcome further discussion through a Board 
Workshop to look at how we manage the level 
of risk associated with the financial plan, 
undertake further review of efficiency 
schemes and to monitor and review financial 
position for 2016/17. 
 

 
 

Laura 
Geddes / 

Katy Lewis 

 
 
An updated Financial Plan will be 
presented to the July 2016 Performance 
Committee with further detail around 
financial risks, savings schemes and the 
financial position for 2016/17 as the 
plan develops. 

 
 

26/05/2016 

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. 
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Date of 
Meeting 

Agenda 
Item 

Action Responsible 
Manager 

 
Current Status 

Date 
Completed 

 
 

04/04/16 22. Update on Medical Staffing Issues 
 
The Acting Head of Strategic Planning 
mentioned that a workshop has been 
arranged for 13th May 2016, primarily for the 
Integration Joint Board to look at education 
issues on the back of items identified around 
the lack of specific courses within schools.  It 
was agreed that further information on this 
workshop would be circulated to NHS Board 
Members for information. 
 

 
 

Vicky 
Freeman 

 
 
Due to unforeseen circumstances the 
workshop scheduled for 13th May 2016 
has had to be postponed until later in 
the year.  Further guidance on the new 
date will be issued to Board Members 
when available. 

 
06/06/16 
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DUMFRIES and GALLOWAY NHS BOARD 
 
6th June 2016 
 

Improving Safety Reducing Harm 
 
Walkrounds 
 
Author: 
Maureen Stevenson 
Patient Safety & Improvement Manager 
 

Sponsoring Director: 
Eddie Docherty 
Executive Nurse Director 

Date:  19th May 2016  
 
 

RECOMMENDATION 
 
The Board is asked to note the process of and themes arising from Leadership 
Walkrounds. 
 
 

 

CONTEXT 
 
Strategy / Policy 
 
Leadership Walkrounds are an important part of supporting the Scottish Patient 
Safety Programme.  NHS Dumfries & Galloway has a structured programme 
throughout the year with Executive Directors leading the Walkrounds and engaging 
with front line staff across the organisation.   This paper gives an outline of the 
Walkrounds and key themes. 
 
Organisational Context / Why is this paper important / Key messages: 
 
NHS Dumfries and Galloway have been conducting regular leadership Walkrounds 
across clinical and non clinical areas since 2007/2008. With a total of 186 
Walkrounds completed.  
 

 35 Leadership Walkrounds have taken place between April 2015 and March 
2016 

 The majority of staff who participate in Walkrounds view them as a positive 
experience 

 Positive steps have been taken to increase the number of staff able to attend 
Walkrounds 

 
10 Walkrounds have taken place between January and March 2016. There has been 
an increase in staff attendance from 68 staff members attending between January 
and March 2015 to 92 staff members attending January-March 2016.  
 

Agenda Item 43 
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GLOSSARY OF TERMS 
 
 
SPSP  - Scottish Patient Safety Programme 
 
PS&I  - Patient Safety and Improvement 
 
PSPSA - Patient Safety Project Support Administrator 
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MONITORING FORM 
 

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

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

Financial Implications None identified 
 
 

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

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

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

Compliance with Corporate 
Objectives 
 

Corporate Objective 2 

Single Outcome Agreement 
(SOA) 
 

Reducing Risk and harm and improving patient 
safety contributes to keeping our population safe. 
 
 

Best Value Vision and Leadership: 
 Commitment and leadership 
 Sound governance at strategic and operational 

level 
 Sustainability 
 
A contribution to sustainable development 
 

Impact Assessment 
 
No Equality Impact Assessment required  
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Introduction 
 
The Scottish Patient Safety Programme (SPSP) Leadership Walkround process 
supports the delivery of SPSP goals through connecting senior leaders with frontline 
teams, providing staff with an opportunity to raise Patient Safety and Quality Issues.  
A programme of weekly Walkrounds are scheduled across the year and each 
Walkround is attended by an Executive Director and either a Deputy or Associate 
Director or a General Manager. Non Executive Directors are invited to attend 
Walkrounds. 
 
The clinical team and the leadership team have dedicated time to sit down and 
discuss patient safety and improvement concerns and ideas. This might include a 
discussion around: 
 
 what they do well and are proud of 
 safety or quality concerns 
 
Issues raised at Walkrounds are noted and any actions agreed are allocated to 
progress within an agreed timescale. 
 
The Patient Safety and Improvement (PS&I) Team provide administrative support to 
the Walkround, scribing and ensuring that the area visited and the visiting team 
receive a copy of the notes and actions. 
 
35 Leadership Walkrounds took place during 2015/16. No Walkrounds took place in 
October, November and December due to lack of availability of Directors. 
 
From January 2016 Walkrounds have focused on clinical areas with non clinical staff 
invited to attend. 
 
Walkround Attendance 
 
During 2015 it was noted that the number of staff able to attend Walkrounds was 
decreasing. Management Team agreed to focus Walkrounds in clinical areas and to 
work with the PS&I Team to boost the number of clinical and non clinical support 
staff able to attend Walkrounds. 
 
Communication process prior to Walkrounds has been improved:- 
 
A Walkround pack is distributed to the area six weeks in advance of the Walkround 
taking place, and is now followed up with a face to face meeting with senior staff 
member(s). At this point the purpose of a Walkround is explained and reassurance 
given to staff. The PS&I team work with the area to maximize attendance of clinical 
and non clinical staff. 
 
Numbers attending Walkrounds has increased from an average of 6 in 2015 to an 
average of 9 for the first three months of 2016 as shown below. 
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Feedback from Walkround participants: 
 
Staff feedback has been sought via a questionnaire. There were a total of 48 
questionnaires sent out and 16 were returned giving a 33% return rate. The results 
of this questionnaire can be found below: 
 
QUESTION 1 - The walk round was a valuable experience for me and my team  

 
 
QUESTION 2 – The leadership team listened to our concerns 
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QUESTION 3 -  The right people from our team were able to attend the walkround 

 
 
QUESTION 4 -  We were able to provide examples of care and services  that we 
were proud of 

 
 
QUESTION 5 - The actions agreed at the walkround are important to us  
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Additional comments from the questionnaire included: 
 

 I am not clear what actions will come from this questionnaire.  
 Useful conversation with management team that did lead to a change for 

my team. 
 Always useful but I would prefer to make these more often and less formal 
 Felt valued and listened to. Action plan extremely positive. 

 
Issues/Themes identified from Walkrounds 
 
Part of the Walkround process enables teams to identify issues or challenges that 
they would like leadership support with. Actions are agreed at the end of each 
Walkround and allocated to a Director or senior manager. The PS&I Team maintain 
a database of concerns raised from Walkrounds, these fall into the following broad 
themes:  
 
 Staffing – 25 
 Pride – 13 
 Environment – 9    
 Safety – 5 
 Issues for patients – 13 
 Equipment – 2 
 Paperwork/data collection – 5 
 
Staffing: 
Staffing comments range from a perception of a lack of staff due to recruitment or 
sickness issues through to movement of some staff groups. Medical staffing, 
recruitment and the use of locums are frequently cited as a concern. 
 
Pride: 
Staff described their feelings of delivering a high quality service with willing and 
capable staff. Staff are pleased to receive positive feedback from patients and their 
relatives. They discussed where they have been at the forefront of developments 
and how they support one another. Staff take pride in their achievements and work 
as a team. 
 
Environment: 
Issues range from lack of privacy for patients, bed capacity, storage space and clinic 
space as well as more minor environmental concerns such as temperature control. 
All of the concerns raised pertaining to Acute environments have been shared with 
the new build team. 
 
Safety: 
Issues of safety were raised in relation to security of staff, in particular within Mental 
Health, and some issues specific to certain departments or procedures. Concerns 
were raised around the length of time patients wait for transport home in Out 
Patients.   
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Patients: 
Issues directly affecting patients range from patients boarding or sleeping out into 
e.g. day surgery, difficulties with transport to potential gaps between physical and 
mental health care for individuals.  Concerns regarding the pathway for emergency 
paediatric mental health referrals were raised and are being progressed. 
 
Equipment: 
The main comments around equipment were about the length of wait for repair and 
contingencies and the number of electronic systems in use.  Community staff noted 
particular challenges in accessing electronic data real time due to connection issues.  
 
Paperwork/Data Collection: 
A few areas commented on the volume of paperwork and data collection required 
and a desire to reduce this where possible. The PS&I Team are working with clinical 
areas to reduce the frequency of auditing where an area has reached a sustained 
level of improvement and is at target. 
 
Actions: 
In the majority of Walkrounds there will be actions agreed with the team and a lead 
nominated to take forward within an agreed time frame. 
 
Follow up: 
Where actions are allocated the named Lead receives agreed reminders from the 
PS&I Team Administrative Support.  Any actions not completed within the agreed 
timescale are reported through the Nurse Director who is the Executive Lead for 
Patient Safety.  Between April 2015 and March 2016, out of the 54 actions identified 
16 remain outstanding.  
 
Conclusions 
 
The Patient Safety Walkrounds are well received by staff on the ground who 
appreciate the opportunity to discuss their service, the areas they are proud of and 
the challenges they face with leadership. 
 
Staffing issues is a recurring theme on Leardership Walkrounds and one that the 
Management Team is actively pursuing. 
 
The effort to improve engagement has been successful with an increase in staff able 
to attend Walkrounds noted over the first 3 months of 2016; to sustain this in the 
coming year it will be important to ensure that the actions from Walkrounds are 
actively managed within agreed timescales to ensure staffs continued commitment to 
the process. 
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RECOMMENDATION 
 
The Board is asked to note this Healthcare Associated Infection report and in 
particular the position of NHS Dumfries and Galloway with regard to the 
Staphylococcus aureus bacteraemia (SAB) and Clostridium difficile infection (CDI) 
Healthcare Associated Infection (HAI) HEAT 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: 

 A new reporting year has commenced and though both the local HAI targets 
for 2016 were exceeded this has not yet been nationally verified. 
 

 Performance is comparable to the rest of Scotland.  
 

 These targets are stretch targets but remain achievable if our best monthly 
performance is maintained 
 

 If performance seen during April is maintained then the target set for 2016/17 
will be met. 

Agenda Item 44 
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 There have been short term closures of wards due to gastrointestinal 
infections or symptoms. These have been detected promptly and well 
managed, resulting in the shortest length of ward closures in Scotland.  
 

 May 5th was World Health Organisation Hand Hygiene Day. This paper 
describes some of the activities used to raise awareness of the importance of 
‘Clean Safe Hands’ for all 

 

GLOSSARY 
 
AOBD  - Acute Occupied Bed Days 
CDI  - Clostridium difficile Infection 
HAI  - Healthcare Associated Infection 
HPS  - Health Protection Scotland 
IPCT  - Infection Prevention and Control Team 
MSSA  - Meticillin Sensitive Staphylococcus Aureus 
MRSA  - Meticillin Resistant Staphylococcus Aureus 
SAB  - Staphylococcus aureus bacteraemia 
TOBD  - Total Occupied Bed Days 
WHO  - World Health Organisation 
HAIRT - Healthcare Associated Infection Reporting Template 
HEAT - Health Improvement, Efficiency, Access and Treatment 
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MONITORING FORM 
 
 

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

Staffing Implications Nil 
 
 

Financial Implications Nil 
 
 

Consultation Update paper only consultation not required   
 
 

Consultation with Professional 
Committees 

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

Risk Assessment Addressed through the corporate risk register 
 
 

Best Value Governance and Accountability 

 sound governance at a strategic and 
operational level 

 

Sustainability Fewer infections will reduce bed occupancy and 
use of resources 
 
 

Compliance with Corporate 
Objectives 

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

Single Outcome Agreement 
(SOA) 

Keeping the population safe 
 
 

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

 
Section 1– Board Wide Issues 

 

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

 
Key Healthcare Associated Infection Headlines  
 

 A new reporting year has commenced and though both the local HAI targets 
for 2016 were exceeded this has not yet been nationally verified. 

 Performance is comparable to the rest of Scotland.  

 These targets are stretch targets but remain achievable if our best monthly 
performance is maintained 

 If performance seen during April is maintained then the target set for 2016/17 
will be met. 

 There have been short term closures of wards due to gastrointestinal 
infections or symptoms. These have been detected promptly and well 
managed, resulting in the shortest length of ward closures in Scotland.  

 May 5th was World Health Organisation Hand Hygiene Day. This paper 
describes many activities used to raise awareness of the importance of ‘Clean 
Safe Hands’ for all. 

 
1. Staphylococcus aureus (including MRSA) 
 

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

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

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

NHS Boards carry out surveillance of Staphylococcus aureus blood stream 
infections, known as bacteraemias.  These are a serious form of infection and there 
is a national target to reduce them.  The number of patients with MSSA and MRSA 
bacteraemias for the Board can be found at the end of section 1 and for each 
hospital in section 2.  Information on the national surveillance programme for 
Staphylococcus aureus bacteraemias can be found at: 

http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346
http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252
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http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.aspx?id=30248 

The target to be met by March 2017 is 0.24 cases of SAB per 1000 Acute Occupied 
Bed Days (AOBDs). This will be measured April 2016 – March 2017 and as such the 
clock has been, metaphorically speaking, reset to zero.  
 
Figure 1 is the quarterly rolling average calculated using our local data. Gains have 
been made; however, we remain above the target. 
 
The target is a stretch target but should be achievable as indicated below in the 
performance in the year to June 2015. 
 
Figure 1- Local data 
 

 
 
In order to meet this target there should be no more than 2 cases of SAB per month.  
 
This is a real challenge as SAB may develop in the community and influencing this is 
much more difficult. However, there is still potential to reduce the number of SAB 
occurring following health care interventions. 
 
During April 2016 there were 2 cases of SAB- One was cause unknown and the 
other respiratory in origin. 
 
Figure 2 illustrates the breakdown of community, hospital acquired or healthcare 
associated SAB. 
 
 
 
 
 
 
 
 
 
 
 
 
 

http://www.hps.scot.nhs.uk/haiic/sshaip/publicationsdetail.aspx?id=30248
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Figure 2 –Local data 

 
 
The funnel plots included in this paper are published in April 2016 by Health 
Protection Scotland as part of their quarterly reports. These figures illustrate the NHS 
board’s position against others for quarter 4 which ended in December 2015. Our 
local data includes data to March 2016 and is not nationally verified. 
 
Figure 3 
Funnel plot of SAB rates (per 100 000 AOBDs) for all NHS boards in Scotland in Q4 
2015.  
 
NHS National Waiting Times Centre and NHS Western Isles overlap as do NHS 
Lanarkshire/NHS Grampian. (HPS April 2016)  
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Figure 4- Local data 
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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 
 

 
The target for C Difficile Infection is 0.32 cases per 1000 Total Occupied Beds Days. 
This equates to no more than 4 cases a month. During April there were 3 cases. 
 
Whilst the target for 2016 was not met, the gains made in previous years were 
sustained and our performance compares favourably with other NHS boards in 
Scotland. 
 
 
 

http://www.nhs.uk/conditions/Clostridium-difficile/Pages/Introduction.aspx
http://www.hps.scot.nhs.uk/haiic/sshaip/ssdetail.aspx?id=277
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Figure 5- Local data 

 
 
Figure 6 
 
Funnel plot of CDI incidence rates (per 100 000 TOBDs) in patients aged 65 years and 
above for all NHS boards in Scotland in Q4 2015. NHS NWTC, NHS Orkney, NHS Shetland 
and NHS Western Isles overlap.  (HPS April 2016)
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Figure 7 
 
Funnel plot of CDI incidence rates (per 100 000 AOBDs) in patients aged 15-64 years for all 

NHS boards in Scotland in Q4 2015.NHS Borders, NHS NWTC and NHS Orkney overlap.  
(HPS April 2016) 

 
 
Figure 8- Local data 
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3. Hand Hygiene 
 
5th May is designated by the World Health Organisation as annual Hand Hygiene 
awareness day. This year the WHO focus was on Safe Surgical Hands and 
Occupational Health and the Infection Prevention and Control Team collaborated to 
share information about surgical hand rub and prevention of occupational dermatitis 
with surgical teams. 
 
The Infection Control Public Involvement Group enthusiastically embraced sharing 
the message ‘Clean hands save lives; spreading the message not the bugs’ in the 
Loreburne shopping centre, Dumfries. Members of the public were invited to check 
their alcohol hand rub technique by using hand rub that was visible using an 
ultraviolet light box. 
 
Some also completed a short quiz and by the end of the day 60 completed quizzes 
had been received. 
 
As part of an international campaign by the Infection Prevention Society an Olympic 
style Hand Hygiene ‘torch tour’ commenced in Scotland on 5th May and we were 
fortunate to be given the opportunity to start the  #IPSTorchTour16 in Dumfries. 
These torches will used at events across the globe to raise awareness of the need 
for clean hands and these will come together at the annual conference which takes 
place in September and this year will be held in Harrogate. 
 
This has provided many opportunities to engage with social media and raise the 
profile of hand hygiene and the NHS Dumfries and Galloway.  
 
The media were very supportive with interviews on ‘West Sound’ and coverage in 
the local press. 
 



NOT PROTECTIVELY MARKED 
Page 11 of 18 

.  
 

DGRI Staff committing to having Clean Safe Hands 
 

All cottage hospitals and Galloway Community Hospital also took part in this event 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

 
Infection Control Public Involvement Group and Infection Prevention and Control  

Team members in the Loreburne Centre, Dumfries 
 
4. Outbreaks 
 
Since the last report to board there have been 3 hospital or ward closures. 
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Ward 16 
 
A short lived outbreak of gastrointestinal infection affecting 11 patients caused ward 
16 to close for a period of 5 days.  
 
No staff were affected and the outbreak occurred at a time of high community 
prevalence.  
 
The wards staff worked exceptionally hard to ensure patient’s safety and prioritise 
care whilst under pressure due to the increased care requirement that 
gastrointestinal infection presents.   
 
Cree Ward, Midpark hospital. 
 
Cree ward is a dementia care ward and was closed for a period of 10 days following 
an outbreak of microbiologically confirmed Norovirus. This affected 7 patients out of 
14 and 11 staff.  
 
In a ward such as this, containing the spread of infection is extremely challenging 
and it is testament to the prompt action of staff identifying the outbreak and 
implementing appropriate control precautions as they did that the attack rate was 
50%.  
 
Thornhill hospital  
 
This cottage hospital was closed for a period of 5 days in April as a precautionary 
measure due to the presentation of 3 male patients with unexplained vomiting.  
Alternative reasons for their symptoms were subsequently identified and were not 
infectious in origin. However, the configuration of the hospital as a 6 bed female 
ward and 8 bedded male ward, through which the ladies and staff must pass to 
access the day room, meant that to control spread of any possible pathogen it was 
necessary to close the hospital to ensure safe care. 
 
5. Conclusion 
 
This paper has demonstrated that in NHS Dumfries and Galloway outbreaks are 
swiftly identified and controlled resulting in some of the shortest lengths of ward 
closure in Scotland. 
 
If SAB and CDI results reported in April continue thought out the year the targets set 
in the local delivery plan can be met.  
 
Hand hygiene is the single most important measure that can be taken to prevent 
infection and this message has been shared with NHS Staff and the Public across 
Dumfries and Galloway. 
We have seen good support form the public and an increased awareness of the 
positive contribution that hand hygiene compliance can make. 
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Healthcare Associated Infection Reporting Template (HAIRT) 

 
Section 2 – Healthcare Associated Infection Report Cards 

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

http://www.nhs24.com/content/default.asp?page=s5_4&articleID=2139&sectionID=1
http://www.nhs24.com/content/default.asp?page=s5_4&articleID=2139&sectionID=1
http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346
http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252&sectionID=1
http://www.scotland.gov.uk/About/Performance/scotPerforms/partnerstories/NHSScotlandperformance
http://www.scotland.gov.uk/About/Performance/scotPerforms/partnerstories/NHSScotlandperformance
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Understanding the Report Cards – Hand Hygiene Compliance 
Hospitals carry out regular audits of how well their staff are complying with hand 
hygiene.  Each hospital report card presents the combined percentage of hand 
hygiene compliance with both opportunity taken and technique used broken down by 
staff group. 
 
Understanding the Report Cards – Cleaning Compliance 
Hospitals strive to keep the care environment as clean as possible.  This is 
monitored through cleaning and estates compliance audits.  More information on 
how hospitals carry out these audits can be found on the Health Facilities Scotland 
website:  http://www.hfs.scot.nhs.uk/online-services/publications/hai/ 
 
Understanding the Report Cards – ‘Out of Hospital Infections’ 
Clostridium difficile infections and Staphylococcus aureus (including MRSA) 
bacteraemia cases are all associated with being treated in hospitals.  However, this 
is not the only place a patient may contract an infection.  This total will also include 
infection from community sources such as GP surgeries and care homes and.  The 
final Report Card report in this section covers ‘Out of Hospital Infections’ and reports 
on SAB and CDI cases reported to a Health Board which are not attributable to a 
hospital. 
 

NHS Dumfries and Galloway Board report card 
 

Staphylococcus aureus bacteraemia monthly case numbers 
 May 

2015 
Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

MRSA  2 0 0 0 1 0 0 1 0 0 0 0 

MSSA 2 1 1 1 6 4 2 2 4 2 5 2 

Total SABS 4 1 1 1 7 4 2 3 4 2 5 2 

 
 
Clostridium difficile infection monthly case numbers 
  

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Ages 15-64 3 3 2 1 1 0 3 0 1 0 0 1 

Ages 65 plus 1 1 0 5 0 4 3 3 5 1 3 2 

Ages 15 plus 4 4 2 6 1 4 6 3 6 1 3 3 

 
Cleaning Compliance (%) 

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Board Total 97.2 97.8 97.8 97.8 98.4 98.1 97.2 97.7 97.4 97.8 97.4 98.2 

 
Estates Monitoring Compliance (%) 
 

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Board Total 99.5 99.5 99.7 99.7 99.7 99.5 99.3 99.7 99.3 99.8 99.4 99.3 

 
 

http://www.hfs.scot.nhs.uk/online-services/publications/hai/
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NHS HOSPITAL REPORT CARD - DGRI 
 
Staphylococcus aureus bacteraemia monthly case numbers 

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

MRSA 2 0 0 0 1 0 0 1 0 0 0 0 

MSSA 2 1 1 1 6 4 2 2 2 2 5 2 

Total SABS 4 1 1 1 7 4 2 3 2 2 5 2 

 
Clostridium difficile infection monthly case numbers  

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Ages 15-64 2 1 1 0 0 0 2 0 1 0 0 1 

Ages 65 plus 1 1 0 2 0 3 1 1 2 1 1 2 

Ages 15 plus 3 2 1 2 0 3 3 1 3 1 1 3 

    
Cleaning Compliance (%) 

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Board Total 95.4 95.7 95.8 96.2 95.4 95.5 95.0 95.8 95.6 94.9 95.4 95.0 

   
Estates Monitoring Compliance (%)   
  

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Board Total 97.2 98.2 97.6 98.0 98.3 97.6 98.2 98.6 97.4 98.7 97.8 98.5 
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NHS HOSPITAL REPORT CARD – Galloway Community Hospital 
 
Staphylococcus aureus bacteraemia monthly case numbers 

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

MRSA  0 0 0 0 0 0 0 0 0 0 0 0 

MSSA 0 0 0 0 0 0 0 0 2 0 0 0 

Total SABS 0 0 0 0 0 0 0 0 2 0 0 0 

 
Clostridium difficile infection monthly case numbers 
  

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Ages 15-64 0 0 0 1 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 1 0 0 0 0 0 0 0 0 

 
Cleaning Compliance (%) 

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Board 
Total 

97.0 98.1 98.3 97.9 98.6 98.4 97.2 98.4 99.2 96.4 98.6 95.5 

 
Estates Monitoring Compliance (%) 

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Board 
Total 

100 100 100 100 99.9 99.9 99.7 99.8 100 99.5 100 98.7 
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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 

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
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 
  

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Ages 15-64 0 0 0 0 0 0 0 0 0 0 0 0 

Ages 65 
plus 

0 0 0 1 0 0 0 0 0 0 0 0 

Ages 15 
plus 

0 0 0 1 0 0 0 0 0 0 0 0 

 
 

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

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
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  

 May 
2015 

Jun 
2015 

Jul 
2015 

Aug 
2015 

Sep 
2015 

Oct 
2015 

Nov 
2015 

Dec 
2015 

Jan 
2016 

Feb 
2016 

Mar 
2016 

Apr 
2016 

Ages 15-64 1 2 1 0 1 0 1 0 0 0 0 0 

Ages 65 
plus 

0 0 
0 2 0 1 2 

2 
3 0 2 0 

Ages 15 
plus 

1 2 
1 2 1 1 3 

2 
3 0 2 0 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
6th June 2016 
 

Equality and Diversity Update Paper  
 
Author: 
Lynsey Fitzpatrick  
Equality & Diversity Lead 
 

Sponsoring Director: 
Caroline Sharp  
Workforce Director 

Date:  26th May 2016  
 
 

RECOMMENDATION 
 
The Board is asked to: 
 

 Acknowledge and understand the requirement of NHS Dumfries and Galloway to 
comply with a number of actions set out in the Public Sector Equality Duty, and 
which are outlined in this paper. 

 Note and discuss the progress made towards these actions (as at April 2016). 

 Note and discuss the changes to responsibility for three of the equality outcomes 
to the Integration Joint Board. 

 
 

CONTEXT 
 
Strategy / Policy:  
 
This paper supports the implementation of the Equality Act 2010 (Specific Duties) 
(Scotland) Regulations 2012. 
 
Organisational Context / Why is this paper important / Key messages: 
 
NHS Dumfries and Galloway is legally bound to comply with the Equality Act 2010 
(Specific Duties) (Scotland) Regulations 2012. 
 
The purpose of this paper is to provide an update to the Board on the progress of 
NHS Dumfries and Galloway to deliver on our legal duties, in particular the board 
equality outcomes, as at April 2016.  Three of the previous five equality outcomes 
are now the responsibility of the Integration Joint Board.   
 
A considerable amount of work is now required to meet our obligations under this 
legislation by April 2017. 
 

 
 

GLOSSARY OF TERMS 

Agenda Item 45 



NOT  PROTECTIVELY  MARKED 
Page 2 of 24 

 
EESS  – Electronic Employee Support System  
EHRC  – Equality and Humans Rights Commission  
IJB  – Integration Joint Board  
PSED  – Public Sector Equality Duty 
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MONITORING FORM 
 

Policy / Strategy  Legislative requirement of the Equality Act 2010 
(Specific Duties) (Scotland) Regulations 2012. 

 

Staffing Implications The requirements of the specific duties further 
reinforces the need for the organisation to acknowledge 
the time the Equality and Diversity Lead and Steering 
group representatives need to give this agenda the 
appropriate attention.  The possibility of ‘ring-fenced’ 
time for Steering group to spend on equality and 
diversity issues must be considered.  There is a 
requirement for equality and diversity to be 
mainstreamed in all areas and so is the responsibility of 
everyone across the Board. 

 

Financial Implications There are no immediate direct financial implications on 
the reporting arrangements, however, there will almost 
certainly be financial implications involved in ensuring 
that we are meeting the Public Sector Equality Duty. 

 

Consultation / Consideration The development of the Specific Duty requirements and 
internal reporting arrangements has been developed 
with the NHS Dumfries and Galloway Equality and 
Diversity Steering group.  There is ongoing involvement 
with the Steering group and staff representatives.  Six 
monthly updates are provided to the Board, Staff 
Governance Committee, Person Centred Health and 
Care Committee and Healthcare Governance 
Committee. 

 

Risk Assessment A risk assessment is not required as this is a legislative 
requirement. Having no internal reporting plan in place 
may present a risk to the organisation. 
 

Sustainability Developing equality within the workforce and the 
services we provide in Dumfries and Galloway, makes a 
significant contribution to social and economic 
sustainability in our region.  
 

Compliance with Corporate 
Objectives 
 

To reduce health inequalities across NHS Dumfries and 
Galloway. 

Single Outcome Agreement 
(SOA) 
 

This work potentially covers all of the Single Outcome 
Agreement priorities. 

Best Value Equality – Equal Opportunities Arrangements  
 

Impact Assessment 
 
This paper does not require an impact assessment. 
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Introduction 
 
The purpose of this paper is to provide the Board with a six monthly update of the 
board’s progress towards meeting the Equality Act 2010 (Specific Duties) (Scotland) 
Regulations. 
 
Regular six monthly updates are also provided to Healthcare Governance 
Committee, Person Centred Health and Care Committee and Staff Governance 
Committee. 
 
Legislative Background 
 
The Equality Act became law in 2010 and replaced several previous anti-
discrimination laws with a single piece of legislation. It aims to ensure that everyone 
who is protected by law from discrimination, harassment or victimisation is afforded 
the same level of protection.  The Equality Act introduced the concept of 9 ‘protected 
characteristics’, referred to in previous legislation as ‘equality groups’ or ‘equality 
strands’.   
 
The Protected Characteristics are: 

 Age 

 Disability 

 Gender Reassignment 

 Pregnancy and Maternity 

 Race 

 Religion and Belief 

 Sex 

 Sexual Orientation 

 Marriage and Civil Partnership 
 

The Equality Act applies to marriage and civil partnership, but only in respect of the 
requirement to have due regard to the need to eliminate discrimination.  The Act 
stipulated that all Health Boards (as were all public bodies) across NHS Scotland 
were required to produce a number of documents which would contribute towards 
furthering one or more of the 3 needs of the Public Sector Equality Duty 
(PSED/also know as General Duty).  The PSED requires Scottish public authorities 
to pay 'due regard' to the need to:   
 

 Eliminate unlawful discrimination, harassment and victimisation  

 Advance equality of opportunity  

 Foster good relations  
 

The General Duty is supported by Specific Duties, set out in regulation, which came 
into force on 27 May 2012.  The requirements of the Specific Duties are as follows: 
 

 Duty to report progress on mainstreaming the equality duty 

 Duty to publish equality outcomes and report progress 

 Duty to assess and review policies and practices 

 Duty to gather and use employment information 
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 Duty to publish gender pay gap information 

 Duty to publish statements on equal pay, etc 

 Duty to consider award criteria and conditions in relation to public procurement 

 Duty to publish in a manner that is accessible 

 Duty to consider other matters 

 Duty of the Scottish Ministers to publish proposals to enable better performance 
 

NHS Dumfries and Galloway had a legislative duty to publish a set of equality 
outcomes, a mainstreaming report, a report breaking down the workforce by 
protected characteristic, gender pay gap information and a statement on equal 
pay by 30 April 2013 which was met.   
 
The Board were then required by law to publish an up to date mainstreaming 
report, up to date gender pay gap information, a breakdown of our workforce 
in a range of areas by protected characteristic, and an update on our progress 
towards our equality outcomes by 30th April 2015.  Again, this requirement has 
been met. 
 
Integration Joint Board  
 
The Scottish Government added Integration Joint Boards to schedule 19 of the 
Equality Act 2010 (Specific Duties) Regulations in April 2015.  The Integration Joint 
Board (IJB) now has the same responsibilities under the Equality Act 2010 as NHS 
Dumfries and Galloway, including all of the Specific Duties, the most notable of 
which was the requirement to publish a mainstreaming report and a set of equality 
outcomes by April 2016.   A copy of the report can be found here: http://www.dg-
change.org.uk/wp-content/uploads/2016/04/Draft-Equality-Outcomes-report-vs2-for-
IJB-on-26.04.16.pdf 
 
The ‘mainstreaming’ element of the IJB equality report included activity from both 
NHS Dumfries and Galloway and Dumfries and Galloway Council over recent years 
and sets out the areas of activity that will be undertaken by the IJB in the future, 
including: 
 

 Training and development of IJB members and staff in equality and diversity 
awareness  

 Use of Impact Assessment  

 Engagement with representative groups of Protected Characteristics and 
minority communities  

 Use of evidence and research  

 Consultation around a new set of IJB equality outcomes  
 
The Equality Outcomes for the IJB were developed following a mapping exercise of 
the equality outcomes from NHS Dumfries and Galloway and Dumfries and Galloway 
Council.  Responsibility for three of the NHS Dumfries and Galloway equality 
outcomes are now the responsibility of the IJB. 
 

http://www.dg-change.org.uk/wp-content/uploads/2016/04/Draft-Equality-Outcomes-report-vs2-for-IJB-on-26.04.16.pdf
http://www.dg-change.org.uk/wp-content/uploads/2016/04/Draft-Equality-Outcomes-report-vs2-for-IJB-on-26.04.16.pdf
http://www.dg-change.org.uk/wp-content/uploads/2016/04/Draft-Equality-Outcomes-report-vs2-for-IJB-on-26.04.16.pdf
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These outcomes are a framework for year one of the IJB, during which the IJB will 
develop new IJB outcomes, alongside the new NHS and Council outcomes.  The six 
IJB outcomes that emerged from the initial piece of work are as follows:  
 
1. Healthcare services, developments and policies are better able to meet the 

diverse health needs of local communities, promote wellbeing and reduce 
health inequalities, and those who require health services will have more 
equal access to them. 

2. The people who are deemed most at risk from harm will be identified, 
supported and protected. 

3. Person Centred Care is delivered and meets best practice standards in 
relation to equality and diversity, where patients can be confident that health 
services delivered and staff will respect their dignity and identity.  

4. The life chances of our people will be improved by providing opportunities, 
information, advice and support for our most vulnerable and disadvantaged 
people. 

5. The people of Dumfries and Galloway, including those with protected 
characteristics experience an improved sense of community cohesion through 
working in partnership across local public and third sector organisations. 

6. The aging population of Dumfries and Galloway is supported to lead healthy 
lives in their own community. 

 
The IJB outcomes have now been implemented and will be monitored through 
performance management structures and reported at the end of the first year period. 
 
There will be additional consultation to develop new IJB outcomes over the next 
twelve months with an update presented to the IJB no later than April 2017.  
Thereafter, updating will be on a biannual basis, in line with the legislation and 
aligning the IJB specific duties timescale with that of the NHS and Local Authority. 
 
This paper will go on to detail the ongoing progress NHS Dumfries and Galloway is 
making towards each of the Specific Duty requirements as at April 2016.  
 
Duty to Report Progress on Mainstreaming the Equality Duty  
 
In April 2013, an initial report was published, which detailed the ways in which NHS 
Dumfries and Galloway is continually working towards embedding equalities and the 
general equality duty, considering equalities as part of everything we do we do as a 
service provider and employer i.e. ‘mainstreaming’ equality and diversity into our day 
to day business.   
 
By April 2015, the Board was required to publish an up to date mainstreaming report, 
to detail any progress made towards the embedding of equalities throughout all of 
our work.  This included examples such as the Board’s Equality and Diversity 
Steering group which has a member from each of the directorates, the process for 
recruiting Board members in order to attract a more diverse range of suitably skilled, 
equality impact assessments and training events to raise awareness amongst staff. 
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This deadline was again met and a copy of the most up to date Equality report can 
be found here:  
 
http://www.nhsdg.scot.nhs.uk/About_Us/Equality___Diversity/ED_Files/Final_Equalit
y_Report_2015.pdf 
 

In order to fully mainstream equality and diversity, we need to equip more of our staff 
with the knowledge and skills required around equality and diversity.  We are 
currently looking at different options and resources available in which to develop our 
staff, in particular the equality representatives from each of our directorates.  In order 
to ‘mainstream’ equality, responsibility must be shifted from the Equality Lead for the 
Board and onto staff who must be aware of what their individual responsibilities are.  
NHS Dumfries and Galloway will be expected to publish an up to date 
mainstreaming report by 30th April 2017. 
 
Duty to assess and review policies and practices 
 
All public authorities have a requirement to equality impact assess all of their policy 
and practice; basically anything which we do which has an impact on people.  At 
present, the Board’s Equality Lead is continuing to work with public health staff and 
representatives from Dumfries and Galloway Council to finalise a joint toolkit for 
carrying out impact assessments, and exploring the options for providing joint 
training on this.  The joint toolkit is close to being finalised and the group working on 
this are waiting for clarification o some of the detail within the guidance.  Once the 
new toolkit has been agreed, it is crucial that further awareness-raising for staff and 
board members on takes place.   
 
Duty to Gather and Use Employee Information 
 
The Specific Duties legislation also requires NHS Dumfries and Galloway to take 
steps to gather employee information annually and, if not reported elsewhere, report 
this information within the mainstreaming report.  We also must report on our 
progress made in using the employee information to better perform the general 
equality duty. 
 
Ideally, the employee information should include composition of our employees 
broken down by protected characteristic as well as recruitment, development and 
retention of employees broken down by protected characteristic.  We should also be 
working towards gathering data in a whole range of other categories such as 
requests for flexible working, members of staff involved in grievance procedures and 
members of staff involved in organisational change, dismissals and retirement.  This 
list is not exhaustive. 
 
The employee data gathered for 2013/2014 was gathered and published in the 
Board’s 2015 Equality Report.  The data for 2014/2015 has been gathered and is 
published on NHS website.  The data for 2015/16 is in the process of being gathered 
at present. 
 
There are still some limitations to the amount of data which we are able to collect; 
however, we have been making progress each year.   

http://www.nhsdg.scot.nhs.uk/About_Us/Equality___Diversity/ED_Files/Final_Equality_Report_2015.pdf
http://www.nhsdg.scot.nhs.uk/About_Us/Equality___Diversity/ED_Files/Final_Equality_Report_2015.pdf
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Recognising the gaps and following the release of the Equality and Human Rights 
Commission (EHRC) Report Measuring Up? Report 2, the NHS Human Resources 
Directors and NHS Equality and Diversity Lead Network jointly established a short 
life working group to assess current practice and recommend improvements which 
would increase the quality and consistency of staff equality data collection, use and 
reporting across NHS Scotland. 
 
The group carried out a scoping exercise which identified both cultural and practical 
barriers to data collection and analysis.  The group is still in the process of 
developing an improvement plan to support joint action across NHS Scotland to 
increase disclosure rates, facilitate consistent reporting through established standard 
metrics and reporting processes and use the capabilities of a new Human Resources 
Management system to support data analysis at individual board and national NHS 
level.   
 
The short life working group presented an SBAR to the Human Resource Directors 
meeting in October 2015 which included a proposed set of standard workforce 
equality metrics for NHS Scotland.  The group are also in the process of drafting 
national workforce guidance which is intended to provide a resource for workforce 
teams to improve the quality and consistency of NHS Boards’ workfoce equality data 
and to support compliance with the Public Sector Equality Duty to collect, use and 
report this data. 
 
In April 2016, all staff were asked to go into the Electronic Employee Support System 
(EESS) to check their employment details and to update their personal details, 
including their Equality and Diversity information.  This system is being updated by 
new staff at induction but there are some gaps in data and it is hoped that we can 
continue to improve in the levels of disclosure.  Once EESS is fully implemented, it 
should allow for the collection of data to become increasingly straightforward and will 
also enable us to gather a wider range of data. 
 
The 2015/16 workforce data which is being collected at present, now includes some 
of the staff survey results by protected characteristic to allow us to gain some insight 
into whether a member of staff is more or less likely to answer a question positively 
or negatively depending on their protected characteristic.  This data has not been 
included in the report until now, but this was one of the areas which was agreed 
nationally as a basic metric which we should be collecting or working towards 
collecting. 
 
As a board, we must get better at using the data we are collecting to allow us to 
better perform the Public Sector Equality Duty, as per the legislation. 
 
Duty to Publish Gender Pay Gap Information/Duty to Publish Statements on 
Equal Pay  
 
NHS Dumfries and Galloway were required to publish information on our gender pay 
gap by the April 2013 and every two years after that.  It is hoped that by monitoring 
the difference between men and women’s pay, it will assist us to reduce inequality 
between our employees. 
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To calculate the pay gap we must use the most recent data available to work out the 
percentage difference between men’s average hourly pay (excluding overtime) and 
women’s average hourly pay (excluding overtime). 
 
The most recent gender pay gap data was published within the 2015 Equality 
Report.   
 
The NHS Dumfries and Galloway equal pay statement was published in 2013 and 
will be updated in 2017 to include the protected characteristics of race and disability.  
 
Again, as a Board, we must take steps to use the data gathered within this report to 
allow us to better perform the Public Sector Equality Duty.  
 
Duty to consider award criteria and conditions in relation to public 
procurement 
 
To meet the requirements of the specific duty, a public authority must be able to 
demonstrate that it has had due regard to whether the award criteria and conditions 
relating to the performance of a relevant agreement should include considerations to 
enable it to better perform the equality duty. 
 
Applying ‘due regard’ means that when making decisions about procurement, an 
authority subject to the duty must consciously consider the need to: eliminate 
discrimination, advance equality of opportunity, and foster good relations.  
 
Deciding whether or not equality is related to the procurement exercise will require 
an assessment of how the subject matter relates to the needs of the general equality 
duty.   
 
How public authorities establish the degree of relationship will vary according to the 
individual procurement but will be shaped by the value, scale and potential impact of 
the agreement and other factors such as level of contact with the public or the 
authority’s workforce.  
 
A section has been added into the NHS Dumfries and Galloway ‘Competitive 
Quotations and Competitive Tenders Procedure’ stating the requirements of the 
equality legislation on procurement as well as a link to the Equality and Human 
Rights Guidance on procurement. 
 
Duty to Publish Equality Outcomes and Report Progress  
 
Outcomes are not what we do, but the beneficial change or effect which results from 
what we do. These changes may be for individuals, groups, families, organisations 
or communities.  
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Specifically, each of our Equality Outcomes should have achieved one or more of 
the following: 
 

 Eliminate discrimination 

 Advance equality of opportunity 

 Foster good relations 
 

An equality outcome is evidence to show that NHS Dumfries and Galloway intends 
to meet one or more of the three general duties.  Equality outcomes were developed 
on the basis that they were short to medium term (1-4 years) and every protected 
characteristic has been covered by one or more of the outcomes.  The equality 
outcomes were intended to produce results i.e. intended to achieve specific and 
identifiable improvements in people's life chances. These changes may be for 
individuals, groups, families, services or communities, they can relate to changes in 
behaviour, decision-making, attitudes, or better awareness. 
 
In preparing our outcomes, we had to take reasonable steps to involve persons who 
share the relevant characteristics and those persons who appear to us to represent 
the interests of those persons.  We also had to consider the relevant, available 
evidence relating to the protected characteristics and base our outcomes on the 
issues/areas which we felt were the most significant at the time.  Consultation was 
carried out locally with a range of various equality groups, and a community survey 
was carried out to assess general satisfaction with the range of public services 
provided locally, from an equality and diversity point of view.  The survey would allow 
us to start to build on some local evidence with which we could base our equality 
outcomes around. 
 
The outcomes which were developed and published in April 2013 are as follows: 
 
1. Equality Outcome 1:  NHS Dumfries and Galloway is more equitable in the 

way in which it employs its workforce, which reflects more closely the diversity 
of the population it serves. 

 
2. Equality Outcome2:  Employees at NHS Dumfries and Galloway experience 

a safe, and more supportive workplace environment that contributes to their 
positive health and wellbeing. 

 
3. Equality Outcome 3:  Healthcare services, developments and policies are 

better able to meet the diverse health needs of local communities, promote 
well being and reduce health inequalities, and those who require health 
services will have more equal access to them.  

 
4. Equality Outcome 4:  NHS Dumfries and Galloway delivers person centred 

care and meets best practice standards in relation to equality and diversity, 
where patients can be confident that health services delivered and staff will 
respect their dignity and identity. 

 
5. Equality Outcome 5:  The people of Dumfries and Galloway experience an 

improved sense of community cohesion supported by the contribution of NHS 
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Dumfries and Galloway, working in partnership with other local public and third 
sector organisations.  
 

Equality Outcomes 3, 4 and 5 are now the responsibility of the IJB, however an 
update has been provided as part of this paper. 

 
The table below gives an update on our progress towards meeting each of the 
current outcomes and the associated actions which are part of the board wide plan. 
 
Work must now be undertaken to meet the Equality Act 2010 requirements by April 
2017.  In particular, the actions within the existing outcome plan must be met, and a 
new set of outcomes and associated outputs and actions developed.  
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NHS Dumfries and Galloway – Equality Outcomes:    Monitoring Report     Report Date: April 16   
Outcome 1 NHS Dumfries and Galloway is more equitable in the way in which it employs its workforce, which 

reflects more closely the diversity of the population it serves. 
  

Red Not in place or not started yet Amber On-going    Green In place 

Outputs Actions R A G 
 

Current position and analysis to inform future outcomes 
planning 

 
The number of staff 
willing to share 
protected 
characteristics 
increases  
 
 
 
 
 
 
 
 
 
 
 
 
Baseline data 
established  
 
 
 
 
 
 
 
 
 
 
 

 Establish a programme which will 
promote and encourage our 
workforce to complete monitoring 
across all protected 
characteristics   

 X  Most of the NHS D&G workforce now has a username and 
password to access ‘self-service’ on EESS.  Since October 2015, 
all new staff are being asked to complete this at induction. There 
has been an article on HIPPO encouraging existing staff to check 
and complete their equality and diversity information and the 
reasons why we need this information.  There will also be an 
article in the May workforce paper.  This will become a regular, 
ongoing exercise to try to increase the level of data that we have 
annually.  When this output/action was established, the 
requirement at national level to move from our current HR 
system to EESS, and the timescale around this was not taken 
into account. Therefore our current records may not 
demonstrate an increase in the number of staff willing to share 
protected characteristics, however, we believe that through an 
ongoing campaign encouraging staff to update their records, 
there will be a long term impact and improvement on the level of 
data that we hold. 

 Review monitoring of PCs to 
ensure that recruitment, 
workforce profile, progression 
and leaving employment are all 
fully monitored and reported 
appropriately across all of the 
PCs  

  

 X  Our Information Services team previously spent a considerable 
amount of time looking at our current recruitment system 
(MARJE) in an attempt to make the equalities data useable and 
allow up to date data reports from the system.  We have made 
significant progress with this and are now able to report on 
numbers of applications, shortlisted candidates, posts offered 
and accepted by 7 out of the 9 PCs.  This action is ongoing as 
we continue to try to increase the amount of data we are able to 
collect. A short life working group of NHS Equality Leads and HR 
Directors was established following publication of the EHRC 
‘Measuring Up’ report 2.  This working group has recommended 
a standard set of workforce equality data metrics for NHS 
Scotland.  We are currently collecting as much of the data as 
possible, but there are limitations which will hopefully overcome 
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Impact assessments 
complete and any 
actions addressed   
 
 
 
 
 
 
 
 
Recruitment panel 
staff must have 
completed Equality 
and Diversity 
training, either online 
or face to face.    
 
 
 
 
 
 
 
 
Increase in the 
number of work 
experience posts  
 
 

as the EESS system develops and national reports are created.  
We are now also using the staff survey results broken down but 
a number of the PCs. This action is ongoing as we continue to 
try to increase the amount of data we are able to collect.  The 
most up to date workforce data report will be considered at a 
future Staff Governance meeting, and this data will be used as 
evidence during consideration of where to focus the next set of 
equality outcomes.  

 Impact assess our recruitment 
process, monitor number of 
applicants willing to disclose, 
become seen as an employer of 
choice for underrepresented 
groups and encourage 
applications from 
underrepresented groups 

 X  The Recruitment and Selection policy was equality impact 
assessed in May 2015.  Representatives from local equality 
groups were invited along to take part and also to give any 
feedback on how this policy could be more equitable, however, 
uptake was poor.  Further work is still required to be undertaken 
within Workforce Directorate to consider our workforce data 
report and encourage applications from those protected 
characteristic groups that are underrepresented in the 
workforce.  This will be taken in account along with local and 
national evidence and it may be appropriate to focus one of our 
outcomes on this area in 2017. 

 Targeted equality and diversity 
training for members of staff that 
sit on interview panels 

  X The corporate face to face induction training (which includes our 
current face to face Equality and diversity training) has been 
refreshed since the publication of the equality outcomes in 2013.  
Within the draft Equality and Diversity Policy it is mandatory that 
interview panel staff must have undertaken equality and 
diversity training, and that all members of an interview panel 
must have taken part in recruitment and selection training.  The 
Workforce Directorate have updated the recruitment and 
selection training to include a section on ‘unconscious bias’ and 
stereotyping, particularly in relation to someone’s protected 
characteristics.  An information sheet on ‘Interview Bias’ is also 
now given to all attendees of this training.  Further work should 
be considered in the next set of developed outcomes to ensure 
that all staff on interview panels have their mandatory equality 
and diversity training up to date. 

 Develop and promote work 
placement opportunities created 
for people with disabilities to give 
them an opportunity to gain some 

  X This issue was initially raised with the local diversity working 
group, however there was initially some opposition to this 
approach, in that it could be considered ‘tokenism’. Further work 
required in conjunction with local equality groups and initial 
enquiries have been made around taking part in ‘Project Search’, 
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An increase in 
communication/staff 
awareness of flexible 
working options 
 
 
 
 
 
 
 
Increase in number 
of LGBT Charter 
Mark awards being 
worked towards 

relevant work experience. a programme which helps young people with a disability to find 
and keep employment.  NHS Dumfries and Galloway are 
currently taking part in the Glasgow Centre for Inclusive Living 
Equality Academy Professional Careers Programme.  This 
programme involves NHS D&G providing a two year employment 
opportunity for a disabled graduate.  It is hoped that this national 
programme will increase the representation of disabled people in 
training positions within the NHS and will provide valuable work 
experience for those taking part.  NHS D&G have recruited one 
individual as part of this programme.  Scottish Government are 
also looking into developing guidance for NHS Boards on 
employing people with learning disabilities.  NHS D&G have 
volunteered to be involved in the development of this guidance.  

 Raise and maintain awareness of 
flexible working, at all levels, 
making sure staff are aware of 
their options, targeting carers as 
well as parents 

 X  This action has been included within local E&D action plans.  
Future workforce paper will highlight this issue and work should 
be undertaken with Business Partners to support this.  
Requirement to establish how if there is a way to measure 
requests and uptake of flexible working by protected 
characteristic.  Some investigation has started with looking into 
this issue but obtaining any baseline is difficult as this is 
discussed at team level and is not necessarily recorded on any 
system.  Going forward, it is hoped that this will regularly be 
highlighted to staff on an ongoing basis and so mainstreamed 
into any existing day to day work.  

 LGBT Charter Mark promoted 
amongst directorates  

  X Since the publication of the Equality Outcomes, there have been 
further directorates awarded and undertaking the Charter Mark. 
Operations Directorate have achieved the Foundation award and 
our Public Health department were the first organisation in 
Scotland to achieve the Gold award.  
At present, we have 17 areas who have achieved or are working 
towards this award, which is a fantastic achievement both locally 
and nationally when compared with other organisations and 
other areas across the country. 
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NHS Dumfries and Galloway – Equality Outcomes:    Monitoring Report    Report Date: April 16 
Outcome 2 Employees at NHS Dumfries and Galloway experience a safe and more supportive workplace 

environment that contributes to their positive health and wellbeing. 
 

Red Not in place or not started yet Amber On-going   Green In place   

Outputs Actions R A G 
 

Current position and analysis to inform future outcomes 
planning 

 
All staff will demonstrate 
high levels of appropriate 
behaviour  
 
 
 
 
 
Established baseline of 
staff complaints, 
grievances and issues 
leading up to tribunal 
stage in relation to PCs 
 
 
 
 
 
 
 
 
 
 
 
 
Established  baseline of 
absenteeism against the 
protected characteristics 
 
 

 Promotion of staff dignity at 
work policy, Give Respect, 
Get Respect, Code of 
Positive Behaviour 

  X This activity has been mainstreamed into directorate action 
plans.  There is still ongoing work to do around the best way to 
promote these policies across the organisation and measure the 
effectiveness of any promotion.   

 Review of staff complaints, 
grievances and issues up to 
tribunal stage to look for 
patterns relating to PCs.  
Monitor reports of bullying 
and harassment cases, 
victimisation and 
discrimination 

 

  X As part of the Workforce Equality data gathering we include 
grievance and disciplinary figures against 8 of the PCs.  
However, the small numbers and lack of data on our staff makes 
it very difficult to draw any conclusions.  This information will 
continue to be published and it is hoped that over time, we build 
a more accurate picture of our staff in post against all of the 
protected characteristics.  The introduction of EESS should 
make this process more straightforward perhaps run national 
reports which highlight the areas where discrimination is most 
likely to occur during these processes.  The Workforce 
Directorate is currently in the process of gathering staff data  for 
the 2015/16 equality report, and will include questions from the 
staff survey broken down by PC, for example, whether a member 
of staff has experience discrimination or bullying and 
harassment from with colleagues of their manager, whether this 
was reported or not and whether or not they were satisfied with 
the response.  Once this data has been gathered, it will shared 
with Staff Governance Committee and will used as part of the 
evidence for the setting of new outcomes in 2017. 

 Look at levels of staff 
absence against the PCs 

 
 
 
 

 X  The sickness absence data is currently being considered by the 
Workforce Directorate to establish if and how this can be 
reported against the protected characteristics in the most 
meaningful way. The Workforce Directorate are going to 
consider and ‘test’ the data against disability initially and then 
try to establish whether there is any merit in continuing this 
work with all of the protected characteristics.  If it becomes 
apparent that this is any correlation with protected 
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Process review complete, 
data baseline established 
in relation to protected 
characteristics 
 
 
 
 
 
 
 
 
 
 
 
NHS Dumfries and 
Galloway employee 
gender-based violence 
policy and monitoring 
system in place 
 
 
Managers trained on 
implementation of GBV 
policy  
 
 

characteristics then an action to address this may be considered 
in the 2017 set of equality outcomes. 

 Review exit interview 
process and link to PCs 

 
 
 

 X  This policy has been revised since the Equality Outcomes were 
published and despite not asking directly about discrimination, 
this policy now asks a wider range of questions which allows 
staff leaving the organisation to provide their thoughts on a 
wider range of issues within the organisation.  One of the 
questions asks about how ethical the organisation is, and this 
may be a good opportunity for a staff member to raise equality 
issues.  The policy also states that a staff member can choose to 
speak directly with the Workforce Directorate as opposed to 
their Line Manager, as it was felt that staff may not feel 
comfortable speaking directly to their Line Manager if the issue 
involved them.  Equality Lead is hopeful that once EESS is fully 
implemented, we will be able to report the uptake of exit 
interviews against all of the protected characteristics as this may 
be an area which is recorded on the EESS system. 

 Implement national Gender 
Based Violence PIN Policy 
and work towards the 
development of a monitoring 
system 

  X The NHS D&G Employee Gender Based Violence policy was 
approved in 2014 and is available to view on HIPPO.  Workforce 
Directorate paper in April 2014 highlighted the introduction of 
this policy and advised that an e-learning module is currently 
being developed to support staff with this policy.   
Public Health have established a group to look at routine enquiry 
in relation to gender-based violence and also to look at violence 
reduction in general.  The development of a safe, confidential 
monitoring system will be considered as part of this group. 
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NHS Dumfries and Galloway – Equality Outcomes:    Monitoring Report     Report Date: April 16   
Outcome 3 Healthcare services, developments and polices are better able to meet the diverse health needs of 

local communities, promote well being and reduce health inequalities, and those who require health 
services will have more equal access to them. 

  

Red Not in place or not started yet Amber On going   Green In place   

Outputs Actions R A G Current position and analysis to inform future outcomes 
planning 

Improved evidence base, 
including an increase in 
recorded data of the PCs 
 
 
 
 
 
 
 
 
Increased patient data 
used to make services 
more appropriate and 
better able to meet the 
needs of patients  
 
 
 
 
 
 
New Impact Assessment 
process implemented 
 
 
 
 
 
 

 Become involved in the 
development of a local 
evidence base    

  X Equality Leads from local statutory organisations carried out an 
up to date Community Survey in December 2014, similar to the 
one carried out in 2011, which informed our equality outcomes. 
We now have the feedback report from Health Intelligence.  This 
report will be key in the development of equality outcomes for 
IJB, NHS and Council.  It is envisaged that this will be ongoing 
and carried out every two years, helping us to map progress with 
equality outcomes and consider which areas should be 
considered in future.  This can then perhaps form the basis of 
further work to obtain evidence around local equality issues. 

 Develop and implement a 
system which will record 
protected characteristics of 
patients, and inform patients 
of the benefits of identifying 
protected characteristics.  
This will allow us to track 
issues such as ‘Did not 
Attends’ and look at where 
barriers lie  

  

 X  Equality Lead is currently working with IT and the Patient Access 
Group to consider how we can begin capture an increased 
amount of this data and make use of it. In order to identify where 
there are access issues for example, we need to increase the 
level of data which we have on our systems about our service 
users, to allow us to build a clearer picture of where barriers may 
lie.   

 Implement new Impact 
Assessment process with 
support from NHS Health 
Scotland to train staff and 
implement the new Impact 
Assessment tool across 
NHS Dumfries and 
Galloway  

 X  The Equality Impact Assessment policy and toolkit was last 
updated in April 2014.  There is currently a draft joint toolkit 
between NHS Dumfries and Galloway and D&G Council which is 
is almost finalised.  D&G Council have also agreed that NHS 
D&G staff will be able to make use of their EQIA training.  Further 
discussion will be undertaken on training once the toolkit has 
been agreed.  Within future outcomes planning, raising the 
profile and awareness of impact assessment amongst both staff 
and Board Members should be considered. 
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Campaigns delivered, 
increased uptake of local 
health services by 
vulnerable and hard to 
reach people. Increase in 
breastfeeding rates, 
uptake of immunisations 
 
 
 
Campaigns delivered, 
analysis shows that we 
have reached out to 
those people with 
protected characteristics 
 
 

 Provide outreach clinics to 
vulnerable individuals and 
communities eg. Gypsy 
travellers, Provision of 
onsite health checks within 
community based centres. 
Flexible models of service 
provision 

 

X   On reflection, following publication of the board’s equality 
outcomes, and the chance to reflect over the first two years, it is 
felt that this action and the following two actions are perhaps not 
specific enough.  Whilst it can be argued that there is a lot of 
good work being done in relation to these action points, it is too 
wide an area to provide a brief update, as well as measure 
success, and these actions will be considered and reviewed as 
part of the work to be undertaken for 2017.  Work to be done 
within the individual areas where there are specific issues in 
relation to these points. 

 Develop and implement 
specific health promotion 
activities to the protected 
characteristics 

 
 

X   In terms of developing specific health promotion activities, the 
Board Equality Lead has been making links with our Public 
Health Directorate to gain more of an insight into what we are 
already doing and where further work is required, and again, this 
will help shape our future equality outcomes. Examples of 
programmes of work include: Building Healthy Communities, 
Keep Well, Welfare Reform and Financial Inclusion, Teenage 
Pregnancy, Men who have sex with men project and Maternal 
and Infant Nutrition.  When the 2017 equality outcomes are being 
developed over the next 12 months, this action will be 
considered and a more specific overall outcome developed. 

 Develop inclusive and 
targeted preventative 
healthcare messages for 
hard to reach groups for 
example, cervical screening 
for lesbian women 

X   See above. 
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NHS Dumfries and Galloway – Equality Outcomes:    Monitoring Report     Report Date: April 16   
Outcome 4 NHS Dumfries and Galloway delivers person centred care and meets best practice standards in 

relation to equality and diversity, where patients can be confident that health services delivered and 
staff will respect their dignity and identity. 

  

Red Not in place or not started yet Amber On going   Green In Place  

Outputs Actions R A G Current position and analysis to inform future outcomes 
planning 

Increased staff 
awareness and 
understanding of person 
centred approaches and 
how equality and health 
inequalities are integral to 
this  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
Patient experience and 
levels of satisfaction 
recorded regularly and 
systematically and used 
to enhance services 
Reduction in patient and 
carer complaints around 
staff attitudes and 
behaviour  

 Review equality and 
diversity training to meet 
individual, team and service 
user requirements 

 
 

 X  Since the publication of the equality outcomes, equality and 
diversity online mandatory training has been updated and 
moved onto our ‘Learn Pro’ system.  The face to face training at 
induction has also been refreshed.  The Equality Lead in 
conjunction with the Training Managers will now have to 
consider the introduction of some more specific modules, 
perhaps on each of the protected characteristics.  There are also 
ongoing discussions amongst the Equality and Diversity 
Steering group about the most effective way to carry out training 
for staff, as they need for an element of face to face training has 
been raised by various staff members from within a range of 
directorates, and it is hoped that at some point, more specific, 
tailored training can be provided within individual areas, 
however, there would be costs associated with this.  It 
Discussions will be undertaken with the council over the 
following six months in terms of NHS staff being able to make 
use of their one day equality and diversity training.  More 
specific training requirements will be considered over the next 
12 months to establish where there should be a focus on training 
and awareness raising, and outcomes/actions set accordingly. 

 Review/enhance 
arrangements to encourage 
feedback, comments, 
complaints so that patients 
have the opportunity to 
improve service 
development and learning 
within the organisation.  
Patient experience to 
include equalities monitoring 

 X  The Board Equality Lead was previously involved in the  Board 
Patient Experience Group which was hoped would influence 
some of the work on patient experience from an equalities 
perspective.  Further work required in respect of monitoring 
complaints by protected characteristics.  In the past, when work 
has been undertaken to carry out equality monitoring as part of 
the complaints process, the feedback has been that there was 
very little return and members of the public were wary about 
sharing this information in relation to their complaint. In the 
meantime, the Equality Lead and the Complaints Officer have 
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Clearer guidance for staff 
on how to access 
communication support 
and increased awareness 
amongst patients of the 
available options 
 
 
 
 
Improved patient 
experience  
 
 
 
 
 
Increase in number of 
GPs and reception staff 
trained 
 
Patients report improved 
experience  
 
 
 
 
 
Transgender policy in 
place 

and reported as part of 
Board reports  

  

agreed that it will be noted on Datix system when the complaint 
itself is in relation to a protected characteristic.  

 Promotion of interpreting, 
translation and 
communication support 
arrangements for languages 
others than English and 
those who are hard of 
hearing, deaf and deaf blind 
people 

 

 X  The Board Equality Lead and Patient Information Officer started 
to undertake a piece of work to consider communication support 
issues for our service users in 2015.  It was planned that initial 
feedback will be sought from local communication support 
groups to find out if indeed there are any issues locally, as well 
as awareness raising with key staff on best practice around 
communication support.  Capacity has not allowed for this work 
to continue but will be considered again in the next six months. 

 Decisions about patient 
care/treatment plans must 
be developed with the 
patient at the centre and in 
conjunction with individuals 
and their families 

 

  X On reflection this should not be in the action plan as this is an 
activity which should be mainstreamed into our day to day 
business.  

 Develop and implement a 
programme of training and 
awareness raising with GP 
surgeries on registration 
policies, equality and 
diversity and communication 
 

 

 X  Difficult to influence GP surgeries in relation to training and 
awareness raising, however there is some work being done by 
the West of Scotland Managed Clinical Network and some NHS 
D&G Staff.  This is specifically related to men who have sex with 
men (MSM) but has an overall equalities focus.  The group have 
developed an equalities poster which will be displayed in 
surgeries and have also linked in with Practice Nurses across 
the region to increase awareness, along with some tips for 
clinicians and managers about how to ask about someone’s 
sexual orientation and why this is important. An online training 
module for healthcare staff is also currently being considered. 

 Development of our 
Transgender Policy and 
process for Gender 
Reassignment treatment. 

 X  This policy has been drafted and a copy of the policy was taken 
to the local Transgender group for comments in 2015.  The 
policy has also been sent to the Scottish Transgender Alliance 
who have also been asked to provide any comments or feedback 
which would help us to improve the policy and ensure that it is 
fit for purpose and meets the correct standards in terms of the 
Gender Recognition Act for example.  It is deemed necessary to 
have this ‘expert’ input into this policy given its sensitive nature.  
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This policy will now be finalised and implemented. 
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NHS Dumfries and Galloway – Equality Outcomes:    Monitoring Report     Report Date: April 16   
Outcome 5 The people of Dumfries and Galloway, including those with Protected Characteristics experience an 

improved sense of community cohesion, supported by the contribution of NHS Dumfries and 
Galloway, and working in partnership with other local and public and third sector organisations. 

  

Red Not in place or not started yet  Amber On going   Green In place  

Outputs Actions R A G Current position and analysis to inform future outcomes 
planning 

Increase in involvement 
of local people and 
contribution to decision 
making within NHS 
Dumfries and Galloway 
 
 
 
 
 
 
 
 
 
Increase in awareness 
and reporting of hate 
crime in the region 
 
 
 
 
 
 
At least one third party 
reporting centre 
developed within NHS 
Dumfries and Galloway  
   
 
 

 Continue and develop local 
diversity working group 
which involves people from 
other statutory bodies as 
well as local representative 
groups through involvement 
events and the ongoing 
contribution to setting and 
reviewing of outcomes 

 
 

  X There has been ongoing work over the past 18 to 24 months to 
review the remit and membership of the local Community 
Planning Diversity Working Group, supported by NHS D&G.  
Further work is required with regards to Diversity Working 
Group to increase membership so that the group is 
representative of all of the PCs.  Some good work has been done 
using the Council’s performance management system to monitor 
performance of the group in a more coherent manner.  There has 
also been an increase in the number of occasions where the 
local Diversity Working Group have been invited to take part in 
NHS D&G Equality Impact Assessments and involvement events, 
and this data will now start to monitored as evidence.  This 
action will continue to be ongoing. 

 Work with partner agencies 
and stakeholders to promote 
third party reporting as an 
effective and safe way of 
reporting instances of hate 
crime 

  

  X NHS D&G have fully supported the ongoing work on Hate Crime. 
The Equality Lead has been involved in the Hate Crime Third 
Party Reporting working group, and those areas undertaking the 
Charter Mark process have been looking at Hate Crime and 
promoting Third Party Reporting Centres. Members of the 
internal E&D Steering group have been displaying posters on 
Hate Crime in their own areas to raise awareness of this issue.  
This action is an ongoing exercise and there are plans underway 
to do some further awareness raising on hate crime.  

 Work with partner agencies 
to identify where a third 
party reporting centre would 
be best placed within NHS 
D&G. Staff trained on hate 
crime and their role as a 
third party reporting centre. 

 

  X NHS Dumfries and Galloway Drugs and Alcohol Service and the 
CAHMS team have both completed their training and are now 
recognised Hate Crime Third Party reporting Centres.   
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E-learning module in 
place 
Staff have an increased 
understanding of Gender-
based violence, shown 
and demonstrated in day 
to day interactions  
Increase in levels of 
gender based violence 
reported  
 
 
 
 
 
 
Representative 
involvement in 
stakeholder engagement 
for the new DGRI 

 Development of staff 
training e-learning module 
on Gender Based Violence 
which will raise awareness 
of gender-based violence, 
the impact this can have on 
health and the key principles 
of a sensitive and 
appropriate response  

 
 

 X  There is a standard e-learning module available from learn pro.  
Equality Lead in the process of using this as a template and 
building on it to make it more relevant for staff and managers 
within NHS Dumfries and Galloway.   

 Work together with the local 
diversity working group in 
the development of plans for 
the new DGRI 

  X This action has been met but will continue to be ‘ongoing’ as the 
new build project moves forward.  To date there have been two 
specific meetings held to which members from various local 
equality groups were invited to, and comments/feedback given.  
There has been representation so far from DG VOICE, Dumfries 
and Galloway Multicultural Association, Dumfries and Galloway 
Interfaith group, as well as a range of people individually 
representing various faith groups.  There was also a specific 
event held for members of the local LGBT community to view the 
most up to date plans and provide comments and feedback.  
Aside from the specific equality events, there has been a wide 
range of consultation carried out in the community which should 
continue as the project moves forward. 
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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 30/04/2016. 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 
The month of April saw continued bed pressures, resulting in a further drop in the 
performance of TTG.  
 
Out-patient 12 Week 
Out-patient 12 week performance has dropped from the 95% target that was 
reached last month.  
 
Diagnostics 
Unexpected leave, alongside continually high referrals, has resulted in the diagnostic 
service having capacity issues; this is reflected by the fall in performance against the 
4 week internal target.  
 
 

Agenda Item 46 
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Cancer Treatment 
Performance for the 31 day target has remained at 100% for the fourth month in a 
row. Performance for the 62 day target has slipped to 94.6% due to bed pressures 
described alongside capacity issues within diagnostics.  
 
18 Week Referral to Treatment  
Linkage of pathways across the 18 week RTT remains high at 96.6%, however, the 
performance against this has dropped; this is due to the performance within the TTG 
standard.  
 
Emergency Department  
Performance against the 4 hour target has improved to 95.6% in March, an increase 
from 94.2%. Although there was a reduction in attendances, the general trend is up 
from month on year. 
 
Delayed Discharge 
The number of bed days lost to delayed discharge increased during April; further 
steps are being implemented to address this situation.  
 
AHP MSK 
Extra capacity within a specialty is anticipated to improve the MSK 4 week 
performance. 
 
Elective Cancellations 
The number of cancelled procedures dropped this month however, capacity issues 
remain a problem. Work is ongoing to improve the flow and reduce the number of 
cancelled procedures. 
 

 

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 April 2016 under the 
84 day Treatment Time Guarantee (TTG). The appendix also shows waiting times 
for ‘stage of treatment’ targets at 30/04/2016 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 855 in-patients / day cases in the month of April 2016 and of these, there 
were 122 TTG breaches (14.3%). 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 979 TTG breaches since October 2012 when the 
legal guarantee came into place. During this time, a total of 36396 patients have 
been treated, with TTG breaches representing 2.7% of this total. 
 

  Apr 2015 - 
Apr 2015 

Apr 2016 - 
Apr 2016 

In-patient/Day-cases Treated Out-with Guarantee 
Date 

22 122 

In-patient/Day-cases Treated Within Guarantee 
Date 

774 733 

 

  Apr 2015 - Apr 
2015 

Apr 2016 - Apr 
2016 

TTG Under 12 Weeks (%) 97.2% 85.7% 
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As alluded to in last month’s paper, anticipated improvement through April has been 
challenging due to continual bed pressures. These ongoing pressures for both in-
patient and day-case beds have contributed to a further drop in performance for TTG 
breaches. This was felt across multiple specialties, particularly Orthopaedics, OMFS 
and General Surgery. Unfortunately due to consultant leave and unexpected 
sickness further capacity was lost within Orthopaedics. It is anticipated that recovery 
will be made in General Surgery and OMFS during the month of May Recovery 
solutions are being worked on for this. Further information around cancellations is 
found within Section 2, on page 20. 
 
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 6634 people waiting for a consultant-led 
new out-patient appointment. Of this total there were 452 breaches (6.8%) 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 
 

Locum cover within the Neurology service, as reported in previous months, has 
continued with cover being provided by 2 visiting locums twice monthly. This has 
continued to benefit the service and it is anticipated that the reduction in the waiting 
list should continue throughout May, allowing for further recovery.  
 
Further to last month’s report, an interim 3 month appointment has been made to the 
position of Consultant Anaesthetist; this will provide extra capacity to the chronic 
pain service over that period whilst further options are being explored. 
 
Capacity challenges within Gastroenterology continue and the team is working to 
recruit to the post of nurse endoscopist. This role will be shared with General 
Surgery, as alluded to in last month’s report. An advertisement has been placed for 
this post, with the closing date being the 19th of May. 
 
Further unexpected leave within the Orthopaedic clinical team has occurred during 
the month of April, affecting performance. The clinicians are reviewing the position. 
 

Diagnostics 

 
At the month end snapshot, there were 1888 patients waiting to undergo key 
diagnostic tests. Of this total, there were 254 breach(es) of our internal 4 week 
treatment standard (13.5%). 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 47 breach(es) (2.5%). 
 
Trend 
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Performance against our internal target of 4 week target has dropped further within 
April to 86.5%. Unexpected short term staffing problems have occured, particularly 
affecting ultrasound; there is a recovery plan in place to resolve the issues 
surrounding backlog. 
 

Demand for MRI scanning remains high, at levels beyond current provision. 
Proposals surrounding an external review of the MRI service are being considered. 
Additional capacity is being provided from within the service, where possible and, 
further capacity is also being sought from the Golden Jubilee National Hospital. 
 

Cancer Treatment 
 

Monthly Trend – management information 
 

Most recent 
period of 
measurement 

Waiting Time Standard Target Actual 

March 2016 
(Management 
Information) 

31 days from decision to treat to first 
cancer treatment  

95% 100.0% 

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

95% 94.6% 

 

 
Analysis 
 

Performance for the 31 day target has remained at 100% for the fourth month in a 
row. Performance for the 62 day target has slipped to 94.6%. As mentioned above, 
and in the March Performance paper, the significant bed pressures and also 
considerable capacity pressures within diagnostics have had an impact. 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 April 2016 90% 96.6% 

Performance April 2016 90% 89.5% 

 

 
 
Analysis 
 
Performance within the 18 week Referral to Treatment Standard dropped below 
target within April. It is expected that this indicator will drop slightly until we can 
recover our TTG position however, it is important that we continue to closely monitor 
both the linkage and performance across all pathways.  
 
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 April 2016 95%* 95.6% 
 

Attendances per 100k 
population (rolling 12 month average) 

April 2016 ** 2,604 

 
*.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 172 four hour breaches in April 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 
 
The ED 4 hour performance for April improved slightly to 95.6%, slightly higher than 
the 94.2% reported for March. DGRI has been able to close Ward 4 over the 
weekend, which had been used as extra capacity. Flexible beds are available in Day 
Surgery Unit and / or Ward 17, when required at short notice, if staffing allows. 
 
The local Unscheduled Care Action Plan contains a number of measures being 
taken forward, with a view to stabilising performance to the 98% target.  
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ED Attendances – Trend 
 

 
 

Month ED 
Attendances 

Population 
Base 

ED 
Attendance 

Rate 

12 Month 
Moving 
Average 

Apr 2015 3,742 150,141 2,492 2,571 

May 2015 4,004 150,141 2,667 2,562 

Jun 2015 3,926 150,141 2,615 2,551 

Jul 2015 4,023 150,141 2,679 2,540 

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 

 
The most frequent reasons for breaches within DGRI were ‘wait for a bed’. As can be 
seen within the Attendance Trend below, the Emergency Departments for March 
saw a decrease in the number of attendances from 4,344 in March 2016 to 3917 in 
April 16. Although attendances have reduced from their peak in March, numbers are 
still higher by 5% for the same period in 2015.   
 
ED / Unscheduled Care Collaborative Programme 
 
The four hour waiting times within the Emergency Department is seen as a measure 
of how well the system is working together to support provision of urgent care to 
people in times of crisis. 
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Last month’s Performance Report referred to the Unscheduled Care Collaborative 
programme launched in May 2015, the objective of which is to continually seek to 
share best practice, and evaluate the impact of the 6 Essential Actions to deliver 
unscheduled care targets and compliance with national standards.  
 
Focus continues to be upon the flow of patients out to community; in particular 
requiring care at home or a transfer to cottage hospital. Two care flow coordinators 
are now working within the ward areas on the weekend to ensure assessments are 
completed and also promoting earlier discharge of patients to community settings. 
 

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 

May 2015 79 466 302 847 

Jun 2015 60 602 139 801 

Jul 2015 88 427 1 516 

Aug 2015 74 525 0 599 

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 

 
In April, bed days lost to delayed discharge have increased.  Many of the delays are 
attributed to the wait for the provision of home care packages to allow patients to 
return home safely. Alongside the actions reported last month, a further test of 
change, described below, will begin in May to assist in the flow of patients. 
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The Scottish Government has set a challenge of achieving a 98% Emergency 
Access Standard as a stretch target by March 2017. Further to this a target has been 
set to attain 40% of discharges before noon, whilst also improving transfer/discharge 
from ED to AMU to the downstream wards.  The Acute Directorate will undertake a 
Test of Change on Ward 7, commencing 16th May for a period of 6 weeks. 
 
Prior to this, baseline data has been collated regarding admissions waiting in ED for 
a bed and the subsequent reasons for breaching. In addition, transfer/discharge data 
for patients waiting for a downstream bed out of AMU has been reviewed.   
 
The Capacity Managers and a Band 6 from Ward 7 will promote patient flow/early 
discharge.  The success of the test will involve the whole of the MDT, especially 
SCNs.   
 
Following the 6 week period, we will ask for feedback from the teams involved; ‘what 
worked well?’ ‘what can we do better?’ and re-visit our baseline data to measure 
against pre Test of Change audit data. It is envisaged that ‘earlier in the day’ 
transfer/discharges will form part of the hospital daily routine and be adopted as 
“Business As Usual”, promoting patient flow throughput. 
 

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. 
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Patients waiting under 4 weeks at end of 30/04/2016 
 

Profession AHP MSK (ADULT) 

Occupational Therapy 47.1% 

Orthotics 89.3% 

Physiotherapy 99.1% 

Podiatry 98.9% 

All Professions 85.1% 

 
Analysis: 
 
There has been an overall drop in performance against the 4 week target; primarily 
due to staffing issues within Occupational Therapy. Internal reconfiguration has 
created an additional 0.6WTE clinician. It is anticipated that this will be fully 
implemented by the end of May, creating additional capacity to increase the number 
of patients seen within the 4 week period. 
 
Physiotherapy and Podiatry continue to perform above 90%. Orthotics performance 
dipped in April due to a public holiday falling on a Monday, resulting in the loss of a 
clinic.  
 

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 April 2016 
 
Inpatient/Daycases               
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New Outpatients (Consultant-Led) 
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Diagnostics (Scopes) 
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2. Current Performance against Clinical Efficiency Targets 

 
The table below shows the current performance against our internal clinical 
efficiency targets. 
 

 

 ALOS based on all non routine episodes and not completed hospital stays 

 Pre-operative LOS is for elective surgical procedures. 

 Cancelled Operations on Mon-Fri scheduled morning / afternoon sessions 
 
Elective Cancellations  
 
There were 129 elective cancellations in the month of April 2016. This represented 
9.7% of the planned elective programme in month.  
 
The following chart shows the trend over the last 12 months. 
 

 

Efficiency Targets Internal 
Target 

Actual Performance (April 
2016) 

RAG 
Status 

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

8.0 7.9 Green 

Review per new out-patient 
attendance (ratio) 

1.9  2.1 (year to date) Amber 

Out-patient DNA 
rates 

New 4.8% 5.4% (year to date) Amber 
 

Return TBC 6.2% (year to date) TBC 
 

Pre-operative Length of Stay 
(days) 

0.58 0.18 Green 
 

Elective Operations cancelled 
by Theatre 

7% 9.7% (from 12% March 2016) Red 

No of Sleepers  TBC 163 (from 359 March 2016) TBC 
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Month Actual 
Performance 
(%) 

Target 
(7%) 

DNA / 
Patient 
Refusal 

Patient 
Not Fit / 
Prepared 

List 
Overrun / 
Equipment 
Not Ready 

Operation 
No 
Longer 
Required 

Other Number of 
Cancellations 

May 2015 8.1% 7.0% 32 40 9 14 11 106 

Jun 2015 7.4% 7.0% 33 40 8 16 12 109 

Jul 2015 9.4% 7.0% 52 45 19 15 16 147 

Aug 2015 9.3% 7.0% 44 54 5 15 14 132 

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 9.7% 7.0% 42 52 15 6 14 129 

 
Although, during April there has been a reduction in cancellations, the capacity 
issues continue to be a challenge. Work is continuing to address the number of 
cancelled cases. Careful consideration was given to the clinical urgency of each 
case prior to cancellation, this affecting most surgical specialties. 
 
A significant piece of work to improve the method of recording cancellations is to 
shortly commenced, led by the Assistant General Manager. This will assist in 
addressing key issues and implementing service level improvements. The 
improvement will also ensure that the individual patient, when re-listed, will be 
screened to ensure the same cancellation reason, where possible, does not recur.  
 
The highest number of cancellations remains within General Surgery. A review of the 
pre assessment pathway, led by a consultant anaesthetist, is continuing with the aim 
of addressing and reducing the number of ‘patients not fit/prepared’. 
 
Cancelations within Ophthalmology continue. A Project Manager has been 
appointed, commencing in April, to address DNA rates within this speciality and a 
number of other departments. 
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3. Activity 

 
The activity tables below show year to date activity levels to the month of April 2016 
vs. the same time period in previous fiscal year across a range of measures. 
 
Activity 

 
Activity Type Apr 2015 - 

Apr 2015 
Apr 2016 - 
Apr 2016 

% 
Change 

Source 

Emergency Department Attendances 
(Planned) 

125 108 -13.6% EDIS/TED 

Emergency Department Attendances 
(Unscheduled) 

3741 3910 4.5% EDIS/TED 

Non-Elective Admissions (excluding 
Mental Health & Obstetrics) 

1512 1564 3.4% Topas 

Elective Daycases (excluding Mental 
Health & Obstetrics) 

1099 1122 2.1% Topas 

Elective Inpatients (excluding Mental 
Health & Obstetrics) 

271 292 7.7% Topas 

Births 120 108 -10.0% Scottish Birth 
Record 

Obstetric Admissions 146 159 8.9% Topas 

New Outpatient (Dr-Led) All Booked 
Slots 

3611 3601 -0.3% Topas 

New Outpatient (Dr-Led) DNAs 212 195 -8.0% Topas 

Return Outpatient (Dr-Led) All Booked 
Slots 

8374 7687 -8.2% Topas 

Return Outpatient (Dr-Led) DNAs 547 476 -13.0% Topas 

Radiology (GP referral based activity) 1539 1668 8.4% RIS 

Mental Health Admissions 118 97 -17.8% Topas 

 
Occupied Beds 
 

Ward Set Description Apr 2015 - Apr 2015 Apr 2016 - Apr 2016 % Change Source 

Community 3306 3180 -4% Topas 

DGRI Day Surgery 339 426 26% Topas 

DGRI Main Wards (not 17) 7506 7819 4% Topas 

External eg GJ, Carrick Glen 61 58 -5% Topas 

Galloway 1134 1052 -7% Topas 

Maternity 423 436 3% Topas 

Mental Health 2157 1551 -28% Topas 

 
Return Out-patient Appointments 
 
At the end of April 2016, there were 8040 patients waiting to come in for a Doctor-led 
return out-patient appointment, of which 1592 were in the ‘Before Latest Date’ 
category. Appendix 2 contains a chart showing a full specialty breakdown for the 
month of April 2016. The following chart and table shows the trend in the last 12 
months.  
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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 

May 2015 2,211 641 452 2,212 5,516 

Jun 2015 2,532 706 532 2,334 6,104 

Jul 2015 2,240 727 513 2,236 5,716 

Aug 2015 2,474 725 545 2,229 5,973 

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 
 

Note: Patients are given a ‘ticket’ for their return appointment with a target date. The 
appointment itself should be in a window within a tolerance of 5% before the target 
date (the earliest date) and 15% after the target date (the latest date). The term 
‘before latest date’ is a reference to the latest date of the window as previously 
described. 0-6 weeks and beyond refer to those waiting in excess of the latest date 
of the tolerance window.   
 
The number of return out-patient appointments are steadily increasing month on 
month, potentially creating a greater challenge in reducing the number of ‘beyond 
latest date’ patients. Ophthalmology, Urology and Cardiology continue to be the 
three specialties with the greatest number of appointments being out-with the 12 
week wait time.  
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Ophthalmology has seen a rise in appointments falling out with the 12 week waiting 
time. As noted last month, a Project Manager commenced in April; their remit will be 
to focus on the Ophthalmology service redesign plans and the highest volume 
conditions. Training with nursing staff has commenced to facilitate the scheduling of 
additional injection clinics. There is also a plan to utilise virtual clinics to relieve 
pressure on the consultant led clinics. 
 
The Urology specialty continues to experience staffing pressures.. An external 
review has been undertaken of the service and it is hoped that the actions resulting 
from this review will inform service improvement. It is anticipated that there will be a 
feedback session on the review during May. 
 
Return out-patient appointments waiting ‘beyond latest date’ within the Cardiology 
specialty has increased from March to April. Difficulty in securing short term locum 
cover has impacted on the clinical workload of the team however, this should be 
remedied from the end of May onwards. Workshops within the Cardiology speciality 
are taking place with all members of the clinical team, with a view to informing and 
reducing the overall waiting list. 
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4. Conclusions 

 
The NHS Board is asked to discuss and note the contents of this report.  
 
In-patient/ Day-case TTG 
The month of April saw continued bed pressures, resulting in a further drop in the 
performance of TTG.  
 
Out-patient 12 Week 
Out-patient 12 week performance has dropped from the 95% target that was 
reached last month.  
 
Diagnostics 
Unexpected leave, alongside continually high referrals, has resulted in the diagnostic 
service having capacity issues; this is reflected by the fall in performance against the 
4 week internal target.  
 
Cancer Treatment 
Performance for the 31 day target has remained at 100% for the fourth month in a 
row. Performance for the 62 day target has slipped to 94.6% due to bed pressures 
described alongside capacity issues within diagnostics.  
 
18 Week Referral to Treatment  
Linkage of pathways across the 18 week RTT remains high at 96.6%, however, the 
performance against this has dropped; this is due to the performance within the TTG 
standard.  
 
Emergency Department  
Performance against the 4 hour target has improved to 95.6% in March, an increase 
from 94.2%. Although there was a reduction in attendances, the general trend is up 
from month on year. 
 
Delayed Discharge 
The number of bed days lost to delayed discharge increased during April; further 
steps are being implemented to address this situation. 
  
AHP MSK 
Extra capacity within a specialty is anticipated to improve the MSK 4 week 
performance. 
 
Elective Cancellations 
The number of cancelled procedures dropped this month however, capacity issues 
remain a problem. Work is ongoing to improve the flow and reduce the number of 
cancelled procedures. 
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Appendix 1 – Waiting Times Position at End April 2016 

 
In-patients / Day Cases treated - in month calculation 
 

Specialty 0-6 
Weeks 

6-9 
Weeks 

9-12 
Weeks 

12+ 
Weeks 

Total 

General Surgery 66 22 63 37 188 

Orthopaedics 18 31 80 30 159 

Oral - MaxFac 23 7 30 30 90 

Ophthalmology 59 34 70 12 175 

Ear Nose & Throat 13 5 18 7 43 

Urology 21 5 32 5 63 

Vascular Surgery 8 3 4 1 16 

General Medicine 1 1 0 0 2 

Community Dental 3 4 9 0 16 

Gastro-Enterology 3 0 0 0 3 

Anaesthetics 4 0 7 0 11 

Medical Paediatrics 4 4 0 0 8 

Haematology 8 0 0 0 8 

Cardiology 9 2 0 0 11 

Respiratory Medicine 16 0 1 0 17 

Gynaecology 25 8 12 0 45 

Total 281 126 326 122 855 

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

Description 0-4 Weeks 4+ Weeks Total 

Magnetic Resonance Imaging 288 92 380 

Non-obstetric Ultrasound 583 75 658 

Cystoscopy 115 31 146 

Colonoscopy 150 27 177 

Endoscopy 173 25 198 

Flexible Sigmoidoscopy 31 3 34 

Computer Tomography 294 1 295 

Total 1634 254 1888 

 
National 6 Week Target 
 

Description 0-6 Weeks 6+ Weeks Total 

Magnetic Resonance Imaging 362 18 380 

Cystoscopy 134 12 146 

Non-obstetric Ultrasound 648 10 658 

Endoscopy 193 5 198 

Colonoscopy 175 2 177 

Flexible Sigmoidoscopy 34 0 34 

Computer Tomography 295 0 295 

Total 1841 47 1888 
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New Outpatient (Consultant-Led) waiting list analysis – at month end 
 

Specialty 0-6 
Weeks 

6-9 
Weeks 

9-12 
Weeks 

12+ 
Weeks 

Total 

Neurology 98 42 36 77 253 

GastroEnterology 149 64 47 77 337 

Orthopaedics 716 310 165 76 1267 

Rheumatology 124 41 51 42 258 

General Surgery 437 91 49 41 618 

Orthodontics 43 29 25 29 126 

Cardiology 241 55 61 24 381 

Anaesthetics 68 23 12 22 125 

Medical Paediatrics 148 36 11 16 211 

Ophthalmology 392 122 33 14 561 

Gynaecology 267 41 18 10 336 

Ear Nose & Throat 415 148 61 10 634 

Endocrinology 28 16 3 6 53 

General Surgery (Excl.Vascular) 0 0 0 1 1 

Endocrinology & Diabetes 23 1 0 1 25 

Diabetes 31 3 1 1 36 

Palliative Medicine 41 4 0 1 46 

General Medicine 43 9 1 1 54 

Geriatric medicine 44 8 7 1 60 

Urology 147 54 58 1 260 

Dermatology 306 89 53 1 449 

Communicable Diseases 1 0 0 0 1 

Rehabilitation Medicine 11 1 0 0 12 

Haematology 12 2 0 0 14 

Clinical Oncology 14 2 0 0 16 

Clinical Chemistry 17 3 1 0 21 

Nephrology 17 3 0 0 20 

Respiratory Medicine 55 5 0 0 60 

Vascular Surgery 74 20 2 0 96 

Oral - MaxFac 240 49 14 0 303 

Total 4202 1271 709 452 6634 

 
 
 
 
 
 
 
 
 
 
 
 
 
 



NOT  PROTECTIVELY  MARKED 
Page 27 of 28 

Appendix 2 - Out-patient Return Appointments (Dr. Led) waiting list 

 
Based on April 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 226 627 249 211 828 1,915 

Urology 126 223 88 82 530 923 

Cardiology 295 145 46 46 376 613 

Orthodontics 52 87 56 42 181 366 

Ear Nose & 
Throat 

162 181 61 41 61 344 

General 
Medicine 

42 80 32 22 146 280 

Gastro-
Enterology 

70 108 43 18 84 253 

General 
Psychiatry 
(Mental Health) 

0 41 26 25 154 246 

Diabetes 77 47 21 21 107 196 

Medical 
Paediatrics 

94 75 33 22 51 181 

Respiratory 
Medicine 

81 98 30 6 18 152 

Psychiatry of 
Old Age 

0 22 9 3 109 143 

General 
Surgery 

60 45 22 18 57 142 

Endocrinology 41 79 21 10 20 130 

Orthopaedics 42 50 31 9 20 110 

Child Psychiatry 5 52 13 0 18 83 

Rheumatology 38 66 7 2 6 81 

Neurology 56 41 6 2 21 70 

Dermatology 36 36 2 2 6 46 

Anaesthetics 0 19 0 0 8 27 

Gynaecology 35 11 0 1 12 24 

Nephrology 1 9 6 2 2 19 

Geriatric 
medicine 

21 14 1 0 2 17 

Endocrinology 
& Diabetes 

4 9 2 1 3 15 

Haematology 9 11 0 2 2 15 

Vascular 
Surgery 

9 6 2 2 3 13 

Learning 
Disability 

0 0 0 0 9 9 
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Clinical 
Oncology 

2 3 2 0 2 7 

Oral - MaxFac 3 5 1 0 1 7 

Obstetrics 
Antenatal 

0 0 0 0 6 6 

Clinical 
Psychology 

0 0 0 0 5 5 

Adolescent  
Psychiatry 

0 3 2 0 0 5 

Orthoptists 5 4 0 0 0 4 

Obstetrics 0 0 1 0 0 1 

Total 1,592 2,197 813 590 2,848 6,448 

 
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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2016/17 Final Local Delivery Plan (LDP) Submission 
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Sponsoring Director: 
Julie White 
Chief Operating Officer 
 

Date: 18th May 2016  
 

RECOMMENDATION 
 
The Board is asked to note the changes to the Local Delivery Plan for 2016-17 which 
has been submitted to Scottish Government for sign-off. 
 

 

CONTEXT 
 
Strategy / Policy:  
 
This is a covering paper which sets out the context and background for the 2016-17 
final LDP submission to Scottish Government. The LDP submission comprising of 
four sections follows after this paper. 
 
Organisational Context / Why is this paper important / Key messages: 
 
This year’s LDP has evolved from previous years, moving away from the emphasis 
of the achievement of LDP targets and standards into a more strategic document 
and taking on more of a narrative style. 
 
This year’s LDP has been developed in line with the Scottish Government Health 
Directorate (SGHD) Guidance of 13th January and 18th February 2016. The updated 
version attached has been revised, reflecting the comments and feedback from 
Scottish Government.  
 
The key changes to note are as follows: 
 
Improvement Priorities 
 
Health Inequalities & Prevention: 
 
Further covering text has been included within the Health Inequalities and Prevention 
priority detailing how drug and alcohol prevention will be supported by the Board. 
 
 
 

Agenda Item 47 



NOT  PROTECTIVELY  MARKED 
Page 2 of 4 

 
Antenatal & Early Years Improvement Priorities: 
 

The following information and statements have been made within the revised version 
as suggested by Scottish Government. 
 

- A clear statement that the Board will meet its named person duties under the 
2014 Act, with respect to the health visitor numbers required and the 
appropriate training to enable them to carry out the duties. 
 

- A clear statement that the Board will meet its child’s plan duties under the 
2014 Act. 
 

- More detail on the board’s plans to raise awareness of the 2014 Act duties 
among all staff. 
 

- More detail on how the board’s information sharing processes, systems and 
protocols will be changed to facilitate 2014 Act duties. 

 
Safe Care: 
 
Further detail surrounding the progress that has been made in reducing stillbirth and 
PPH by the Board has been included within the Safe Care priority. This reflects the 
progress made including examples of processes and sessions provided by the 
specialties. 
 
Scheduled Care: 
 
The LDP was updated by the General Manager for the new build; the update 
provides further information on the progress towards the new hospital. The update 
included a timeframe for the completion of the programme structure of the Tests of 
Change that will be required for the move. 
 
Further to this priority, the Assistant General Manager for Medicine provided 
supporting work in regards to the work being completed with national colleagues 
around hospital flow and the out-patients department. 
 
Workforce: 
 

Scottish Government enquired with regards to the plan surrounding the Everyone 
Matters Implementation Plan’s priorities for Healthy Organisational Culture and 
Effective Leadership Management.  
 
The Workforce Director provided assurance that the action plan surrounding 
Everyone Matters is embedded within the Staff Governance Action Plan, with further 
developments being made in line with Scottish Government timescales.  
 
Further information was provided by the Medical Director surrounding workforce 
challenges within cottage hospitals and HMP Dumfries. 
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Mental Health: 
 
Acknowledgement of additional funding to both CAMHS and Psychological Services. 
 
LDP Standards 
 

IVF Treatment Times: 
 
Update to the narrative surrounding IVF Treatment times for the Board. 
 

 

GLOSSARY OF TERMS 
 
NHS - National Health Service 
HEAT - Health Improvement, Efficiency, Access and Treatment Quality 
LDP - Local Delivery Plan 
SIMD - Scottish Index of Multiple Deprivation 
CAMHS - Child and Adolescent Mental Health Services 
A&E - Accident & Emergency Department 
IVF - In Vitro Fertilisation 
CPP - Community Planning Partnership 
SIGN - Scottish Intercollegiate Guidelines Network 
MRSA - Methicillan-Resistant Staphylococcus Aureus 
ABI - Alcohol Brief Intervention 
ADP - Alcohol & Drugs Partnership 
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MONITORING FORM 
 

Policy / Strategy  Local Delivery Plan and LDP Standards 
 
 

Staffing Implications None 
 
 

Financial Implications Contained within separate LDP Finance Paper to 
Board 
 

Consultation / Consideration Across Board directorates 
 
 

Risk Assessment For initial Local Delivery Plan 
 
 

Sustainability See Financial Plan 
 

 

Compliance with Corporate 
Objectives 
 

Complies with 

 to deliver excellent care that is person-centred, 
safe, effective, efficient and reliable. 

 to reduce health inequalities across Dumfries 
and Galloway. 

 

Single Outcome Agreement 
(SOA) 

Not applicable 
 
 

Best Value Complies with key principles: 

 Commitment and leadership 

 Sound governance at a strategic, financial and 
operational level 

 Sound management of resources 

 Use of review and option appraisal 
 

Impact Assessment 
 
Not Required 
 
 

 



  

  

 
 

Local Delivery Plan 2016/17 
 

 

    Foreword from NHS Dumfries & Galloway Chief Executive, Jeff Ace 

This is NHS Dumfries & Galloway’s eleventh Local Delivery Plan (LDP), developed in 
line with the Scottish Government Health Directorate (SGHD) guidance of 13th January 
and 18th February 2016.  

 
The LDP is the delivery contract between SGHD and NHS Dumfries & Galloway. The 
2016/17 LDP is reflective of the Government’s national ambitions articulated in the 
2020 Vision for Health & Social Care in Scotland (May 2013), with a focus on 9 
Strategic Improvement Priority areas. It also provides details of on-going LDP 
Standards; it is underpinned by an associated Financial Plan and the local NHS 
contributions to Community Planning Partnerships in accordance with the Agreement 
on Joint Working on Community Planning and Resourcing. 

 
On 1st April 2016 responsibility for planning and delivery of health and adult social care 
services transferred formally to the new Integrated Joint Board partnership within 
Dumfries and Galloway. The NHS Board has delegated to the IJB delivery of a number 
of the Standards and Priorities outlined in this LDP but will retain ultimate accountability 
for performance. During 2016/17, the partnership will develop implementation plans for 
the 4 local delivery plans, which will set out how they will achieve the 9 national health 
and well-being outcomes, utilising the core suite of 23 indicators alongside a range of 
local and national performance indicators. This LDP will be used in conjunction with 
measures and indicators produced by the Integrated Joint Board to ensure that 
services within Dumfries and Galloway are delivered efficiently and to a high quality.   

 
Delivery of our LDP is also supported by a range of local service strategies and 
improvement plans, designed to ensure that we not only achieve the LDP Strategic 
Priorities and Standards, but also continue to deliver high quality, safe and effective 
care to the people of Dumfries & Galloway in line with the Government’s 2020 Vision 
for Health and Social Care in Scotland. 

  

Agenda Item 47 



  

The Board and IJB utilise risk management processes to ensure the greatest likelihood 
of success in delivering LDP trajectories. 2016/17 brings a substantial increase in 
financial risk to the Board due to our requirement to deliver around 5% (c £13M) of 
cash releasing efficiency savings to bridge the gap between funding growth and 
anticipated costs of service delivery. This savings target exceeds any previously 
delivered by NHS Dumfries & Galloway and, at time of writing, is substantially greater 
than the sum of efficiency savings identified. The Board will continue to make every 
effort to achieve its LDP standards and targets within this challenging financial context. 
 
Risks and Issues 

 

In developing this LDP, we have identified a number of risks and issues to delivery 
and have summarised these below. 

 

Targets and Standards 
 
Given the financial and service pressures across the system, it wil l be a will be a 
significant challenges to deliver all of the required targets in 2016/17. There are 
also a series of cost pressures related to delivering elective targets, most 
particularly workforce costs. Risks are captured within the LDP standards section of 
the LDP. 

 
Delayed Discharges   
 
The plan requires a major reduction in the current level of delayed discharges, 
including consistent delivery of the national targets to enable the acute sector to 
achieve the bed reductions included in the savings plan and improve unscheduled 
care. 

 
Service Change Proposals 
 
The plan includes a number of service change proposals which need to be 
delivered during 2016/17 to achieve in year balance and also proposals to be 
delivered from the start of 2016/17 to ensure that recurring balance is restored. If any 
of these changes are not able to be delivered then balance in 2016/17 is at risk and 
the financial challenge increases. 

 
While presenting this LDP as a statement of our aims and ambitions in relation to the 
Strategic Priorities and Standards, we are being prudent in highlighting areas where 
progress may be hampered by factors that are unknown at time of writing. 
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Section One: 

Improvement Priorities 
 

 
 

Action to address health improvement and reduce health inequalities is led by DG 
Health and Wellbeing on behalf of the Directorate of Public Health. 
 

Given the complex nature of improving the health and wellbeing of the whole population 
and reducing health inequalities, much of the work of DG Health and Wellbeing (a joint 
unit between the NHS and Council) is progressed in partnership, taking a life course 
approach. 
 

In progressing this work, the challenges faced are many and complex, requiring action 
across the NHS, social care system and in partnership with communities and society at 
large. In the last year the Directorate of Public Health, which takes a strategic lead role 
in improving population health and reducing health inequalities has revised its draft 
Strategic Framework to support focused activity across partners so that individual and 
community resilience for health and wellbeing is increased. The following priorities have 
been identified: 
 

 Strengthening community resilience 

 Strengthening individual resilience 

 Improving mental health and wellbeing 

 Improving physical activity 

 Promoting food and health 

 Creating environments supportive of health and wellbeing 
 

To support this work, Public Health have developed an Outcome Focussed Framework 
which identifies the actions being taken forward by DG Health and Wellbeing in 
partnership with key stakeholders. This framework identifies the long, medium and 
short term outcomes for this programme of work, and sets them against actions and 
performance indicators to provide a clear outline of the work being delivered. 
 

In addition, Public Health has led on the development of a Health Inequalities Action 
Framework. This is aimed at supporting all those involved in developing policies, 
guidelines, interventions, programmes and services by providing information and tools 
necessary to addressing inequalities. Its main aims are: 
 

 To establish a shared understanding across partners of the causes of health 
inequalities with reference to the wider inequalities within society 

 To support organisations and partnerships in identifying and agreeing the 
actions they can take to contribute reducing inequalities 

 To support the shift to prevention and early intervention rather than dealing with 
problems in health and social care after they have arisen 

 To ensure that policies tackle social, economic and environmental inequalities 

 To support action to prioritise disadvantaged groups and areas of deprivation 

 To provide tools to ensure that those planning, designing and implementing 
policies and interventions identify the impact of their work on inequalities (and 

1.  Health Inequalities and Prevention 



 

 
    

related health inequalities) and are able take action to eliminate these 
The NHS is also working with the Council to support the implementation of their Anti-
Poverty Strategy. This is being incorporated into the development of the Council’s Local 
Outcome Improvement Plan, and action will be supported through the joint work of DG 
Health and Wellbeing.  
 
The Alcohol and Drug Partnership’s involvement in prevention work includes funding 
part of Police Scotland’s Dumfries and Galloway Division’s Substance Misuse 
coordinator who provides input to local prevention work. This includes numerous 
educational inputs with schools, festival harm reduction initiatives, drink and drug 
awareness campaigns and New Psychoactive Substance awareness sessions for staff 
across a variety of sectors.  
 
Funding is also being provided to pilot peer naloxone training in two pharmacies in 
Dumfries and Gretna, to raise overdose awareness with clients accessing injecting 
equipment provision services and provide them with naloxone. 
 
Alcohol Brief Interventions (ABIs) continue to be delivered within hospitals, community 
settings and GP practices, albeit data collection can be sporadic. ABIs are not yet 
embedded in all settings and with current Board financial pressures future targets may 
be at risk. 
 
Some prevention initiatives will not be funded this year including taxi stewards, Alcohol 
Awareness Week and some Risky Behaviour work. 
 
During the next year a strategic action plan will be developed for the organisation to 
support action to reduce health inequalities across all functions and services of the 
NHS in Dumfries and Galloway. This is being supported by the NHS Board. This will 
link to Board procurement and employment policies. 
 
This work is aligned to a number of national and local policy drivers, including the 
recently published National Review of Public Health.  
 
Actions to reduce health inequalities also link closely with work on the Health Promoting 
Health Service (HPHS). Building on current HPHS actions, a number of areas have 
been identified as areas for development in 2016/17. These include: 
 

 Engagement with Managed Clinical Networks to embed HPHS within core 
practice 

 Development of physical health assessments within mental health settings 

 Development of a staff health and wellbeing action plan 

 Development of a local behaviour change policy setting out how NHS Dumfries 
and Galloway will support behaviour change in clinical settings. 

 
To progress the NHS corporate responsibility to address health inequalities, the plan 
over the next year is to agree actions to take forward implementation of the Strategic 
Framework for population health and wellbeing and reducing health inequalities. This 
will be progressed throughout the NHS Board, Integrated Joint Board and Community 
Planning Partnership. 
 
 



 

 
    

 
NHS Dumfries and Galloway has a strong Community Development Programme which 
is fundamental to our work in progressing community resilience. This programme is led 
by Public Health on behalf of the organisation and plans for the next financial year are 
to ensure that this programme supports the local action plans for building community 
resilience as part of health and social care integration.   
 
Supporting resilience and positive health behaviours across all life stages is a priority 
activity. Health and wellbeing priorities are: increasing physical activity levels, 
addressing food, health and overweight in the population and improving mental health 
and wellbeing. This work focuses on improving individual resilience, which in turn 
impacts on community resilience. 
 
In supporting activity to build individual resilience, plans are underway to take the 
learning from the local Keep Well Programme and Child Healthy Weight to develop 
service provision which is tailored to meet the needs of individuals and uses the 
evidence based approach of health coaching. Finalising these plans will be possible 
once the financial settlement from the Scottish Government for Health and Wellbeing is 
received along with the Outcome Focused Framework. 
It is expected that the priority areas identified for action across Dumfries and Galloway 
will be in line with the national priorities. 
 
Priorities for the population health and wellbeing programme led by Public Health are 
reported on a bi-monthly basis to the Public Health Committee that includes 
membership representation from the local authority. Actions are also identified in the 
local SOA (Local Outcome Improvement Plan Outcomes from April 2016) and progress 
reported to the Community and Customer Services Committee in the Council. Future 
governance arrangements will be reviewed in the next year in line with emerging 
structures for HSCI, Community Planning and NHS Board responsibilities. 
 

 
 

Key work continues to be taken forward following the Children’s Services Inspection in 
2014/15 with the focus being on Keeping Children Safe, Getting it Right for Every Child, 
Corporate Parenting and Early Years. 
 
The Children’s Services Executive Group (CSEG) is responsible for setting the 
strategic direction of change, monitoring progress and overseeing all programmes of 
work. All strategic groups report to the Children’s Services Executive Group with regard 
to performance and improvement. 
 
The current multi-agency Children’s Services Plan is an improvement plan based on 
the recommendations of the Joint Inspection of Children’s Services in 2014. The Early 
Years element of the plan is delivered through the Early Years Strategic Group. 
The main focus has been on the pre-birth to three years population and three main 
themes: 
 

 Vulnerability – implementation of vulnerability pathway 

 Parenting – provision of equitable wrap around support to vulnerable families 

 Communication needs of the child – in response to 27-30 month health visitor 
review 

2.  Antenatal and Early Years 



 

 
    

 
There are three improvement teams linked to the themes above and each team is using 
the Early Years Improvement Methodology to shape changes and monitor data. Local 
data is reviewed as it pertains to the stretch aims of the Early Years Collaborative.  
 
Activity has included: 
 

 Strategic Needs Assessment of pre-birth to three populations 

 Developing improvement expertise across years agencies 

 Implementation of vulnerable pathway 

 Agreeing and implementing core parenting interventions 

 Development of family Information Service 

 Investment in the development of family centres in five localities 

 Roll out of incredible years parenting groups 

 Promotion of positive mental health and the prevention of long term mental 
health difficulties 

 Focus on health promoting positive lifestyle behaviour with regard to obesity 

 Targeted and universal approaches to tackling children’s oral health 

 Implementation of new Health Visiting Pathway 
 
A workshop in December 2015 was facilitated by the Improvement Manager for the 
Development and Assurance Team and the new Chair of the Early Years Group with 
the focus remaining on recommendations from the Care Inspectorate, CPC 
Improvement plan and Early Years Collaborative stretch aims. The workshop has 
facilitated an emphasis on the need to focus on the most vulnerable children in order to 
prioritise improving outcomes for that identified group. 
 
Agreed Priority Actions for 2016/17 are: 
 

 Family and Parenting Support for the most Vulnerable Families 

 Focus on children on the Child Protection Register under one year old 
 
The agreed priority actions by the Early Years Group has resulted in an emphasis on 
the need to specifically focus on intensive parenting support to unborn babies and 
children under one year of age who’s names are on the Dumfries and Galloway Child 
Protection Register. 
 

Refreshed Health Visiting Pathway 
 

Capacity across the workforce will be reviewed on an on-going basis and the following 
actions are being progressed: 
 

Implementation of the Refreshed Universal Health Visiting Pathway: Pre Birth to Pre 
School is underway. Delivery of The Universal Health Visiting Pathway in Scotland 
(2015) has begun for women in the antenatal period whose babies will be born in spring 
2016. 
 

The Board will meet its named person duties under the Children & Young People 
(Scotland) Act 2014. In doing so, only staff employed in the role of the Health Visitor 
registered with the Nursing and Midwifery Council will be the Named Person for pre-



 

 
    

school children. A dedicated generic email address for each Health Visitor has been 
implemented to ensure clear and effective communication routes are available. 
In line with the implementation of the new pathway and the requirements of the Board 
to meet its named person duties under the Children & Young People (Scotland) Act 
2014, the baseline whole time equivalent number (WTE) of Health Visitors has grown, 
from 33.9 WTE in March 2014 to 37.24 in February 2016. At 1st April 2016 there is 0.8 
WTE health visiting vacancy. We are continuing to support the role of health visiting 
through the health visiting training programme and currently have two students who are 
expected to complete this programme in September 2016.  
 
Workforce planning has been undertaken with the existing workforce and, with a view 
to expected changes in the workforce from planned retirements, recruitment is 
underway to a further four student placements to commence the health visiting 
programme in September 2016. 
 
Workforce planning will be ongoing to ensure that the Board will continue to meet its 
duties with regard to both the implementation of the Refreshed Pathway and under the 
named person duties under the 2014 Act. However, the total allocation of additional 
funding from Scottish Government to grow the workforce to 44.41wte is not due to be 
reached until August 2018. Therefore, the Board can only be confident of its current 
position. The future number of health visitors is reliant on the continued additional 
support and funding from Scottish Government.  
 
Health Visitors are being supported to deliver the new Universal Pathway and their 
named person duties through training and development. Plans are in place for all 
Health Visitors to have completed the NHS Education for Scotland master classes by 
May 2016. 
 
The established multi-agency Children’s Services Learning and Development Group 
has developed the Dumfries & Galloway Children’s Services Learning and 
Development Core Competency Framework. One of the aims of the framework is to 
provide a tool which helps practitioners self-evaluate and identify the continuing 
professional development their training requires to undertake the Named Person and 
Lead Professional roles. A calendar of multi-agency training delivered locally is 
available for information. 
 
Continuing professional development is also delivered to all Health Visitors via single 
agency Development Days held quarterly within the Board. Plans are in place for all 
Health Visitors to receive an update from Speech & Language staff at the Development 
Day in June 2016.  
 
Work is underway to ensure that the Board will meet its child’s plan duties under the 
2014 Act: 
 

 All Health Visitors have attended Child’s Plan training 

 Child’s Plan training is available to all staff via the multi-agency training and 
development calendar 

 The Child’s Plan content is as specified by Scottish Government 

 There is assurance that Health Visitors are instigating Child’s Plans and Child’s 
Plan meetings 



 

 
    

 Other disciplines of staff are involved in multi-agency Child’s Plan meetings 

 Other disciplines of staff are acting as Lead Professional, although the numbers 
are currently very small 

 Audit of Child’s Plans instigated by Health Visitors for quantity and quality 
assurance is underway 

 Audit of numbers of Child’s Plans that Health Visitors are involved with partner 
agencies is underway 

 
Work is ongoing both within the Board to raise awareness of the 2014 Act duties 
among all staff via: 
 

 Regular Children’s Services Executive Group (CSEG) briefings to all staff 

 An established Getting It Right For Every Child (GIRFEC) Champions group with 
representation from all services within the Women, Children & Sexual Health 
Directorate, including a lead Pediatrician. The remit of the group includes 
communication to staff 

 The GIRFEC Implementation Officer available to all staff for information, 
updates, and to raise issues via an issues log 

 GIRFEC page on the staff intranet with information and links direct to the 2014 
Act via legislation.gov.uk page 

 GIRFEC page also links to the Local Authority web page with further information 
relating to GIRFEC and the multi-agency Learning & Development  calendar   

 
Partnership working in relation to Getting It Right For Every Child group is well 
established in Dumfries & Galloway. There is Board representation on the GIRFEC 
Leadership and Implementation Groups working with partners from Education, Police 
and Local Authority working together to implement the Children and Young People 
(Scotland) Act 2014 Revised Draft Statutory Guidance for Parts 4, 5 and 18 (Section 
96) (2015). These groups report directly to the Children’s Services Executive Group.  
 
The Board is changing and developing information systems and protocols to facilitate 
2014 Act duties including: 
 

 Information sharing ePortal within the Board.  A pilot of this, undertaken by 
Health Visitors is underway 

 All Health Visitors have moved to using ePens and eCasenote  

 Transition Pathway Named Midwife to Named Person (Health Visitor) - 
Handover Guidance has been developed and implemented from March 2016 

 Letter to GP’s to inform of the Named Person (Health Visitor) details has been 
developed and implemented from March 2016 

 Transition Pathway Named Person (Health Visitor) to Named Person 
(Education) was implemented in 2015.  Work is underway in 2016/17 with 
partners in Education to develop this further  

 Transition Pathway Named Person (HV) to Named Person (HV) when child 
moves are within Scotland is under review 

 Transition Pathway Named Person (HV) to Health Visitor when child moves 
outside of Scotland is under review 

 Multi-agency Named Person Service Information Leaflet has been developed by 
the GIRFEC Implementation Group and is distributed by Health Visitors at 
Primary Birth Visits 



 

 
    

 Existing multi-agency Information Sharing Practitioner Guidance will be reviewed 
by the GIRFEC Implementation Group in line with the final revised statutory 
guidance from Scottish Government 

 Creation of any new Information Sharing eProtocols in support required as a 
result of the requirements 

 Development of a multi-agency Single Point of Contact for Police and other well-
being concerns is underway 
 

NHS Dumfries & Galloway is also one of two early adopter sites in Scotland testing a 
revised model of School Nursing. This includes a national review of the role of the 
School Nurse and associated team, universal pathway, and all current and future 
education and career pathways. This work is being led by The School Nursing Steering 
Group, a sub group of the Children, Young People and Family Nursing Advisory Group.  
Testing of the revised model began on 1 November 2015 for a period of one year. 
 
NHS Dumfries & Galloway also has representation on the group leading on the review 
of the Community Children’s Nursing Service. This work is also being led by the 
Children, Young People and Family Nursing Advisory Group. 

  



 

 
    

 

 
 

Safe Care  
 
NHS Dumfries & Galloway continues to be an active participant in all of the Scottish 
Patient Safety Programmes:  
 

 Mental Health  

 Primary Care; including a new pilot in General Dental Practice 

 Acute Adult  

 Maternity & Children’s Quality Improvement Collaborative (Maternity, Neonates 
& Paediatrics)  

 
Executive Sponsor for the Safety Programmes is the Executive Nurse Director with 
programme support delivered by the Patient Safety & Improvement Team. Directorate 
Management Teams are responsible for delivery with Clinical Leads in place to provide 
on the ground leadership and direction.  
Our goals for 2016/17 include developing improvement capacity and capability across 
our programmes, to support local ownership of improvement goals and to share 
learning across each of our programmes. During 2016/17 we will increase our 
emphasis on cross system working to ensure that safety and the experience of care is 
improved across the patients’ journey. 
 

Progress has been made across each of the programmes during 2015/16: 
 

Acute Adult  
 

The overall aim of the Acute Adult Programme is to reduce avoidable mortality by 20% 
and harm as identified by the Patient Safety Indicator.  
 

Our HSMR (Hospital Standardised Mortality Ratio) for Dumfries & Galloway Royal 
Infirmary has reduced by 16.8% (based on July – Sept 15 data) with the Harm Indicator 
identifying that in excess of 99% of patients are discharged from DGRI free from harm 
as measured by SPSI3. 
 
To achieve this during 2015/16 we focused initially on the 9 Point of Care Priorities plus 
one local priority (clinical handover). This was reprioritised in year in recognition of local 
capacity issues to focus on: 
 

 Deteriorating Patients, including Sepsis 

 Pressure Ulcers  

 Venous Thromboembolism  

 Catheter Associated Urinary Tract Infection (CAUTI)  

 Falls with Harm  

 Safer Medicines  

 Clinical Handover  
 
With the exception of Clinical Handover these will remain our priorities for 2016/17. We 
will in addition scope how the improvements we are making within acute care might be 
tested within community settings e.g. pressure ulcer prevention, CAUTI prevention and 
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falls prevention. The work will initially involve one locality within the region. 
SPSP Primary Care  

 

Year 2 of our local Primary Care PSP commenced in September 2014 with 32 out of 34 
practices participating in the Local Enhanced Service for Medicines Reconciliation.  
 
Of the 70% of practices who submitted their data, all demonstrated improvement in 
practice processes with 70-80% of patients receiving all elements of the Medicines 
Reconciliation Bundle. 
 
The new Local Enhanced Service for High Risk Medications commenced in January 
2016. The focus is on high risk prescribing, specifically patients who are over 65 who 
receive the ‘triple whammy’ medication combination, and other combinations including 
Non Steroidal Anti Inflammatory Drugs (NSAIDS). 27 practices have signed up to 
participate. 
 
Local learning events continue to be run to support practices. 

 

SPSP MCQIC 
  
The aim for all strands of this programme is to reduce avoidable harm by 30% by 
March 2016 and to improve satisfaction with the care experience.  
 
Each of the three areas is at a different stage of maturity with Neonates being the most 
recent addition in May 2014. Progress has been made in formalising measurement 
systems and in developing improvement capability particularly within the Maternity 
stream that have benefitted from funding for a Maternity Champion. This will continue to 
be a focus for 2016/17. 
 
The Patient Safety & Improvement Team are working with the Women and Children’s 
Directorate to explore priorities for 2016/17 and how these might be supported. It is 
currently unclear whether the MCQIC programme will continue beyond March 2016, 
locally we will continue with priorities from 2015/16. 
 
Maternity have made significant progress in reducing the incidence of stillbirth and post 
partum haemorrhage (PPH). Work has been carried out to improve the guidance 
provided surrounding PPH, educating women of the dangers and the steps to take. The 
introduction of safety briefings, monitoring of CO levels and MEWS has reduced our 
incidences of PPH and stillbirth. Greater attendance at our Multiagency Clinics for 
vulnerable women is also a positive step towards the overall reduction of stillbirths and 
PPH.  
 
The Neonatal team have demonstrated a good level of compliance with PVC 
Management and the Gentamicin Bundle and have been working to improve person 
centred care. 
 
Our Paediatric team continues to focus on Paediatric Early Warning System and have 
supported testing of the National system, improving communication through Safety 
Briefs, medicines reconciliation and person centred care. 

  



 

 
    

 
 

Our partnership within Dumfries and Galloway is committed to delivering person 
centred care to everybody within our communities. In relation to older people standards 
and Health and Social Care Integration (HSCI) the board has been focusing on 
ensuring person centeredness is at the heart of our day to day business.  
 

One of the ways in which NHS D&G will fulfill its responsibilities is by contributing to the 
implementation of the Integration Joint Board (IJB) Participation and Engagement 
Strategy. The Strategy will engage people in our communities in a number of different 
ways and routes, providing a range of opportunities to express views and opinions on 
health and social care. In line with the NHS D&G adoption of the National Standards of 
Community Engagement, the IJB Strategy also promotes the Standards. This includes 
the ‘Feedback’ Standard which sets out how we will give feedback to respondents and 
the improvements made as a result of their contribution. 
 

One of the engagement routes to be used by NHS D&G, the IJB, the Council and other 
partners is the Dumfries and Galloway Public Involvement Panel (PIP). This is a 
network of people and organisations from across the region who have expressed an 
interest in participating in engagement activity about their public services. The PIP has 
a Steering Group that will coordinate planned engagement activity across all the 
partners, provide peer support for professionals and discuss feedback to improve the 
quality of engagement activity. NHS D&G will be represented on the Steering Group 
and has agreed to act as the coordinator for the PIP membership and also editor of the 
regular newsletter. NHS D&G therefore has a clear plan about how it interacts with 
local communities and communities of interest to ensure they have a strong voice 
within Dumfries and Galloway. 
 

Supporting the 5 ‘must do with me’ principles of care within Dumfries and Galloway is 
one that the partnership is committed to. Incorporating this into our patient records, 
documentation and mindset is currently being taken forward within all areas of the 
partnership. There are some inconsistencies in different areas and the partnership is 
currently reviewing the current records and processes that support this to ensure 
continuity and application is equal across the region. The inclusion of a specific section 
of the patient record asking ‘what matters to you?’ will assist to ensure that people are 
engaged on a personal level and will give them the opportunity and ability to shape and 
influence what their individual, social, psychological, physiological and physical needs 
are. This addition will aide the meeting of an individuals personal goal in improving or 
maintaining their health and wellbeing. Training in this area has been commenced and 
is an on-going area of interest within teams to embed it and ensure the person is at the 
centre of their care. Part of the training for staff is around ensuring the planning element 
of person centred care is fully explored with the individual. It is key that the plan is not 
recorded as a series of lists and we will work with our teams to ensure the care plan 
agreed will meet the individuals outcomes agreed by them and practitioners.  
 

We are proposing and undergoing testing with a variety of ways to support our ageing 
population, it is highlighted that visiting people can be difficult especially due to our rural 
geography. It is recognised that understanding the needs of people with dementia is a 
crucial role in their rehabilitation process. A significant part of that role is retaining 
consistency with surroundings and people when they are out of their own environment. 
Linking with ‘John’s Campaign’ we are working in improving the flexibility in visiting 
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times and duration. We are importantly working on our conversations with relatives and 
inviting them to inform us of how they wish to be involved in their relatives care and 
making that as convenient and easy as possible. 
 

Patient stories and feedback is the methodology we use to continually improve our 
services and environment. This is done with the aim of ensuring a positive, high quality 
experience for staff and patients. We are expanding the use of patient stories and 
utilising information and experiences provided through methods such as emotional 
touch pads to help inform our work going forward. This work and information has and is 
already helping with our design of services for the new hospital.  
 

A successful pilot was run that involved the presence of a Physiotherapist and 
Occupational Therapist being present at the Emergency Department (ED) and our 
Medical Admissions Unit (MAU). Acknowledging the successes of this model, the posts 
have been made permanent and will continue to develop in ensuring that individuals 
where possible will not have to be admitted to hospital and thus reducing their length of 
stay away from their own environment.  
 

We are currently working towards the inclusion of all of our AHP services booking 
processes to be part of Patient Focused Booking (PFB). We are currently working 
where appropriate, to have booking of clinics through PFB to ensure equity of access 
and timeous appointment booking for out-patient appointments. Whilst booking, we are 
following guidance around providing, where possible, individuals with appointments that 
are both reasonable and convenient. Improvement work within the AHP services have 
resulted in MSK (Musculoskeletal) services being the only board in Scotland adhering 
to the four week timescale of providing referral to first contact. Referral pathways have 
been improved to ensure the individual is seen by the right person at the right time. 
This work will continue into 2016/17 to further streamline the routes of referral to the 
most appropriate whilst acknowledging that patient safety and experience must not be 
compromised. Naturally this process will reach a saturation point and any further 
streamlining may be detrimental to the individuals journey and the individual 
themselves, we are aware that this is a risk that must be acknowledged and monitored.  
 

MSK services are working with NHS24 in triaging as many Musculoskeletal queries as 
possible, the helpline launched by NHS24 has aided the referral process and will, as 
knowledge of the service within our communities improves, reduce the number of visits 
to GPs and more importantly inappropriate referrals, overall resulting in a more person-
centred approach and better overall journey. Further to this podiatry services are 
working to introduce a self-referral pathway during 2016/17 which will negate the need 
for a GP referral. 
 

Further to last year’s development and trial of a greatly streamlined and responsive 
complaints process within the Acute and Diagnostic Services and Women’s and 
Childrens Service, adoption within health services in the community has taken place. It 
is hoped that complaints in any form are dealt with quicker, ensuring that contact is 
made with the complainant within three days. This facilitates a relationship centred 
approach to resolving the complaint at the earliest opportunity. Initial indications are 
good and work continues to ensure that cases with a greater deal of complexity are 
dealt with, within an acceptable and reasonable timescale that is both thorough and 
person centred. The Integration Joint Board will, during 2016/17, be discussing the 
procedural steps involved and the roles and responsibilities for an Integrated 
Complaints Management Framework. 



 

 
    

 

 
 

This section of the LDP is set out in the recommended way and provides a general 
overview of Primary Care within Dumfries and Galloway. It details the developments for 
the four sub-contractor groups, and the Out of Hours Services, the details of which will 
be under the 4 headings of: 
 

1. Leadership & Workforce 
2. Planning and Interfaces 
3. Technology and Data 
4. Contracts and Resources 

 
It is important however to describe the context within Dumfries and Galloway: We 
provide services to a population of approximately 148,000, dispersed widely throughout 
an extensive area, with only three settlements having a population of over 10,000 
people. 
 
We are in the process of a major hospital replacement, with the new Dumfries & 
Galloway Royal Infirmary due to be handed over in the autumn of next year. The new 
hospital will have slightly fewer beds than at present, and so, appreciating the 
increasing number of older (and isolated) people in our area, we have to change the 
ability of services in communities to provide health and social care to keep people out 
of hospital where possible, and to enable them to return home as soon as possible to 
an appropriately supported environment. This requirement, and the pressures on 
primary care, has led us to set up a multi-disciplinary Clinical Services Change 
Programme which will ensure that service change is progressed before the new 
hospital is opened. 
 
The Integration Joint Board formally undertook its role at the start of April, and it is seen 
to be unique in that a decision has been made to include all of acute services along 
with primary care and mental health. We believe that this will ensure the maintenance 
of good links between primary and secondary care, and it will be the setting for debate 
between acute and primary care regarding use of our resources – we believe firmly that 
we need to accelerate the transfer of resources to primary and social care in order to 
protect the current functioning of our acute services. 
 
Like all areas, the sustainability of many of our services is challenged by recruitment 
issues, especially, but not exclusively, in General Medical Practice. We have 34 
practices, and surveying them regularly regarding staffing issues, reveals that 4 
practices are at high risk of being unable to continue in their present form, and several 
others are under increased pressure as a result of longer-term vacancies. We have 
also had multiple vacancies in our GP training programme, and expect this to be a 
continuing problem in the medium term. 
 
The impact of failure to recruit GPs may be felt beyond practices, as we have 8 cottage 
hospitals that are provided with medical input by GPs, and have the GP input to the 
Prison Service within HMP Dumfries. It is likely that GP input to 2 of the cottage 
hospitals, and the Prison Service will not continue under the current arrangements. 
Although currently stable, we would, if unable to secure GP, look to provide cover from 
consultants in Care of the Elderly, though recognise the considerable difficulties in 
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recruiting Care of the Elderly Consultants. To complement our medical input, 
considerations are being made to the training and utilisation of Advanced Nurse 
Practitioners (ANPs).  Fortunately however, we seem to be able to maintain the GP Out 
of Hours service using a mix of local GPs, salaried doctors, locums, ANPs, and 
occasionally with support from extended scope community paramedics from the 
Scottish Ambulance Service – in that respect we are pre-empting the suggestions set 
out in Sir Lewis Ritchie’s review suggesting a greater breadth of professional input to 
our Out of Hours (OOH) services. 
 
1. General Medical Practice: 
 

i) Leadership and Workforce 
 
There have been significant changes as a result of the impending integration in that we 
have returned to a locality structure, with 4 localities (which are coterminous with social 
work locality teams) across Dumfries & Galloway. Meetings have taken place in all 
localities to ensure that GPs are able to influence locality plans, as well as seeking their 
support in implementing newer ways of working.  
 
Each locality will continue to have a GP clinical lead, who will work alongside a locality 
team including a nurse manager and social work manager, as well as the locality 
manager.  In addition to that locality structure, practices in Wigtownshire have shared 
the employment of a half time representative who will seek to elicit views from all 
practices, and ensure that they are fed back firmly to the locality and regional strategic 
planning processes. 
 
We have appointed a half-time Deputy Medical Director for Primary Care who will, as 
part of their remit lead the implementation of the new GMS contract and contribution to 
the Clinical Services Change Programme. They will also be the GP representative on 
the Integration Joint Board, as well as helping, with the Medical Director, enhance 
recruitment to this area, and seek to arrange support for practices that are challenged 
by recruitment difficulties. 
 
Our approach to the workforce problems in primary care is to start by enhancing 
recruitment. We have developed a recruitment website - 
www.dumfriesmedicalrecruitment.co.uk – and have assisted practices in recruitment 
drives in Holland and Southern Ireland. We continue to work to make our training 
scheme as attractive as possible: as a new initiative, we have forged links with the 
Falkland Islands, and will be arranging for GP registrars to prepare for work in remote 
and rural settings by having a placement in the Falklands as an option. We have also 
funded two rural fellow posts, which may also exercise the option to work in the 
Falklands – again attempting to appeal to doctors who wish to become remote and 
rural GPs – hopefully staying in Dumfries & Galloway after their year as a rural fellow. 
 
We recognise however that we will be unlikely to attract enough GPs to the area as a 
result of the national reduction in doctors entering GP training: We seek to build 
alternative capacity in primary care and will fund the training each year of at least 4 
nurses to become Advanced Nurse Practitioners in General Practice. In addition it is 
hoped that we will be able to fund minor illness training for practice nurses who will then 
be able to extend their role, and take some pressure off of doctors. 
 

http://www.dumfriesmedicalrecruitment.co.uk/


 

 
    

We have considered the development of clusters of practices, but as yet we have not, 
in this rural setting, been convinced of any service delivery benefits, though there seem 
to be benefits in the sharing of some tasks such as ANP training. 
 
Our experience tells us that small rural practices are becoming less attractive for new 
GPs – they are not attracted by the potential professional and social isolation. Some 
practical difficulties arise in small practices (Several of which have remote branch 
surgeries) such as difficulties in taking any annual leave due to the excessive 
challenges in recruiting locums. It is highly likely that there will be a significant reduction 
in the number of small rural practices, with larger practices more able to recruit and 
build a wider range of services. 
 
The Primary Care department has discussed the issue of Golden Hello inducement 
payments for first practice GPs, and we have maintained this across our region. 
 
We have a well developed prescribing support team which is able to support practices 
in cost-effective prescribing. They have been developing their roles in line with PfE and 
are now prescribers, and take on considerable work in polypharmacy reviews in order 
to ensure that the benefit/harm ratio is positive for all items prescribed. 
 
We recognise the experience of areas that have used Link Workers to help direct 
patients to community groups and patient groups that may support patients in 
increased self-management of their illnesses: We have invested in such staff; this role 
has been working well within two areas of our region and is looking at being extended 
to support the services within the localities to be joined up and more informed to make 
the right referral where appropriate. 

 
We note an invitation from CNO to become a trial area in relation to the Buurtzorg 
arrangements for district nursing (which was developed in the Netherlands). We hope 
to trial this working, which is framed around small autonomous teams reliant on 
professionalism to maintain standards and deliver high quality care: We feel that this 
will provide more prompt re-ablement, will enhance recruitment, and should increase 
the overall capacity in primary care – though not directly in General Practice, we 
anticipate benefits. 
 

ii) Planning and Interfaces: 
 
Like all areas, we have spent a considerable amount of time and effort in drafting an 
Integration Strategic Plan, which has then been widely consulted on across our region. 
The strategic plan was developed on the basis of a strategic needs assessment of the 
4 localities, and informed by public engagement which helped define what 
developments the communities wished for. 
 
The development of the Strategic Plan has also been assisted by increased 
understanding of the Integrated Resource Framework, which shows where resources 
have been used, and highlights where change might bring about better results for less 
resource usage. 
 
The regional Strategic Plan is supported by 4 locality plans which provide more detail 
about how the principles will be delivered on the ground.  The aims of all of the plans 
are to develop alternatives to admission where possible by identifying those at most 



 

 
    

risk and ensuring that they have appropriate current support, as well as developing 
plans to escalate care as required in the event of a deterioration or exacerbation of their 
long-term conditions or other problems. We also plan a major emphasis on supporting 
early discharge from hospital, recognising that a large number of beds are occupied by 
patients who are clinically ready to return home.  We recognise that for too many older 
persons we default to a medical solution to primarily social problems by admitting 
patients to hospital, whereas a proportion of admissions can be avoided by having in 
place, services that are flexible enough to provide rapid escalation of supportive social 
care – which may also include short-term admission to a care home (as has been 
successfully trialed in Dumfries & Galloway). 

 
The transfer of our NRAC share of the £250 million Government Funds has allowed us 
to support social services to provide a living wage to care staff from October, and we 
anticipate that there will be additionality in terms of greater access to care packages to 
allow early discharge. 
 
We have had a daily “huddle” within our hospital to update on bed occupancy, and to 
review discharge plans for the day. We have now set up a similar “huddle” in social and 
primary care services that communicates with the acute services huddle, and plans to 
draw patients out of the hospital and back to their homes with appropriate support. This 
will ensure that health and social services are working effectively at the interface 
between primary and secondary care. 
 
We have received notification of the Primary Care Transition Fund, and the Primary 
Care funding for Mental Health Services. A small group has been set up across the 
region consisting of GP leads and managers to determine how we will deploy these 
resources. The plans for the transition fund will focus primarily on building capacity in 
primary care – mainly by investing in ANP training. With the Mental Health Funding we 
plan to set up to relieve – with third sector organisations – the social isolation and 
loneliness that often leads to depression, and is often a consequence of long-term 
conditions forcing patients to withdraw from a participative role in communities. We 
believe that this pro-active approach will improve the experience patients have of long 
term conditions, as well as recognising that psycho-social support reduces progression 
as well as exacerbations. 
 

iii) Technology and Data: 
 
We have a number of plans - which follow on from last years work – to increase the use 
of technology in primary care. We have noted that the process of anticoagulant 
monitoring is a high risk area, and have arranged for a number of practices to trial point 
of care testing for INR monitoring, believing that this will improve safety and reduce 
workload. 
 
We have been conducting research on low cost telemonitoring for COPD (Chronic 
Obstructive Pulmonary Disease), with success that appears to be extremely cost-
effective overall: The monitoring is based on patient reported self-assessment using a 
simple pulse oximeter and thermometer and is demonstrating good results for a total 
investment of £30 per patient. 
 
 
 



 

 
    

A small number of practices have started improving patient access to services by using 
electronic ordering of prescriptions, and we plan to encourage this across a wider range 
of practices, along with a trial of appointment scheduling. 
 
Data will be needed to ensure that we have a focus on continuous improvement.  The 
Strategic Plan has developed integration performance standards which are designed to 
reflect patient outcomes rather than activity: the challenge in GP data is to develop 
measures of outcomes that are not bio-medical (as in QoF) but are validated measures 
of consequences for patients of treatment. We strongly believe that this requires 
national development. 
 
Working with the local social services, the Board has funded invites to all persons aged 
75 and over to have an assessment of telecare needs in their home. This has been a 
direct response to the relative low levels of provision of telecare in the region. 
 
All GP practices in the region have participated in an extensive study of the validity of 
urine HPV (Human Papilloma Virus) testing as an alternative to smear testing.  We 
have a vast amount of data that shows that a negative HPV test excludes the possibility 
of cervical cancer or pre-cancer, and this non-intrusive testing could form the basis of a 
completely redesigned screening service that could reduce inconvenience and 
discomfort for patients, save money, and probably increase participation rates so a 
greater number of patients take part in the testing. Again, we feel that this requires 
urgent national support – and decisions are required to be made in the future as historic 
HPV immunisation becomes more prevalent. 
 

iv) Contracts and resources: 
 
Within General Practice, the main changes relate to the abolition of QoF, and the 
advent of the new GMS contract. 
 
We are gearing up capacity – as described above – to implement the new contract, 
recognising that the last change to the GMS contract in 2004 required a considerable 
amount of effort and discussion to implement. This will be achieved by increased 
staffing within our Primary Care Development Department, and an Deputy Medical 
Director for Primary Care. 
 
We have decided to maintain our list of Enhanced Services for the time being. 
 
As described we have set up a region-wide group of managers and GPs to develop 
proposals for the Primary Care Transition funds, recognising that the imperative is to 
improve capacity within Primary Care. 
 
However much of our management of contracts will relate to the pressures being felt 
within practices to provide services: Several practices are considering dropping 
additional services, which, if not provided by practices will have to be delivered direct 
by Health Board services – which is likely to be more costly. Our aim therefore is to 
support practices to provide services as much as possible. 
 
In 2014 we negotiated a new contract for the provision of medical input to Cottage 
Hospitals which based payment on a mixture of patient payments along with an 
adjustment for occupancy and turnover, which was designed to reward efforts to allow 



 

 
    

early, supported, planned discharge of patients. This contract has become less 
rewarding for GPs, especially as the complexity of patients has increased and the time 
spent in the hospitals by GPs has increased.  This will be reviewed in the next few 
months, aiming to increase the attractiveness of the work, and possibly drawing other 
practices in to the work. It is likely that this will cost a significant resource – possibly 
£50 – £100,000 to maintain this level of input – a level of investment which may mean 
that alternative staffing by acute hospital staff becomes more cost-effective. 
 

We have a contract for the medical input to the prison in Dumfries. Currently this is held 
by a practice that is facing two resignations, and is unlikely to be able to recruit 
alternative doctors. The cost of re-letting the contract is likely to involve a significant 
increase in costs that will not be found within the envelope of costs that was transferred 
along with the responsibility for the provision of prison health services. 
 

2. Dental Services: 
 

i) Leadership and Workforce. 
 

We have developed a strong combined arrangement for the management and clinical 
leadership of primary care dental services. The management resources include a 
Director of Primary Care Dentistry (a dentist), our Public Health Consultant in Dentistry, 
the manager of the Primary Care Development department, and the manager of the 
salaried services. 
 

With input from the Dental Reference Service, we have an oversight group that sets 
clinical standards, and investigates and provides support when any quality issues 
become apparent, through a formal system designed to detect weaknesses before they 
become problems. This group has been able to provide assurance that dental 
standards are being maintained throughout Dumfries & Galloway, as well as 
overseeing the Dental Practice Inspection process and the listing of new dentists.  The 
dental management group works well with the Dental Advisory Committee, which 
meets on a two monthly basis. 
 

We have had a thorough review of our salaried dental services, which, after a long 
period of consultation with staff and patients, made recommendations to the board in 
October 2014. Many of the changes have now been progressed, but we have chosen 
to slow the closure of salaried services in two locations as a result of patient concerns, 
drawing up plans to meet their objections. It seems as if the review of salaried dental 
services has been an exemplar in terms of staff and patient engagement with the 
process throughout. 
 

ii) Planning and Interfaces: 
 

The main planning has been in relation to the reduction of salaried services now that 
we have adequate provision of NHS General Dental services across Dumfries & 
Galloway – as described above. 
 

We have also been carefully monitoring our progress in relation to fluoride varnish 
applications, and to nursery tooth brushing initiatives. These programmes are now both 
on track, and we have been pleased to see a steady improvement in the percentage of 
children without tooth decay through the NDIP (National Dental Inspection Programme) 
monitoring process. 



 

 
    

We continue to provide training in conjunction with the University of the Highlands, 
producing qualified dental therapists from our specially developed Dumfries Dental 
Centre. This building continues to provide training for dental students, dental nurses, 
GDP (General Dental Practitioners) trainees and dental therapists, as well as providing 
services for patients. 
 

The Emergency Dental Service is working satisfactorily operating chiefly from the 
Dumfries Dental Centre and Stranraer. 
 

We have had an orthodontic network across Primary and Secondary care that had 
worked well and allowed specialist treatment planning, with some treatment being 
carried out in primary care.  This has not been working satisfactorily recently, and an 
external review of Orthodontics has just been completed with a view to re-plan the 
clinical pathways and thresholds for secondary care referral. This is likely to be material 
in meeting treatment time targets by streaming demand to the most appropriate service 
provider. 
 

Our local OMFS consultant has moved to another area, and we are unable to recruit a 
replacement.  We are arranging a visiting service for specialist services from Glasgow, 
supported by an oral surgeon working in secondary care.  This has introduced a degree 
of complexity regarding referral pathways, and these will be developed, tested and 
communicated to primary care dentists to ensure appropriate referrals 
 

iii) Technology and Data: 
 

We continue to measure the effectiveness of our oral health programme, including the 
fluoride varnish application initiative, by the routine collection of data through the 
national NDIP process, with analysis of the gap between the most and least affluent 
schools to guide service focus. 
 

We will continue practice inspections to ensure that standards are being met. While we 
have a number of practices using local decontamination processes (which are 
inspected) we continue to provide CSSD services for salaried dental services, and for 
some contractors who work with Integrated Dental Holdings: This ensures compliance 
with the highest standards of decontamination. 
 

Particular attention has been paid recently to the IRMER (Ionising Radiation (Medical 
Exposure) Regulations) regulations relating to radiology, and we continue to check that 
dentists have appropriate levels of equipment, and that they are compliant with 
standard operating processes. 
 

The Dental Support and Patient Safety Group uses data from a wide range of sources 
to assure quality of care – including DRS reports, complaints, significant incidents, and 
prescribing data. 
 

iv) Contracts and Resources. 
 

We have plans to review the resource use that is used to meet targets now that the 
bundled approach for funding is in place. 
 

We do not have any contracts in place other than the national terms and conditions for 
General Dental Practitioners. 



 

 
    

3. Pharmacy: 
 

i) Leadership and Workforce: 
 
Leadership is provided by our Chief Pharmacist, working with our local Area Drug and 
Therapeutics Committee to establish local protocols on prescribing and dispensing, 
with some input from the Primary Care Development Department that oversees all 
payment to contractors. 
 
This is augmented by our team of prescribing advisors, who we have recently 
increased. As well as providing assistance to GPs to improve cost-effectiveness and 
safety, they produce a widely read prescribing newssheet every month – “Nostrum” 
which provides advice to all clinicians including pharmacists. 
 
Local pharmacists are being invited to attend locality meetings of the integrated 
structure, and we hope that this will lead to steadily improving relationships. 
 
We are not aware of significant workforce challenges in pharmacy across Dumfries & 
Galloway: There has been a slow uptake of independent prescribing amongst 
pharmacists, and the uptake of Chronic Medication Services has been slow, but we 
hope that a more integrated structure in each locality will encourage greater 
participation in more direct patient care. 
 

ii) Planning and Interfaces: 
 
As with all Boards, the steady rise in primary care prescribing costs remains a 
challenge to our ability to provide a full range of services. As a result we held a recent 
“Prescribing Summit” attended by pharmacists and GPs, as well as the prescribing 
support team, and our prescribing analyst. This has identified potential for increased 
cost effectiveness by reducing waste, by switching some medications and by increasing 
further generic prescribing. The most significant impact will, we believe, come from 
agreeing an area wide cessation of the pharmacy run ‘Managed Repeat Prescription 
Services’. This may cause some concern amongst patients in that they may feel 
inconvenienced, but we have identified considerable anecdotal evidence of excessive 
ordering. We are also aware of significant reductions in volume of prescriptions that 
occurred elsewhere following a ban on ‘Managed Repeat Systems’. We feel that the 
weaknesses in systems have led to some tensions in the interface between GPs and 
pharmacies, which we wish to improve. 
 
We have considerable pressure in general practices in relation to workload, with the 
result that polypharmacy reviews are not carried out in sufficient quantities to support 
patient safety or cost-effective prescribing. We have managed to provide pharmacy 
support to several practices to help with this task, with a focus particularly on care and 
nursing home patients. We follow the advice given in the polypharmacy review 
published last year by Scottish Government. 
 
We note the inherent conflict of interests in dispensing practices, and although our 
dispensing practices show a range of prescribing costs, we would like to see national 
work on an alternative contract for dispensing practices that isolates the cost of 
medications from the practice remuneration.   
 



 

 
    

iii) Technology and Data. 
 
We have the ability to access a great deal of prescribing data from the national 
PRISMS (Prescribing and Medicines) data: In order to make the best use of this data 
we have appointed an analyst who prepares reports on the data, along with 
recommendations on where to target efforts to improve the cost effectiveness of our 
prescribing. This informs, for example, targeted visits by the medical director or the 
locality clinical leads along with the chief pharmacist in order to reduce variation in 
prescribing. Prescribing savings have saved us annual sums of around £2 million, the 
main contributor to CRES savings across the Board, though this is becoming 
increasingly difficult to maintain. 
 
Dumfries & Galloway were the first Board to completely review and replace domiciliary 
oxygen supplies, tightening oxygen provision protocols, and transferring patients who 
required long-term oxygen to oxygen concentrators provided and maintained by Dolby: 
This use of improved technology has improved the service for patients, and has 
allowed considerable savings to be made. 
 

iv) Contracts and Resources. 
 
Our interactions with pharmacies are governed by the national contracts, and the 
resources used are governed by activity. 
 
We recognise the added value that can be provided to practices by the employment of 
pharmacists to work on all prescribing issues within practices, and have funded the 
part-time employment of pharmacists working in practices, using the resources 
supplied by Scottish Government. 
 
4. Optometry: 

 
We have probably not made as effective use as possible of high street optometrists in 
the provision of eye care to the population. 
 
We have agreed protocols on the referral of patients with cataracts – referred 
electronically to SCI gateway – to reduce the number of patients who are assessed in 
our hospital out-patient clinics and then decide not to proceed with cataract extraction. 
The guidance has also reduced the number of cataracts that are operated on, which 
has been an appropriate change as D&G was a significant outlier nationally in the age 
adjusted rate of cataract extraction. 
 
We have an ophthalmology department that is under considerable pressure, and so 
have arranged an external review to advise on ways in which we may become more 
efficient, and also more patient centred. The review has proposed a move to greater 
use of high street optometrists in the management of chronic glaucoma, and we will 
plan to develop a glaucoma service that follows the lead set by Grampian in engaging 
optometrists in the follow-up of chronic stable glaucoma. 

  



 

 
    

5. Out of Hours Service: 
 

Despite the pressures on GP recruitment, we have managed to maintain staffing of the 
Out of Hours service, making good use of general practitioner input, doctors who have 
recently retired from practice, salaried doctors, GP trainees and more recently 
Advanced Nurse Practitioners. Although not used on a regular basis, we have also 
utilised community paramedics in the west of the region at times of particular pressure. 
 
We have improved the relationship between ED (Emergency Department) and out of 
hours so that both services will assist the other in dealing with surges of demand, and 
referring patients round if it seems more appropriate. This has been facilitated by 
having our two main Primary Care Emergency Centres co-located with the ED 
departments. This model will be replicated in our new hospital, with sharing of some 
common facilities such as reception staff. 
 
Access to KIS and ePCS has been helpful, and has increased, and allows doctors to 
overcome the communication challenges that would otherwise occur. 
 
The GP clinical lead has an organised programme of teaching, and ensures that a 
proportion of records are reviewed in order to assure quality standards are maintained. 
 
We are changing the process of discharge letters from the hospital so that staff from 
the OOHs service get feedback in relation to the patients they have admitted – an 
important issue in on-going development of the service. 
 
Summary: 
 
Dumfries & Galloway, a large rural area, relies on high quality provision of GP services 
to maintain an effective and cost-effective health system. We recognise however that 
the system is extremely challenged by the changing demographics, workforce 
pressures and financial constraints. We will work hard in the next year to improve 
recruitment, although recognise that in the current market it will not be possible to fill all 
vacant posts, and so will seek to urgently build capacity by the training of Advanced 
Nurse Practitioners, as well as employing pharmacists within practices to improve 
prescribing and take some workload from GPs. We recognise that integration and 
increased resources in social care will, if properly managed, allow us to prevent some 
admissions, and reduce discharge delay – a pre-requisite to more selectively investing 
in primary and community care. 
 
This will be delivered by the locality structures working with the acute led Clinical 
Services Change Programme, supported by data from, amongst other sources, the 
Integrated Resource Framework, and our own Needs Assessment.  

 
 
 
 
 
 
 
 
 



 

 
    

 

 
 
Integrating health and social care for all adults in Dumfries and Galloway continues to 
progress. Delivering the nine national health and wellbeing outcomes remains our focus 
for integration and ensuring our partnership delivers the best for individuals in Dumfries 
and Galloway. Dumfries and Galloway is in a unique position due to the amount of 
resource being delegated to the Integration Joint Board. It is expected that this 
delegation will allow the opportunity to appraise services in a way which gains best 
possible quality and efficiency for the people of Dumfries and Galloway. 
 
Engaging a wide range of people and communities has been critical to the integration 
agenda. For this, our aims have been to:  
 

 Provide people with as much opportunity as possible to help shape the future of 
health and social care;  

 Ensure people remain well informed and are aware regarding ongoing planning 
and development in the region. 

 
A full statement of consultation laying out all of the detail on this engagement activity 
will be published at the same time as our strategic plan on 1st April 2016. 
 
Whilst this engagement will remain an essential element of an iterative process of 
strategic commissioning, our engagement work to date has culminated in what is now, 
the first integrated strategic plan for health and social care in the region and a locality 
plan for each of the four localities.  
 
To support these documents going forward, our strategic framework contains other 
core strategic documents. These are the strategic needs assessment, finance plan, 
market facilitation plan and performance management framework. 
 
In addition, an Integration Joint Board Participation, Engagement strategy and 
Integrated Equalities Outcomes Framework document have also been developed. 
 
The main areas of focus contained within the strategic plan are: 
 

 Enabling people to have more choice and control 

 Supporting carers  

 Developing and strengthening communities 

 Making the most of wellbeing  

 Maintaining safe, high-quality care and protecting vulnerable adults 

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

 Integrated ways of working 

 Reducing health inequalities 

 Working efficiently and effectively 

 Making the best use of technology 
 
The Integration Joint Board has made a number of commitments against each of these 
key areas of focus. Progress towards achieving each of these commitments will form 
part of the performance management of the strategic plan. 
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As part of Health and Social Care Integration a ‘cultural diagnostic survey’ has been 
undertaken to help us develop a much greater understanding of the different cultures 
that currently exist across the partnership organisations; public sector, third sector and 
independent sector; and what we need to do to move towards our ideal culture. The 
data from the surveys is currently being collated and converted into reports which will 
be available in late May. These reports will be made available and used to develop 
delivery action plans based on the outcomes. All partner organisations have staff 
accredited to interpret the reports and provide support in planning for the ideal culture.  
 
Work is ongoing to ensure that clear governance arrangements for the new Integration 
Joint Board are in place and effectively communicated. In addition to the strategic 
bodies in the integrated structure, four new locality groups have been identified to take 
forward operational and developmental priorities at a tactical and operational level. 
Public and community engagement and involvement is central to our localities and the 
Participation & Engagement Group will ensure that the voice and ideas of our 
communities are captured and used to develop services. Steering groups have been 
established to take forward identified integration priorities at a tactical and operational 
level. 
 
Through the life of this local delivery plan, we will develop a clear process for ‘review 
and revision’ of our strategic plans against the national health and well-being outcomes, 
core suite of indicators and delivery principles. This process will reflect the requirement 
to undergo this process at least 3 yearly. 
 
Through our Performance Management Workstream further work in 2016/17 will be 
undertaken to identify and align the measurement of both the strategic and local plans 
to the national outcomes and core suite of indicators alongside other national and local 
standards/targets that we currently collect. There is an acknowledgement that there will 
be areas where-by we do not currently collect measures and indicators that effectively 
monitor areas we wish. In response to this we will need to work with our teams to 
identify further robust indicators and measures as part of our performance management 
framework, to ensure we are delivering services effectively to individuals. It is 
envisaged that these will be used at both an operational level within the management 
groups to inform performance of each locality and at an aggregate level for the 
Integration Joint Board. 
 

 
 
Dumfries and Galloway is working towards opening our new District General Hospital in 
December 2017. The Clinical and Service Change Programme has been established to 
support the development and implementation of new models of care and ways of 
working for our new hospital and our community services.  
 
This programme will support the process of transition of services and staff, ensuring 
that they are fully prepared for the move to the new hospital in December 2017. This is 
also intended to be a pro-active approach to altering our current ways of working due to 
the increased demand on our health and social care system. The increase in demands 
placed upon our system is as a result of changing demographics (in particular the rise 
in the over 75 and over 85 population) and changes in the pattern of clinical need in 
Dumfries and Galloway. This, coupled with a reduction in the working age population 
(which will potentially impact on availability of workforce), means that we must develop 
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new ways of working for the future. Colleagues across the health and social care sector 
are involved in the delivery and development of services. The work undertaken will be 
aligned with the National Scheduled Care Programme (sustainability) to ensure a 
focused and strategic approach is taken.  
 

To ensure the transformation change occurs, the change programme is supporting the 
development and implementation of new models of care and new ways of working for 
our new hospital and links with our colleagues within community and social work 
services. The programme will ensure that a joined up approach is taken between the 
new hospital project and Health and Social Care Integration to ensure delivery of the 
necessary changes across the system. 
 

The Change Programme is now underway and involves clinical and non-clinical 
workgroups taking forward, for example the development and implementation of new 
models of care in the Combined Critical Care Unit and the Emergency Care Centre (i.e. 
Combined Assessment Unit, Emergency Department, Out of Hours). Also being taken 
forward are the introduction of new ward profiles; improved patient pathways; 
introduction of integrated teams; changes in communication and links with our cottage 
hospitals. Work is ongoing in developing a programme for the implementation of the 
tests of change which will require to be carried out, particularly given the new models of 
care/profiles planned for these areas. This will be produced by June 2016, and will 
include a timeframe which is important, given that these tests of change will need to be 
completed and embedded well in advance of migration to the new hospital.     

 

Understanding our flow into and out of our hospital and wider community is an area that 
will be continually reviewed. Identifying the difference between the actual flow of 
individuals against our proposed flow will be assessed to ensure that we are predicting 
the movement efficiently. This work is part of the National Flow Variability workstream, 
previously ScotPFA from QuEST. Through analysis of data and agreement with the 
wider acute team, NHS Dumfries & Galloway are taking forward the programme of work 
around the medical in-patient flow analysis. The team will focus on Dynamic Discharge 
including; ward huddles; checklists; and Estimated Date of Discharge (EDD) for all 
patients. 
 

Room Scheduling is a key process within our scheduled care pathway. We are piloting 
an electronic system which identifies utilisation across the clinic setting. The pilot 
currently running is anticipated to be implemented across further areas to ensure that 
work timetabling within clinics is as efficient as possible. This is aligned to the 
scheduled rotas to increase utilisation of timetables and the process of scheduled care. 
Early indications are that this process has identified more effective and efficient working 
patterns. Ultimately the expected outcome will be to reduce unnecessary out of core 
hour clinics within the areas this is being piloted. Further to this we are scoping an 
electronic booking system which will link clinic booking processes with waiting time 
lists, in a bid to improve our waiting list management. 
 

Further collaboration with national colleagues is being undertaken within NHS Dumfries 
and Galloway through the national Developing Out-patient Integration Together (DOIT) 
Programme. Through the programme there is a focus on areas including:  
- Technology and workforce enabled models 
- Integrated working and whole system pathways 
- Improving the quality and use of data nationally and locally 
- Implementing what we know works 



 

 
    

Through the programme there is a national focus around Dermatology and 
Gastroenterology, with the ability for local Boards to include further specialties in the 
programme.  As a team it was decided that Neurology and Ophthalmology would also 
be included in the programme. 
 
Within our theatres there has been a review of all theatre efficiency programs to re-
align current workloads. During 2016/17 we are undertaking scoping work around 
specialty utilisation and repatriation of external cases within our scheduled elective 
activity. There is work going forward in identifying and defining cost implications and 
potential cost savings with repatriation of certain cases.  
 
A full staffing review is being undertaken with the review of staff roles and 
responsibilities. In light of the move to the new hospital, roles and responsibilities may 
change within certain areas. This Change Programme will also include additional staff 
training and education to undertake these new roles. The training programmes 
provided will ensure our staff have the right skills, in the right place and at the right 
time. The increasing financial challenges will make ongoing delivery of targets more 
difficult given the level of non recurring financial support the Board has previously 
invested in delivery of targets. 
 
Pre-assessment processes are being reviewed and additional protocols developed to 
reduce the individuals’ journey. A more streamlined patient pathway will ensure that the 
individual is being treated where appropriate, at the earliest possible time. Work is 
being undertaken to ensure individuals wherever possible, are not brought into hospital 
before they are required, this will provide both increased capacity and decreased 
patient length of stay. This is particularly important in ensuring individuals are within 
their own environment for as long as possible, decreasing the possibility of extended or 
unnecessary periods of stay. 
 

 

 
Following the release of the 6 Essential Actions to Improving Unscheduled Care, NHS 
Dumfries and Galloway are supporting the continuation of sharing best practice and 
engaging all partners; both locally and nationally. Further to the 6 Essential Actions, 
work is ongoing to align the work plan around the allocation noted within the letter 
received on the 4th of May 2016. 
 
Clinically focused and empowered management: 

 

Within our Acute Services we have clear site management which includes a tripartite 
arrangement between General Management, Medical Management and Nurse 
Management at both senior and specialty levels.  
 
We currently have capacity management in place across 24 hours per day and seven 
days per week. Dumfries and Galloway Royal Infirmary (DGRI) and the Galloway 
Community Hospital (GCH) have established whole hospital huddles, chaired by a 
member of the senior leadership team or senior nurse. These huddles provide an up to 
date situation within the hospital (utilising predictions for admissions for both elective 
and emergency admissions in DGRI) and allows any developing or imminent concerns 
to be addressed. At the end of the morning huddle there is a debrief session where any 
potential issues regarding flow or safety from the previous day are identified and, where 
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necessary, action plans developed to resolve and manage issues. Both debriefs are 
noted and widely distributed. 
We are currently working with community colleagues around replication of a similar 
process across the cottage hospital bed base and the potential for a link around whole 
system bed capacity. This began testing in January 2016 and we are currently 
undertaking PDSA cycles to ensure both the community huddle and the whole system 
flow discussion add maximal impact. 
 
A Capacity Management Escalation Policy has been developed and agreed across 
Acute, Community, Scottish Ambulance and Social Work Services. This has been 
tested and refined upon several occasions and will continually be utilised and updated 
where required throughout 2016/17. 
 
In the light of newly published guidance around escalation plan and triggers for the 
Emergency Department (ED) and the Acute Medicine Unit (AMU) we are reviewing our 
guidance to incorporate and utilise this new evidence.  
 
Capacity and Patient Flow 
 
Effective patient flow within Acute Services is dependent upon effective flow throughout 
the health care system and ensuring adequate capacity, efficient processes and robust 
transfer and discharge agreements. We are currently revising the Dumfries and 
Galloway Partnership ‘Admission, Transfer and Effective Discharge of Patients’ policy. 
 
During the coming year we plan on exploring mechanisms to ensure that wherever 
possible we are able to capture capacity within the partnership as a whole. Bed 
capacity within the NHS system is made visible by a three times daily email distributed 
widely across management and clinical communities within our acute and community 
services; this includes commissioning, Scottish Ambulance Services and STARS.  
 
DGRI has committed to working with the Whole System Flow Programme and the 
Scottish Patient Flow Analysis to explore our patient flow with the intention to identify a 
potential improvement programme to reduce artificial variation and improve flow and 
overall patient experience. Working with QuEST (Quality and Efficiency Support Team) 
and IHI (Institute for Healthcare Improvement) we are currently planning an 
improvement programme for 2016/17 within the medical flow of patients. 
 
Managing the patient journey rather than bed management 
 
Electronic capture of progress within the patient journey is now embedded in the wards 
via whiteboards and cortex allowing the ability to identify, at a glance, individuals who 
are nearing discharge readiness. The nurse management team will work with the ward 
teams over the next few months to refine the ‘ward huddle’ script with a focus on 
ensuring that the patient’s journey is progressing and that plans for discharge are being 
put in place in a timely manner. Further to this work, the criteria surrounding such 
Admission, Discharge, Transfer (ADT) will be reviewed to ensure the patients journey is 
safe and efficient during there stay and beyond. This work as part of the Unscheduled 
Care, is also being aligned to the ScotPFA project being utilised. 
 
 
 



 

 
    

Following a successful test of change, Patient Flow Coordinators have now been made 
permanent. The role of the Patient Flow Coordinator, within DGRI, is to manage the 
flow of complex individuals through their journey, ensuring that each individual is on the 
correct pathway. A test of a similar model commenced in January 2016 within Nithsdale 
and Annandale and Eskdale, with early indications that this is being successful in 
identifying potential care package opportunities and thus supporting individuals to 
return to the community smoothly. Further to this, flow co-coordinators across the 
Wigtownshire and Stewartry are being explored to link the whole region and will provide 
additional support in ensuring that where appropriate, an individual is returned home, or 
to a homely setting as quickly as possible. 
 
Medical and Surgical Processes Arranged to Improve Patient Flow through the 
Unscheduled Care Pathway 
 
Medical and surgical processes designed to pull patients from the ED 
 
Within the AMU we are currently testing models of ambulatory care where patients, 
otherwise destined for admission, are being supported by the Consultant and Advanced 
Nurse Practitioner to receive diagnostic testing, advice and possible discharge from a 
chair based model utilising a greater outpatient led approach. Early indications are that 
this has been successful in providing alternatives to admission. 
 
Also currently being tested, and proving highly successful, is a model of frailty 
assessment involving Occupational Therapy and Physiotherapy within the AMU and 
ED. The AHPs are assessing and providing early access to rehabilitation within the 
AMU and the ED, providing the potential for outreach therapy to support early 
discharge or admission avoidance. 
 
Multidisciplinary processes supporting discharges are currently in place across the 
hospital. Tests of change are being undertaken to embed criteria led discharge within 
certain specialties. It is anticipated that the criteria, where appropriate, will be adapted 
and utilised within other specialties to enable efficient and early supported discharge. 
Although not currently embedded across the 7 day period, sustainable models are 
being explored to ensure that these processes are utilised across the week. The work 
and models discussed will support the drive around increasing the number of 
discharges before noon. 

 
Seven Day Services 
 
Agreement has been reached to support seven day discharge by increasing the 
multidisciplinary team presence within DGRI at the weekend. We are currently working 
with teams to provide this support; Social Work Services and Pharmacy have adjusted 
their working practices and are now available at the weekend until 1630 and 1700 
respectively. 
 
Occupational Therapy and Physiotherapy have interim solutions in place to provide 
additional presence at the weekend with anticipation that a permanent model will be in 
place from April 2016.  
 
 
 



 

 
    

Ensuring patients are cared for in their own homes 
 
Partnerships within Dumfries and Galloway fully support and actively encourage caring 
for individuals where appropriate within their own environment. Action to deliver this 
requires current models to be altered and reviewed. It is our aim that through 2016/17 
we will scope and improve areas to ensure that this is possible and accomplished 
within our current constraints. Links to the delivery plans around the Locality plans is 
crucial and will support this long term focus. 
 
Part of the plan through 2016/17 is to ensure that individuals are educated around the 
range of urgent services available and how and when these can be accessed. NHS 
Dumfries and Galloway have developed the ‘Meet ED’ campaign to support this 
education. This high impact change also incorporates any work around delayed 
discharges where we have recently introduced a regular senior operational level 
discussion around potential alternative solutions. In addition, during 2016/17 
discussions will extend to include those patients with a longer length of stay within 
Acute Services. Further to this a delayed discharge partnership will be set-up to ensure 
every service within the partnership is sighted and working with each other to ensure 
individuals return home as quickly as possible. 
 

 

 
Recent appointments within Psychological Services have aided the reduction in long 
waiting times. Previous workforce vacancies and leave within Psychological Services 
has had a negative effect on waiting times. Moving forward, recent appointments to 
posts will enable a more robust workforce to cover upcoming leave without detrimental 
effect to waiting times within Dumfries and Galloway.  
 
The achievement within our CAMHS team against the access target of 95% is one that 
the team takes great pride in. It is acknowledged that referral rates are rising and as 
such, the ability to continue this is increasingly challenging, compounded with changes 
within staffing and periods of vacancies. The team are working to support the volume of 
referrals they are receiving through regular review of demand and capacity to ensure 
that not only is their service working to the best of its ability, but also that the person is 
at the centre of receiving the correct engagement at the right time and by the right 
person with the appropriate skills. The Choice & Partnership Approach (CAPA) is the 
approach adopted by the service to support this.  
 
Utilisation of the Mental Health fund to improve access to both CAHMS and 
Psychological Therapies will be addressed within 2016/17. The funding provided will be 
utilised in a number of ways including reviewing referral rates into the services at 
current time. We acknowledge that referral rates are high and as such, would aim to 
review the both the referrals and the adjoining pathways.  
 
The work of the IDEAS Team (Intervention for Dementia, Education, Assessment & 
Support) in raising awareness and providing education and training in care homes 
across our region, has been successful and nationally recognised as such. This work is 
now extended and as part of a significant mental health clinical change programme 
which also includes enhancing CATS, home based memory rehabilitation availability 
and services to carers of those with dementia. 
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We continue to examine data on a locality and GP practice level and have initiated 
discussions with GPs in the area to further examine ways in which diagnosis rates and 
dementia register figures may be increased. We recognise that raising awareness of 
the value of a diagnosis is necessary so that the person with dementia and their 
family/carers can be well supported with PDS.   
 

A process mapping exercise in relation to our PDS pathway is underway, which will 
help to identify any gaps and inconsistencies in the PDS process; this will contribute to 
developing a clearer, consistent and efficient pathway for those diagnosed with 
dementia.  Within this pathway, we plan to include access from other services, which 
should positively impact on diagnosis rates and dementia register figures. This 
integrated approach to working will ensure that the individual receives the best and 
most appropriate care. As such, the partnership working with MHAIST, will be 
welcomed to further explore the PDS process amongst other areas within Mental 
Health. 
 

Perinatal Mental Health Care 
 

Developments in Perinatal mental health to deliver appropriate and timely specialist 
Perinatal mental health care have been recognised both locally and nationally. 
Connections have been made with the West of Scotland Perinatal Network and 
Leverndale Mother and Baby Unit to look at how other Boards in Scotland provide 
services in this area of care, and what would be appropriate in D&G considering the low 
prevalence and limited staff resource. 
 

Staff have been identified from within community mental health nursing, Midpark in-
patient services, psychology, specialist drug and alcohol services, AHPs, learning 
disabilities and CATS team who had a keen interest in this area of care.  
 

These enthusiasts were brought together for a workshop to raise awareness about 
Perinatal mental health issues, to gather views and ideas regarding how best to 
develop the service and create appropriate systems which would meet the needs of 
local service users in line with national standards and guidelines.  
 

Training was provided to these mental health link workers via specialists from 
Leverndale Mother and Baby Unit including the national Perinatal lead, which will be 
cascaded to the wider mental health teams.  
 

The model of care was agreed and links were established with colleagues from 
Midwifery and Health Visitors to ensure a joined up approach. This new model of care 
provides a sustainable solution to an identified need. 
 

Home Based Memory Rehabilitation (HBMR) 
 
Home Based Memory Rehabilitation (HBMR) aims to teach people with mild cognitive 
impairment to access the benefits of early interventions. HBMR provides strategies to 
compensate for everyday memory difficulties in order to preserve independence and to 
reduce caregiver burden. Additional HBMR resources have enhanced capacity to meet 
on-going, increasing demand for HBMR across the area. Additional self-help materials 
based on HBMR strategies are being produced, to widen the opportunity for people 
with mild cognitive impairment to access the benefits of earlier intervention. The 
programme has attracted significant national interest. 



 

 
    

Section Two: 
LDP Standards 

 

 

 
 

Board Lead: Nicole Hamlet – General Manager – Acute & Diagnostics 

 
Current Performance:  
 

 

Most recent 
period of 

measurement 
Waiting Time Standard Target Actual 

 
December 2015 
(Management 
Information) 

31 days from decision to treat to first 
cancer treatment  

95% 100.0% 

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

95% 100.0% 

 

 
Analysis 
 
Performance for the 31 and 62 day targets returned to 100% for the month of 
December.  

 
Forecast 2016/17:  
 
NHS D&G will continue to monitor the performance throughout 2016/17 however, 
there are ongoing pressures within specific pathways and diagnostic test which may 
affect performance during the beginning of 2016. 

1.  Detect Cancer Early 



 

 
    

 
 

Board Lead: Linda Mckechnie – Community Mental Health Nurse Manager 
 

Current Performance: The LDP Standard has 2 elements: 
 

Number of People on the Primary Care Registers 
 

We continue to sit slightly below the 50% overall target for diagnosis rates – latest 
figures are from January 2016 and show a variance across the 4 localities: 
 

Locality Performance 

Annandale and Eskdale 46% 

Dumfries and Nithsdale 54% 

Stewartry 46% 

Wigtownshire 50% 

Regional 47.3% 
 

Number of People diagnosed with Dementia who have had at least 12 months of 
Post Diagnostic Support (PDS) 

 

The table below shows the latest figures from ISD management report – these figures 
can be taken as an approximation of LDP Standard achievement. 

 

Dumfries and Galloway (figures provided as a percentage) 
 

Apr 
14 

May 
14 

Jun 
14 

Jul 
14 

Aug 
14 

Sep 
14 

Oct 
14 

Nov 
14 

Dec 
14 

Jan 
15 

88.0 70.0 65.4 56.5 39.1 33.3 20.0 0.0 0.0 0.0 
 

Scotland (figures provided as a percentage) 
 

Apr 
14 

May 
14 

Jun 
14 

Jul 
14 

Aug 
14 

Sep 
14 

Oct 
14 

Nov 
14 

Dec 
14 

Jan 
15 

71.7 68.4 67.6 63.1 60.9 61.6 44.6 22.5 6.7 3.3 

 
2016/17 Forecast: 
 
The locality variance in the number of people with a diagnosis of dementia who are 
placed on the primary care registers may be explained by a number of factors, 
including: 
 

 Staff resources – the Dumfries and Nithsdale team has been carrying a vacancy 
for some months for a staff-grade psychiatrist which will have reduced the 
numbers of people being diagnosed within the memory clinic, and as a result, 
the numbers being added to the primary care dementia registers has reduced. 
This post is advertised and has attracted some interest, and once filled we 
should see an increase in the dementia register figures in this area. 

 The accuracy of prevalence and incidence rates may be questionable and are 
currently being studied nationally – report is due early 2016. 

 Variable care home population in each GP catchment area. 

2. Dementia Post Diagnostic Support 



 

 
    

In terms of the PDS element of the target, the accuracy of data collected is currently 
questionable as the data collection system is not sophisticated enough to highlight 
individual variance, for example, some people will not receive 12 months PDS due to a 
variety of reasons such as choice, capacity issues etc. The 5 pillars model of PDS is 
not fully appropriate for people who are diagnosed in the later stages of the illness, 
however, the 8 pillar model is currently being piloted in 5 areas of Scotland and it is 
thought likely that this will be rolled out nationally.   
 
There is wide variability in the quality of completion of the data collection spreadsheet – 
ISD are working on a new data collection spreadsheet which aims to reduce the length 
of time required to complete, the number of validation issues, such as duplication and 
missing records, and the size and complexity of the document. We are currently 
working with ISD and the Scottish Government on this, contributing to discussions and 
decisions regarding the way forward with improving data quality for the data set. 
 
 

 
 

Board Lead: Nicole Hamlet – General Manager – Acute & Diagnostic Services 
 
In-patients / Day-cases  
 
Throughout 2015 we have faced some challenges common throughout many of the 
specialities when delivering on TTG. Unexpected medical staff absence throughout the 
year, retirement of consultants, use of locum staff and in some specialties being unable 
to secure high quality locum cover contributed to issues we faced ensuring all patients 
met the 12 week TTG target.  
 
The 12 month rolling trend is shown in the table below. 

 

 
 

 
Jan 2015 - Dec 2015 

In-patient/Day-cases Treated Out-with Guarantee 
Date 406 

In-patient/Day-cases Treated Within Guarantee Date 10,325 

TTG Breach (%) 3.8% 

 

3.  Access Standards 



 

 
    

Unplanned absence is in itself variable in occurrence but these challenges can be 
overcome through better planning and capacity awareness at the beginning of the year. 
There has been a lot of work to date and further work is being completed on 
streamlining the theatre efficiency and utilisation also. We have live action plans for a 
number of specialties which will also improve our TTG performance.  
 
Out-patients  

 
Out-patient performance challenges have been similar to those seen for in-patients 
throughout 2015. The main reason for patients not meeting their 12 week out-patient 
standard was due to difficulties in finding cover for consultants due to unanticipated 
leave in a number of specialties. We have a working group set up who are analysing 
the demand and capacity factors across each speciality. Through this work there have 
been a number of improvement steps and efficiencies that could be implemented. 
Through the TOPS working group we are in the process of initiating meetings with each 
specialty team to go discuss these. 

 

 

 
 
18 Week Referral to Treatment Standard 

 

Measure Period Target Actual 

Linked Pathways December 2015 90% 95.4% 

Performance December 2015 90% 90.7% 
 



 

 
    

 
 
Analysis 
 
The linked pathways have been consistently above the 90% target for the last 12 
months. An action plan was developed and has seen success to maximise 18 week 
compliance which includes a rolling programme of training for medical secretaries and 
the patient access team.  
 
The training, aimed at improving the use of the “Unique Care Pathway Number” to 
support the ability to measure ‘linked pathways’ and there was also priority given to 
areas which will deliver the biggest improvement in performance. The year 2015 has 
seen a sustained improvement in the ability to link pathways at around 95-96% (in 
excess of the 90% target). This has now been achieved for the last six consecutive 
months. 



 

 
    

 

 
 

Board Lead: Joyce Reekie – Head of Midwifery 
 

Current performance:  
 
Data to the period ending 31st March 2015 indicated performance of 86.4% against the 
trajectory target of 83.5%. Local management information indicates that for the first 3 
quarters of 2015/16 the performance in each SIMD is above 80% and the average 
across the five SIMD quintile is ~88.2%.   
 
Forecast 2016/17:  
 
It is not anticipated that there will be any risk to ongoing achievement of the LDP 
standard. Implementation of the Badger Maternity Information system is ongoing and 
this will help to streamline the referral process further with direct electronic referral to 
midwives rather than clerical teams. Access to previous pregnancy records is now via 
eCasenote which means that there is instant access to the past clinical information that 
is required for the booking process.  

 

 
 

Board Lead: Angus Cameron – Medical Director 

 

Current Performance:  
 
All identified individuals are referred to tertiary centres within recommended 
guidelines. To date, there have been no individuals referred who have been deemed 
unsuitable for treatment. 
 
2016/17 Forecast:  
 
Individuals from Dumfries and Galloway are referred when the national access criteria 
has been met along with national guidelines. Ongoing dialogue is taking place with 
tertiary centres to improve performance where possible. Dumfries and Galloway will 
‘continually’ work to ensure that referrals are processed to tertiary centres as timely as 
possible. 
  

5.  IVF Treatment Times 

4.  Early Access to Antenatal Care 



 

 
    

 
 

Board Lead: Elaine Wylie – CAMHS Nurse Manager 
 
Current Performance: 
 
CAMHS are achieving the 18 week referral to treatment target of 95%.  
 
The last quarter of 2015 is due for publication March 1st 2016. 

 

D&G performance, ‘under 18 weeks experienced waiting times from referral to 
treatment’.  
 

2015 
% Under 18 Weeks 

D&G Scotland 

Quarter 1 Jan - March 100% 78.9% 

Quarter 2 April - June 97% 76.6% 

Quarter 3 July - September 95.9% 73% 

 
NHS Dumfries & Galloway median waiting times for referral to treatment are 7-8 weeks 
over this period. Scotland average is 9 weeks. 
 
The table below shows the referral rates over a 3 year period: 
 

Year Referral Numbers 

2013 1004 

2014 1027 

2015 1081 

 
Forecast 2016/17:  

 

Locally CAMHS will aim to continue to achieve the target, compliance has been 100% 
since introduction of RTT. 
However the margins for this are becoming closer and rising referral rates are relevant 
in predicting performance. 
Currently the management of new referrals is informed by Choice & Partnership 
Approach (CAPA) which is used by many CAMHS teams in the UK.   

6.  Faster Access to Mental Health Services – CAMHS 



 

 
    

 
 

Board Lead: Dr Louise Cumbley, Director of Psychology. 
 
Current Performance:  
 
Currently 78% of people are being seen within 18 weeks however this fell to 60% due 
to a number of leaves and long term sickness. It is expected that this will continue to 
improve over the coming months.   
 
Further leave will take place over the next 12 months but a new post has been created, 
following redesign, to offer cover during such vacancies. The new member of staff took 
up post in April 2016 and they are already working to offer services to practices that will 
be affected by current and upcoming extended periods of leave over 2016/17. Other 
leaves are expected to end by the 2nd and 3rd quarter of this financial year, although two 
others will be starting in this same period.   

 

Forecast 2016/17:  
 

The very long waits have been reduced due to the new posts filled in November 2014. 
Further leave should not have the impact previously experienced due to the new post to 
be filled in April 2016.   
It is anticipated that the compliance of 90% should be achieved by December 2016. 
 

 

 
 

Board Lead: Elaine Ross – Infection Control Manager 
 
Current Performance:  
 
Clostridium Difficile Infections 
 
Quarterly rolling year average Clostridium difficile infections ages 15 & above per 1000 

total occupied bed days (April 2014-Dec 2015) 

 
 
 

 

Apr 14 - 
Mar 15 

Jul 14 - 
Jun 15 

Oct 14 - 
Sept 15 

Jan 15 - 
Dec 15 

Actual 
Performance 0.40 0.40 0.35 0.34 

Target 0.32 0.32 0.32 0.32 
 

 

8.  SAB and C.Diff 

7. Faster Access to Mental Health Services – Psychological Therapies 



 

 
    

2016/17 Forecast: 
 
If improvements are sustained then it is possible for NHS Dumfries & Galloway to meet 
the 2017 target. 
 
The following measures are in place; 
 

 Root cause analysis of every patient who has a positive Clostridium difficile 
infection (CDI) either in the hospital or in the community 

 Patients identified as having had CDI are issued with a plastic card to carry and 
present to prescribers for one year following diagnosis 

 An Integrated Care Pathway (ICP) is in place for all patients with symptoms of 
diarrhoea. This includes instruction on isolation and cleaning using a chlorine 
releasing agent 

 Compliance with antibiotic prescribing policy is subject to targeted auditing in 
primary care by prescribing advisers and through the use of the root cause 
analysis process in secondary care. Audits of compliance with empirical 
prescribing policy are also undertaken routinely as per the Scottish Antimicrobial 
Prescribing Group (SAPG) requirements 

 The Antimicrobial Management Team (AMT) also receive information regarding 
patients with CDI and findings of root cause analysis 

 All sanitary areas and toileting aids are routinely cleaned using ‘Actichlor Plus’ 

 At times of increased incidence it has been possible to switch to ‘Actichlor Plus’ 
for all routine cleaning of the environment and patient equipment 

 

Staphylococcus Aureus Bacteraemia 
 
Quarterly rolling Staphylococcus Aureus Bacteraemia Rates per 1000 Acute Occupied 

Bed Days April 2014 - December 2015. 

 

 

Apr 14 - 
Mar 15 

Jul 14 - 
Jun 15 

Oct 14 - 
Sept 15 

Jan 15 - 
Dec 15 

Actual 
Performance 0.29 0.26 0.27 0.31 

Target 
 0.24 0.24 0.24 0.24 



 

 
    

2016/17 Forecast:  
 
NHS Dumfries & Galloway is not achieving the standard to date but have conducted 
Root Cause Analysis on each case of SAB, results of which are below.  

 

 
 

 
Our aim remains that no patient shall suffer a preventable SAB.  
 

 A review of all SAB is undertaken by the Infection Control Doctor (ICD) and the 
Audit and Surveillance Officer 

 Preventable HAI SABs are logged on the incident management system DATIX. 
Results of reviews are fed back to the Clinical team by the ICD 

 An increase in SAB seen in renal lines was investigated and all practices 
confirmed to be in line with best practice. The number of patients on dialysis 
increased during 2015 

 We continue to liaise with the Drug and Alcohol services over each SAB in any 
intravenous drug user 

 A patient safety CAUTI improvement group is in place 

 The findings of any SAB connected to an invasive device are discussed at the 
invasive device network so any lessons learned can be shared and acted upon. 

 An improvement plan to reduce the number of contaminated samples has been 
tested in A&E has been successful. It is hoped to spread this to other areas 

 An outpatient antibiotic team is in place to support delivery of antibiotic treatment 
as per the SAPG guideline 

 MRSA screening compliance is audited by the IPCT as per the national protocol 
and any results below 95% compliance are escalated to Hospital Management 
Board.  



 

 
    

 
 

Board Lead: Jackie Davies – ADP Coordinator 

 
Current Performance:  

 

Latest published figures (July – Sept 15) show that 94.6% of alcohol and drug clients 
waited no longer than 3 weeks from referral received to appropriate drug or alcohol 
treatment that supports their recovery.  
 
Forecast 2016/17: 
 
Work will continue during 2016/17 to ensure that waiting times are maintained in light of 
potential changes to the way in which services are funded and resourced. 
  
 

 
 

  

9.  Drug and Alcohol Referral to Treatment Standard 



 

 
    

 

 
 

Board Lead: Jackie Davies – ADP Coordinator 
 
Current Performance:  
 
Annual target of 1743. 

 

Between April 2015 and March 2016, a total of 1750 ABIs were delivered, achieving the 
annual target. 
 

2015/16    (ABIs) 
Primary 

Care 
A&E Antenatal 

Wider 
settings 

Health 
Board 
Total 

ABIs delivered between 01 April 
2015 - 30th June 2015 (Q1) 

348 5 1 0 354 

ABIs delivered between 01 July 
2015 - 30th September 2015 (Q2) 

388 0 0 181 569 

ABIs delivered between 01 October 
2015 - 31st December 2015 (Q3) 

239 3 0 3 245 

ABIs delivered between 01 January 
2016 - 31st March 2016 (Q4) 

576 6 0 0 582 

 
Forecast 2016/17:  

 
ABIs do not appear to be embedded in all settings and there are particular issues within 
the Accident and Emergency department and Ante-natal settings (though Ante-natal 
records a large number of screenings). ADP funding has ceased for the community 
Public Health Improvement teams which will also impact on the numbers recorded next 
year. The Wickerman festival will not take place in 2016, which will also impact on the 
numbers of ABIs delivered. 

  

10. Alcohol Brief Interventions 



 

 
    

 
 

Board Lead: Trish Grierson – Tobacco Control Service Manager 
 

Current Performance: 
 
Owing to a re-calculation of the smoking cessation LDP Standard (15/16) for all Health 
boards in Scotland, as a board and on data provided by ISD (October 2015) we were 
marginally missing our target in the 1st quarter by 1% (target is total 207 quits over one 
year). 
 
Forecast 2016/17: 

 

Subject to the new LDP standard for our board being the same or similar to the above 
figure (207) this would be achieved by working on a number of actions in smoking 
cessation. These actions form part of a wider approach we are taking to tackle tobacco 
and inequalities (Dumfries & Galloway Tobacco Control Action Plan 2015-19).  
Our intention is to address this target from a geographic perspective along with a 
specific population based approach, for example we will target our services in key 
geographic areas and with important groups of smokers:- 
 
1. Our Staff - we will deliver different promotional activities and use the opportunity 
of integration as a way of piloting a small joined up project to encourage more staff to 
consider stopping smoking. 
 
2. Smokers who live in key geographic areas – our intention is to increase referral 
numbers in specific geographic areas by delivering targeted promotional and 
educational activities working with Community Pharmacies, GP practices, Educational 
services and businesses. 
 
3. Women who smoke in pregnancy – we will work alongside maternity services and 
other service providers to review our current plans and put in place improvements. 
 
4. Smokers who have mental health difficulties – we will work to sustain our 
activities in this area by reviewing care pathways, deliver more promotional activities 
with patients and staff, and revisit previous work in this area.  
 
5. Smokers in Secondary care – our aim in the acute setting is to continue to deliver 
training on the integrated Care Pathway and raise the profile of this work with medical 
staff.  
 
6. Smokers who have one or more Long-term conditions – we will work with GP 
practices and specialist areas to increase referrals. 
 
7. Smokers who are in prison – we will work with prison services to fully implement 
the recommendations of the national review of prison services in Scotland. 
 
8. Service improvements – we will continue to work with Community pharmacy 
colleagues to ensure areas of inconsistency are addressed to improve standards of 
service delivery across the region. 

  

11. Smoking Cessation 



 

 
    

 
 

Board Lead: Linda Bunney – Head of Primary Care Development 
 
Current Performance: 

 

NHS Dumfries & Galloway has 34 GP practices, 33 with a standard GMS contract and 
1 with a Section 17c contract.  Two of the practices operate an open access system of 
appointments and all 34 provide extended hours via enhanced services arrangements. 
 
The results of the 2013/14 Scottish Health and Care Experience Survey published in 
May 2014 indicate that 90% of those surveyed were able to see or speak to a doctor or 
nurse within 2 working days.  84% of patients surveyed were able to book a doctor’s 
appointment 3 or more working days in advance; two of the Board’s 34 practices have 
open access. 
 
Of the 10% unable to see or speak within 2 working days 49% of these were unable 
due to wanting to see a preferred person or the times being offered not being 
convenient. 
 
Forecast 2016/17: 
 
The 2015/16 Scottish Health and Care Experience Survey was completed in January 
2016 and is anticipated to report in the Summer of 2016.   
 
Practices participating in QS002(S) of the 2014/15 QOF undertook a review of access 
using the tool agreed between Scottish Government and Scottish General Practices 
Committee and provided a practice action report of the findings to the NHS Board.  
Participation in 2015/16 is underway with practices either undertaking a further review 
or seeking to implement change using improvement methodology. Reports from the 
2015/16 work will be submitted late March 2016 for review by the Board with 
subsequent sharing of learning across practices. 
 
Following support by the Board one practice has implemented the ‘Doctors First’ model 
which introduces initial triage by GP to improve access.

12. GP 48hr Access / Advance Booking Standard 



 

 
    

 
 

Board Lead: Caroline Sharp – Workforce Director. 
 

Current Performance:  
 
D&G overall sickness absence rate for December 2015 was 5.50% which is in line with 
the NHS Scotland average of 5.48%. The overall 2015 absence rate for D&G was 
4.95% set against a national average of 5.12% 

 
Forecast 2016/17: 
 

Our strategy agreed with our staff governance committee continues to be that NHS 
D&G are committed to work to the 4% target with a view to a stretch target of 3.5% for 
high performing teams. A number of initiatives have commenced to achieve this as 
follows: 
 

 HR operations (with support from OH) are leading  the focus on the  reduction of 
incidences of short term absences, working with local managers to ensure that 
the Attendance Management Policy and associated procedures are 
implemented consistently and robustly across all parts of the organisation. Under 
the direction of the APF, the current policy will be reviewed during 2016/17 to 
ensure is ongoing effectiveness, and compliance with the revised PIN once 
released 

 OH services (with support from HR) are leading the focus on reducing the length 
of long terms absences to manage timely and safe return to work and to support 
the overall improvement of workforce resilience and wellbeing (including 
preventative measures) 

 Standing Operating Procedure and Managers Guidance has been developed 
and will be implemented during 2016/17 These procedures relate to staff who 
receive a fit note to return to the workplace but to a role other than their 
substantive post as supported by Occupational Health. This facilitates a return to 
work sooner where this is deemed appropriate 

 This will encourage and support staff safely back to the workplace earlier, which 
will enhance their rehabilitation whist they develop their fitness to return to their 
substantive duties. This protocol will extend beyond the arrangements already in 
place for staff to return on a phased return, and will enable the organisation to 
utilise staff members’ skills in a flexible way across the organisation. 
 

Within the Directorate areas, further examples of work under development to support 
attendance at work include: 

 

 Ongoing development of a managerial supervision policy within Women & 
Children’s Directorate 

 Provision of training “bite size” sessions on the practical application of policies 
relevant to promoting attendance continues within the Mental Health Directorate.  
However during 2016/17, this provision will also be delivered across other 
Directorate area 

 Monthly performance conversations continue to take place between service 
leaders and workforce business partners occurring regularly where attendance 
management is scrutinised incorporating information on most regular absentees, 

13. Sickness Absence Standard 



 

 
    

themes, management of those individuals. The focus for this work is currently on 
repeated short term absence 

 

 New HR Audit of management of the return to work interviews, focusing on the 
quality of these conversations rather than only on the fact they have occurred 

 
Within Acute & Diagnostic Directorate, following on from sessions which were set up 
during 2015/16 with staff, workforce business partners and trade unions to discuss 
absence and what else could be considered to tackle the issue of absence, some 
suggestions are being further considered with a view to further discussions and roll out 
during 2016/17. These include: 
 

 Further work on how information is recorded and monitored on an individual’s 
absence and ensure consistency of approach 

 Acknowledgment of perfect attendance – staff had suggested that they receive a 
certificate if they achieved 6 months attendance.  Further consideration and 
discussion will take place on this area 

 Following on from a pilot within one Ward area, debrief huddles are to be rolled 
out to each ward level within DGRI.  Outcomes from the pilot indicated that a 
debrief huddle at the end of each shift would allow people to ‘off load’ about how 
the shift had went for them. The feeling was that it allowed staff to say if they had 
had a bad shift and discuss this with colleagues prior to going home.  This 
approach allowed staff to go home without worrying, feeling down about 
something that had happened on shift 

 Quarterly meetings will be arranged with the Workforce Team and Trade Unions 
with staff following on from the initial meetings during 2016/17 

 An Action Plan is being is being produced to state how the above actions will be 
achieved during 2016/17. 

 

In addition, within Acute & Diagnostics Directorate, an exercise has been undertaken to 
identify the staff with the highest number of episodes of absence within a 12 month 
period. This has focused on the top 20 individuals and an Workforce Business Partner 
meeting with the Line Manager to review all absence paperwork to ensure that the 
manager is following the policy correctly. Meetings are thereafter held with the 
individual member of staff to highlight their absence record and to make them aware 
that their absence is being monitored. 
 
Every week the Workforce Team for Acute & Diagnostics, Facilities and Corporate 
services meeting will have an absence huddle. Members of this group include HR 
Support Officer and Workforce Business Partners. 
 
This meeting allows the team to discuss: 

 

 Difficult cases to ensure consistency of management 

 Agree if further specific action needs to be taken 

 For all parties to have knowledge across the teams of absence 

 To review all LTS 

 Highlight any areas with high short term sickness, agreeing what actions need to 
be taken to identify the reasons for the high absence levels 
 



 

 
    

 
 

Board Lead: Julie White – Chief Operating Officer. 
 
Current Performance:  

 
The Board is consistently delivering against the 95% standard and is working towards 
achieving the 98% stretch target. Performance for the year 2016/17 to end of January 
2016 is 96.9%, a minor improvement on year 2015/16.   

 
Forecast 2016/17: 

 
Despite our recent performance against the 4 hour emergency care waiting time 
standard delivery of the stretch target to 98% remains challenging.  
 
Our Unscheduled Care Steering group continues to have good partnership 
representation and is committed to identifying and supporting further action to deliver 
the 4 hour target and has a continued focus upon the 6 Essential Actions Programme 
for Unscheduled Care launched in 2015/16.  

14. Emergency Department 4hr Access Standard 



 

 
    

Section Three 
 
Community Planning Partnerships 
 
Our contribution to Community Planning focuses on 3 main areas: 
 

 Safer and Stronger Communities and Offending 

 Health Inequalities and Physical Activity 

 Older People 
 

Safer and Stronger Communities and Offending 
 

Suicide Prevention is a top national priority. A local action plan has been developed in 
full consultation with key stakeholders including senior NHS staff from Public Health 
and Mental Health Services, in response to the national Suicide Prevention Action 
Plan 2013-16. This sets out future actions that consider both the priority areas of the 
new national strategy and the refreshed objectives from 2010, whilst considering the 
foundation of work developed previously under Choose Life Dumfries and Galloway 
and other relevant work streams. 
 

The overarching outcome for the action plan is to reduce the incidence of suicide and 
self-harm. Seven core objectives with corresponding actions have been identified to 
take forward: 
 

 Leadership and coordination 

 A shared understanding of local suicides 

 Responding to distress 

 Identify and intervene to reduce suicidal behaviour in high risk groups 

 Improving service response 

 Improved knowledge on suicidal behaviour and awareness of the help available 

 Early Intervention and improving resilience 
 

A new multi-agency working group was established in 2014 and continues to provide 
strategic direction and oversee actions that contribute to suicide prevention in 
Dumfries & Galloway. This provides an opportunity for stronger partnership working 
and co-ordination. Action will be taken forward that will continue to gain a better 
understanding of the incidence locally, focus on how services respond, developing 
interventions that will reduce the incidence of suicide ideation, training in suicide 
intervention skills and raising awareness. 
 

The local Alcohol and Drug Partnership (ADP) is Chaired by the Interim Director of 
Public Health of Dumfries and Galloway. This ensures a strong health focus on alcohol 
and drug issues across the region and affords a shorter access route to Chief Officers 
(Council and Police Scotland), when joined-up collaborative actions are necessary. For 
example, NHS Dumfries and Galloway is consistently meeting and exceeding national 
targets in respect of delivery of Alcohol Brief Interventions and Waiting Times for 
access to treatment for drug and alcohol related problems. This is in part due to the 
mature joint working arrangements with a range of partners which is both supported 



 

 
    

and encouraged by the most senior officials in the region. 

Health Inequalities and Physical Activity 
 

The Dumfries and Galloway Physical Activity Alliance was established in late 2014. It is 
a cross-sector group of strategic partners responsible for creating the policy and the 
environments to increase physical activity and lead on local delivery of the delivery 
themes for the National Physical Activity Implementation Plan, A More Active Scotland 
- Building a Legacy from the Commonwealth Games which was published by Scottish 
Government in 2014. 
 

The Alliance has drafted a number of local outcomes and agreed six principles which 
should underpin policy and practice locally and are listed below: 

1. A life course approach to physical activity 

2. Collaborative working across sectors 

3. Tackling health inequalities 

4. Changing the behaviour of individuals 

5. Building the capacity of individuals and the physical activity workforce 

6. Supporting people to be physically literate 
 

A range of interventions to increase physical activity levels will continue across the 
region. These include action to build capacity in staff groupings to address the role of 
physical activity to health and wellbeing, including work with the University of the West 
of Scotland student nurses to feel confident and empowered to raise the issue of 
physical activity with patients in their future healthcare careers. 
 

Specific projects will target increasing levels of physical activity via Maternity Services 
and also working with Macmillan Scotland to support people affected by cancer to be 
more physically active. 
 
A short term priority for the Alliance will be to progress a relevant framework of 
indicators to measure how local policy and practice are contributing to increasing levels 
of physical activity while combating inactivity and sedentary behavior. To inform our 
understanding of activity amongst children, we have begun collection of annual surveys 
of all school children in Dumfries & Galloway. 
 
Older People 

 

The Board continues to work in partnership with the Council, Third and Independent 
Sectors to develop and test innovative approaches to supporting older people. A wide-
ranging Joint Strategic Needs Assessment has been developed which has been the 
basis for our first Joint Strategic Plan. This plan is based on ambitions to support 
people to live independently in their communities for as long as possible and is 
predicated on ambitions to support this through the use of technology, partnership 
working, personalised and person centred approaches and through developing 
anticipatory care, integrated and seamless approaches across all services. 
 
Aligned to this the Board, with its Community Planning partners has supported the 
ongoing development of its joint Short Term Augmented Response Service (STARS) 
which supports older people through prevention of emergency admission to acute care 



 

 
    

and early supported discharge for those admitted, which will continue in the coming 
year. 
Carers needs are being identified and action taken under the Joint Carers’ strategy – 
making clear the Board’s ongoing commitment to support this significant group of 
people, many of whom are themselves older, or provide care for older people. Funding 
is being sought to continue a project where carers (aged 16 plus) are offered a Keep 
Well Health Check and Health Coaching. This has enabled carers to be supported and 
recognised as key partners in service delivery and supporting carers to continue in their 
caring role through maintaining their health, wellbeing and contribution to their 
communities is critical. 
 
The effectiveness of partnership working in Dumfries & Galloway has been externally 
assessed this year by the HIS / Care Inspectorate in their Joint Inspection for Services 
for Older People. We will build their recommendations into an implementation plan 
within each of our four localities. 

 
 
 
 



 

 
    

Section Four  
 
Workforce Plan 

 

Use of Workload Tools 

 
NHS Dumfries and Galloway continue to utilise the wide range of Workforce Planning 
Tools annually i.e. 

 

 Adult Inpatient and Professional Judgment Tool 

 Small Wards Tool 

 Emergency Department Tool 

 Clinical Nurse Specialist Tool 

 Community Nursing Tool 

 Women and Children Tool 

 Mental Health Tool  

 
General  

 
NHS Dumfries and Galloway is currently building a new acute hospital with 100% single 
rooms (Autumn 2017). Workforce planning is currently intense and detailed across all 
of the wards and departments within the existing hospital to model the current 
workforce against the required workforce. It is acknowledged that readying our staff for 
the transition to the new hospital as early as possible will result in the best outcome for 
both staff and patients. Since the ward profiles for the new hospital have been finalised, 
colleagues have been working within the confines of the new hospital to begin, as far 
as possible, implementing these within the existing fabrication. This will allow staff to be 
trained, supported and developed appropriately prior to transition.  
 
To aide our working practice and to reduce variation across the hospital, detailed work 
is ongoing in all wards within Dumfries and Galloway Royal Infirmary. The purpose of 
which is to review current establishments, shift patterns and trends within acuity and 
dependency. 

 
The aim is to: 
 

 Establish a standardised approach to shift patterns 

 Facilitate the sustainment of safe staffing levels across the twenty four hour 
period 

 Simulate the anticipated variances between the current bed profiles and ward 
layout and those within the new hospital 

 
To support and facilitate this effective model of sustained quality a Quality Rostering 
Policy has been embedded. Staff now roster electronically which will help the 
realisation of the aims above. All managers have a clear responsibility to analyse the 
data produced by the system thereby applying a proactive approach to changes in 
staffing levels/skill mix. 
 



 

 
    

Our workforce within the hospital environment could not function without the work of our 
Community hospitals; during 2016/17 staff will undergo the detailed support work to 
ensure that the aims above are also met within our community. The supporting function 
of eRostering will be key to this and will coincide this piece of work.  
 
A seamless transition between any of our services is essential, none more so than 
between the acute setting and our community, whether that be a downstream bed or to 
their home/homely setting. With the aid of integrated working across the partnership, 
additional training is being given to staff to facilitate a seamless and timely flow 
ensuring that the person is at the centre of their journey. The work of the integrated 
teams is essential in ensuring that the flow both in and out of our hospitals as well as in 
the community is vital and our strong working partnerships will continue to grow and 
foster.  
 
A Combined Assessment Unit (CAU) is planned within the new hospital. The CAU is a 
key component within the new Emergency Centre (CAU, Emergency Department and 
Out of Hours). This work will be completed with the aid of Sir Lewis Ritchie’s report 
surrounding Out of Hours and Urgent Care. The partnership acknowledges the report 
and its effect on patient care and staff supervision. To coincide this, there is a review of 
the Emergency Department attendances, with the aim of modeling the future staffing 
models required within the large new Emergency Centre. 
 
NHS Dumfries and Galloway has embedded the Everyone Matters actions plan within 
our Staff Governance Action Plan and annual self assessment process since its launch, 
and will continue with this approach for 2016/17. This integrated approach between 
Everyone Matters and the Staff Governance standards ensures that all aspects of the 
planning, recruitment, development and experience of staff across our workforce are 
undertaken in partnership, and comply with the statutory requirements of the staff 
governance standards set out for the NHS Workforce across Scotland. Our 2016/17 
SAAT and Everyone Matters plan is currently under development, in accordance with 
the timescales set out separately by the SG Workforce Directorate. 

 
As indicated above, in the second half of 2015 the IJB undertook a very significant 
piece of cultural diagnostic work across all staff groups and partner organisations, to 
inform the development of the IJB OD plan for 2016–21. The initial findings from this 
diagnostic exercise will be reported to the IJB in late April, and subsequently will be 
cascaded to all partner organisations, including the NHS, for action planning and 
development in the first half of the financial year. This work will drive the transformation 
of our organisational culture in support of the needs of the IJB to deliver the outcomes 
set out in the strategic plan, and will have an impact on our leadership and 
management development across the partnership, including all NHS staff. The roll out 
of ‘Imatter’ across NHS D&G through 2016/17 will align with this work, as part of the 
strategic change programme we are developing.  
 
In addition to this, NHS D&G continue to undertake a wide range of leadership and 
management development across the service, including our bespoke programmes; 
ASPIRE to lead and leadership 3. We are investing in the development of qualified 
coaches to support the leaders across our partnership to expand our coaching capacity 
and capability during 2016/17, and they will be assisted in this work thorough access to 
MBTI, Insights and LSI type profiles and accredited capability. 
 



 

 
    

Demographics 
 
Dumfries and Galloway has a higher than average proportion of older people. Initial 
plans have been developed to explore the potential of deploying Mental Health trained 
staff and Adult Nurses within the Elderly Medicine Ward.  
 
A number of nursing and midwifery staff will reach retirement age over the next few 
years. There is a concern that the change to a new hospital and the changes within the 
NMC’s approach to revalidation may precipitate retirement earlier than expected. Work 
is ongoing to identify the risks and work with the local teams to support them. 

 
Recruitment 
 
Recruiting to senior posts within nursing, in particular, has become more challenging.  
In response to this, development programmes and Aspire to Lead programmes have 
been developed and delivered locally.  Response to, and outcomes from this have 
been positive. A Skills Passport for all registered nurses has been developed and 
training to support this initiative is work in progress.   
 
Set within our hospital at night team and emergency centre are our Advanced Nurse 
Practitioners, further recruitment and training to these posts will continue. Recruitment 
to these posts is also underway within our GP practices. 
 
Workforce Projections 
 
The Board is currently developing 2016/17 workforce projections based on the 
aforementioned detailed work. The workforce will change due to factors previously 
mentioned, alongside the integration of health and social care, natural turnover and the 
ongoing requirement to make CRES savings year on year. 

 
Integrated Workforce 

 
Work is ongoing to ensure linkages are made between the Clinical Services Strategy, 
Health & Social Care Integration and the Acute Services New Build. There is a 
fundamental requirement to work more closely to understand interaction between 
primary and community care especially if different ways of working and learning 
implications. 
 
As part of the Board’s planning towards an IJB to deliver integrated Health and Social 
Care services across our region, an OD work stream was established under the joint 
leadership of the NHS Workforce Director and the Council Head of HR and OD, which 
will remain active during 2016/17. Membership includes third and independent sector, 
and staff side representatives. The remit of the group in 2016/17 is to oversee the 
implementation of the IJB integration OD plan which will be developed from the Cultural 
Diagnostic work undertaken during H2 2015/16 and additional joint HR and OD 
resources have been appointed to support this. The Partnership has written its first 
Integrated Workforce Plan which was approved by the Integration Joint Board in March 
2016. This plan covers NHS, Local Authority, 3rd and Independent Sector staff. 
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RECOMMENDATION 
 
The Board is asked to discuss and consider this paper and note the financial position 
presented for the month 1 of the 2016/17 financial year. 
 
The Board is also 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. 
 
 

CONTEXT 
 
Strategy / Policy:  
 
The Board has a statutory financial target to deliver a breakeven position against its 
Revenue Resource Limit (RRL). 
 
Organisational Context / Why is this paper important / Key messages: 
 
This report provides an initial update on the initial position for April 2016 (month 1) 
which reports an overspend position of £241k. The financial position presented 
reflects the initial revenue resource limit set by the Scottish Government which is in 
line with the Local Delivery Plan (LDP). 
 
This report also highlights separately the financial performance of the NHS services 
delegated to the Integrated Joint Board (IJB).  
 
 

GLOSSARY OF TERMS 
 
CRES - Cash Releasing Efficiency Scheme 
CRL - Capital Resource Limit 
FHS - Family Health Services 
IJB - Integrated Joint Board 
LDP - Local Delivery Plan 
RAG - Red/Amber/Green Status 
RRL - Revenue Resource Limit 
YTD - Year To Date 
 

Agenda Item 48 



NOT  PROTECTIVELY  MARKED 
Page 2 of 5 

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 
 
Not required 
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Summary Update Month 1 2016/17 
 
1. NHS Dumfries and Galloway report an overspend position as at the end of April 

2016 of (£241k), reflective of the level of unidentified Cash Releasing Efficiency 
Scheme (CRES) remaining as at the end of month 1. 
 

2. The Revenue Resource Limit (RRL) and Capital Resource Limit (CRL) have 
been agreed and notified to us by the Scottish Government.  Appendix 1 
provides a summary of the confirmed 2016/17 RRL allocations. 

 

3. April’s position is a draft position which highlights at a summary level what the 
main pressures continue to be this financial year.  Whilst this presents an 
adverse position, it is still at an early stage in the year and as we progress 
through the first quarter we will get a more robust understanding of the financial 
position for 2016/17.  A detailed schedule is provided at Appendix 2 which 
shows the current under/overspends position by directorate. 

 

4. The report has been updated this month to provide a more focussed summary 
on the key issues and areas affecting the financial performance of the Board, 
with key actions and recommendations included within each section to ensure a 
break-even position by the year end. 

 

Overall Financial Position 
 

5. The overall financial position shows an underlying overspend of (£241k) at 
month 1, with Pays reporting a £198k underspend, off-set by an overspend on 
Non-pays of (£400k), (£435k) of which relates to CRES and an under-recovery 
on income of (£40k). 
 

6. Appendix 2 provides further details on the Directorate positions YTD. 
 

7. 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 under-spent, “Amber” – up to 2% 
overspend or “Red” – greater than 2% overspend. 

 
Table 1 

Pays 
Non-
pays 

Income CRES 

Division 
  
  

YTD - April 
Annual 
Budget 

Risk 
Variance 

Variance 
(adverse)/positive 

£000s £000s % £000s (RAG) 

33 (37) (4) (110) Acute and Diagnostics (118) -1.52% 90,272 R 

(1) 65 4 (11) Facilities & Clinical Support 58 3.85% 18,879 G 

60 23 (1) (45) Mental Health Directorate 37 2.18% 20,991 G 

11 31 2 (86) Primary & Community Care (42) -0.87% 58,105 A 

27 10 1 (35) Womens & Childrens Directorate 3 0.18% 20,142 G 

131 92 2 (287) Total Delegated IJB Budget (62) -0.35% 208,389 A 

65 (71) (13) (63) Corporate Services (82) -4.51% 24,398 R 

2 13 (28) (86) Strategic (98) -2.13% 66,314 R 

0 0 0 0 Non Core Expenditure 0 0.00% 7,297 G 

0 0 0 0 Reserves 0 0.00% 24,876 G 

67 (58) (41) (149) 
Total Non-Delegated  
(NHS Board) Budgets 

(180) -0.58% 122,884 A 

198 34 (39) (435) Total NHS Board (241) -0.99% 331,273 A 
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Efficiency Savings 
 

8. The Board’s financial plan identifies the requirement to deliver recurring cash 
efficiencies of £12.7m.  Development of efficiency plans for 2016/17 has been 
progressing and recurring schemes to the value of £5.6m have been indentified 
and are being progressed. 
 

9. Additional non-recurrent schemes have also been identified of £1.3m, reducing 
the in-year gap to £5.87m.  A further £4.4m of non-recurrent support has been 
identified in the financial plan, bringing the final in-year gap to £1.4m. 

 

10. 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. 

 

11. Although the in-year gap has been reduced to £1.4m, the scale of recurrent 
gap on CRES of £7.2m means that significant further work is required as the 
year progresses by each Directorate to ensure that the full efficiency target is 
identified recurrently 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. 

 

12. Any remaining balance of unidentified or unallocated CRES targets has been 
profiled into equal twelfths to ensure the scale of the outstanding CRES 
balance is fully highlighted. This translates into a current gap on CRES in 
month 1 of £435k, related to both unidentified and unallocated CRES targets. 

 

13. CRES targets and accompanying sign-off with managers will be fully 
incorporated across the relevant areas during month 2 when further details 
across each scheme and relevant phasing has been agreed. 

 

14. Risk analysis of the deliverability of the current plan shows that 39% of 
schemes are high risk, 22% are medium risk and 39% are low risk.  These will 
be re-assessed as and when new schemes and solutions are identified. 

 

15. Appendix 3 provides a high level summary of the annual CRES target and 
achievement to-date by Division. 

 

Key Action and Recommendation 
 
16. The opening budgets have been issued net of the identified CRES targets.  It is 

essential that the monitoring and phasing of CRES achievement throughout the 
year is robust in order that cost pressures are not understated during the year. 
This is kept under continuous review. 

 
Financial Risks 
 
17. Whilst the financial plan for 2016/17 reflects known financial risks, these will 

continue to be monitored and reviewed through the financial reporting cycle.   
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18. This year, an overview assessment will be undertaken as at the end of month 2 
to inform the high risk areas confirmed as at the end of May.  This review will 
inform the Quarter One review process, highlighting to Management Team, 
Performance Committee and Board, the forecast financial position for 2016/17. 

 

19. A further update at month 6 will be provided as part of the Mid-Year Review 
process, highlighting the expected and known risks and challenges to ensure a 
robust system is in place to achieve a break-even year end forecast. 

 

20. The financial plan requires the delivery of recurring efficiencies of £12.7m to 
achieve financial balance for 2016/17.  To date, there remains a £1.4m gap on 
the target to be identified, with the overall recurring gap currently identified as 
£7.2m. This will be challenging and remains the biggest financial risk identified 
to date.  

 

21. The other significant financial risk for 2016/17 will continue to be the 
expenditure on medical locums to cover the expected level of medical 
vacancies this year.  A £4.8m non-recurring locum reserve has been set aside 
in the financial plan this year, in addition to the recurring locum reserve (£850k) 
with the expectation that locum expenditure will reduce significantly as 
vacancies are recruited to. 

 

22. Whilst 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. 

 

Key Action and Recommendation 
 

23. Ongoing 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. 
 

LDP Update 
 

24. The final LDP submission is to be submitted to the Scottish Government for 
approval by the end of May. This final version of the LDP reflects the current 
level of risk associated with our CRES plans, taking into account the wider 
health and social care policy developments across our Health and Social Care 
Partnership. 

 



Appendix 1

Baseline Earmarked Non Non

Recurring Recurring Recurring Core Total

£000s £000s £000s £000s £000s

Anticipated Revenue Allocation as at 30th April 2016  271,825  0  0  0  271,825 

Bundles

 0 

Other

 0 

Non Core

 0 

 0 

Total Allocations  0  0  0  0  0 

 271,825  0  0  0  271,825 

Anticipated Allocations (404)  29,243  7,744  7,471  44,054 

Total Revenue Allocation (excl FHS)  271,421  29,243  7,744  7,471  315,879 

Family Health Services Non Discretionary Allocation  15,394 

Total Revenue Allocation (incl FHS)  331,273 

NHS DUMFRIES AND GALLOWAY

REVENUE RESOURCE ANALYSIS

At 30th April 2016



Appendix 2

734000

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 %

 68,800  21,711 (238)  90,272 Acute & Diagnostics Directorate  5,882  5,848  33  1,913  2,060 (147) (21) (17) (4)  7,774  7,892 (118) -2%

 8,433  11,857 (1,411)  18,879 Facilities & Clinical Support  691  691 (1)  912  858  54 (106) (109)  4  1,497  1,440  58 4%

 20,620  1,671 (1,300)  20,991 Mental Health Directorate  1,706  1,647  60  106  128 (22) (102) (102) (1)  1,710  1,673  37 2%

 26,070  33,110 (1,075)  58,105 Primary & Community Care  2,187  2,175  11  2,760  2,816 (56) (90) (92)  2  4,858  4,900 (42) -1%

 19,570  1,300 (729)  20,142 Womens & Childrens Directorate  1,642  1,614  27  120  145 (25) (37) (38)  1  1,724  1,721  3 0%

 143,492  69,650 (4,753)  208,389  12,107  11,976  131  5,812  6,007 (194) (356) (357)  1  17,563  17,626 (62)  0 

 143,492  69,650 (4,753)  208,389 Sub Total -IJB Delegated Budgets (NHS)  12,107  11,976  131  5,812  6,007 (194) (356) (357)  1  17,563  17,626 (62) 3%

 633  281  0  914 Chief Executive  57  59 (2)  5  8 (2)  0  0 0  63  67 (4) -7%

 2,562  3,338 (85)  5,814 Chief Officer E Health  214  206  7  160  170 (11) (2) (1) (1)  371  376 (4) -1%

 2,202  101 (187)  2,116 Dir Nursing, Midwifery & Ahp's  186  174  13  8  0  8 (2) (2)  0  193  172  21 11%

 2,210  701 (61)  2,850 Finance Directorate  184  180  4 (26)  37 (63) (5) (3) (2)  154  215 (61) -40%

 5,145  2,131 (866)  6,409 Medical Director  432  408  25  172  214 (41) (11) (9) (2)  594  612 (18) -3%

 40  271  0  311 Non Recurring Projects  4  4 0  23  23 0  0  0 0  27  27 0 0%

 2,718  292 (408)  2,603 Public Health  235  225  10  7  27 (20) (34) (34) (0)  207  218 (11) -5%

 611  1,085 (2)  1,694 Strategic Planning  42  41  2  11  12 (1) (0) (0)  0  53  52  1 1%

 1,773  244 (331)  1,686 Workforce Directorate  148  141  7  20  23 (3) (20) (11) (8)  148  152 (4) -3%

 17,894  8,443 (1,940)  24,398 Sub Total - Corporate Services  1,503  1,438  65  381  514 (133) (74) (61) (13)  1,810  1,892 (82) -5%

 0  0 (4,986) (4,986) Central Income  0  0 0  0  0 0 (416) (388) (28) (416) (388) (28) 7%

 0  32,803 (3,035)  29,768 External & Resource Transfer  0  0 0  1,889  1,959 (70) (317) (317)  0  1,572  1,642 (70) -4%

 1,108  1,374  0  2,482 Minor Capital Projects  53  53 (0)  118  120 (2)  0  0 0  171  173 (2) -1%

 385  40,676 (2,012)  39,049 Primary Care  32  30  2  3,385  3,385 (0) (168) (168) (0)  3,249  3,247  2 0%

 1,493  74,854 (10,033)  66,314 Sub Total - Strategic  85  82  2  5,392  5,464 (72) (900) (873) (28)  4,576  4,674 (98) 2%

0  7,297 0  7,297 Non Core Expenditure 0 0 0  413  413 (0) 0 0 0  413  413 (0) 0%

 19,387  90,594 (11,973)  98,008 Sub Total - Non-delegated Budgets (NHS Board)  1,588  1,521  67  6,186  6,391 (206) (975) (934) (41)  6,799  6,978 (179) 2%

 162,878  160,244 (16,725)  306,397 Total (Combined) Operating Budgets  13,695  13,496  198  11,998  12,398 (400) (1,330) (1,291) (40)  24,362  24,604 (241) 0%

 5,339  19,537 0  24,876 Reserves 0 0 0 0 0 0 0 0 0 0 0 0 0%

 168,217  179,781 (16,725)  331,273 Grand Total  13,695  13,496  198  11,998  12,398 (400) (1,330) (1,291) (40)  24,362  24,604 (241) 0%

Strategic

NHS DUMFRIES AND GALLOWAY
EXPENDITURE ANALYSIS

01 Months Ended 30th April 2016

Corporate Services

Operating Directorates



EFFICIENCY SAVINGS IDENTIFIED APRIL 2016 Appendix 3

Directorate

Annual 

target - 

Recurring

Annual 

target - 

Non-

Recurring YTD Plan £

YTD 

Achieved £

YTD 

Variance £

Total 

Recurring 

Schemes £

Total Non-

Recurring 

Schemes £

Total 16/17 

Schemes £

Remaining 

Annual Gap 

Recurring £

Remaining 

Annual Gap 

16/17 £

Acute and Diagnostics 3,657,000 304,750 194,665 (110,085) 494,000 2,417,000 2,911,000 (3,163,000) (746,000)

Facilities and Clinical Support 840,000 70,000 59,325 (10,675) 278,000 458,000 736,000 (562,000) (104,000)

PCCD 1,325,000 110,417 56,560 (53,857) 878,718 0 878,718 (646,282) (446,282)

Women, Children and Sexual Health Services 935,000 77,917 42,960 (34,957) 244,000 476,000 720,000 (419,483) (215,000)

Mental Health 937,000 78,083 32,936 (45,147) 745,000 0 745,000 (541,767) (192,000)

Prescribing 2,500,000 208,333 176,417 (31,917) 2,011,000 0 2,011,000 (489,000) (489,000)

Delegated NHS Budgets - IJB 10,194,000 0 849,500 562,863 (286,638) 4,650,718 3,351,000 8,001,718 (5,821,532) (2,192,282)

Corporate Directorates

Public Health 100,000 250,000 29,167 14,083 (15,084) 0 169,000 169,000 100,000 (181,000)

Chief Executive 45,000 3,750 (3,750) 17,000 17,000 (28,000) (28,000)

Chief Officer E Health 211,000 17,583 (17,583) 150,000 150,000 (61,000) (61,000)

Dir Nursing, Midwifery & Ahp's 94,000 7,833 (7,833) 30,000 30,000 (64,000) (64,000)

Finance Directorate 129,000 10,750 10,750 0 79,628 25,000 104,628 (49,372) (24,372)

Medical Director 143,000 11,917 (11,917) 15,000 15,000 (128,000) (128,000)

Strategic Planning 27,000 2,250 (2,250) 27,300 27,300 300 300

Workforce Directorate 86,000 7,167 (7,167) 41,700 41,700 (44,300) (44,300)

Corporate Wide Schemes 0 150,000 305,000 455,000 150,000 463,000

Procurement 500,000 16,667 16,667 0 200,000 200,000 (300,000) (300,000)

Externals 1,000,000 83,333 (83,333) 250,000 250,000 (750,000) (750,000)

Non-delegated Budgets (NHS Board) 2,335,000 250,000 190,417 41,500 (148,917) 960,628 499,000 1,459,628 (1,174,372) (1,117,372)

Non-Recurring Central Support 1,904,000 1,904,000 0 1,904,000

TOTAL 12,529,000 250,000 1,039,917 604,363 (435,555) 5,611,346 5,754,000 11,365,346 (6,995,904) (1,405,654)



NOT  PROTECTIVELY  MARKED 
Page 1 of 8 

 

DUMFRIES and GALLOWAY NHS BOARD 
 
 
4th June 2016 
 

Public Health Governance 
 
 
Author: 
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Sponsoring Director: 
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Date:  20th May 2016  
 
 

RECOMMENDATION 
 
The Board is asked to consider and, if agreed, to approve the proposals for reporting 
and governance for teams in the Public Health Directorate and the region-wide team 
for tobacco control/smoking cessation. 
 

 

CONTEXT 
 
Strategy / Policy:  
This paper builds on the revised NHS Board Governance proposals which were 
approved by the Board on 4th April 2016 and proposes new governance 
arrangements for public health work carried out by teams in the Public Health 
Directorate and the region-wide team for tobacco control/smoking cessation. 
 
Organisational Context: 
Substantial organisational changes are under way as a result of the creation of the 
Integrated Joint Board.  The Public Health Committee has been wound up.   
 
Key messages:  
There is substantial variation in current local public health governance.  This paper 
proposes changes to public health governance to address and simplify this.    

 
 
 

GLOSSARY OF TERMS 
 
IJB         Integrated Joint Board 
MCN      Managed Clinical Network 
SPP       Strategic Planning Partnership 
 

 
 
 

Agenda Item 50 
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MONITORING FORM 
 

Policy / Strategy  The revised NHS Board Governance proposals 
which were approved by the Board on 04 April 
2016. 

Staffing Implications This proposes a change of governance and no 
staffing implications are identified. 

Financial Implications This proposes a change of governance and no 
finance implications are identified. 

Consultation / Consideration Consultation has taken place with the Tobacco 
Control/Smoking Cessation Lead, the Locality 
Manager for Stewartry and at Board Management 
Team. 

Risk Assessment No formal risk assessment has been carried out; 
however the proposals for governance will bring 
about a greater and more consistent level of 
scrutiny, which should reduce the risks of variable 
governance for different strands of public health 
work. 

Sustainability The governance proposals offer an increased level 
of scrutiny to consider the social, economic and 
environmental impacts of public health work. 

Compliance with Corporate 
Objectives 
 

All Corporate Objectives may potentially be 
addressed by the governance proposals, 
particularly Objective 1 (to reduce health 
inequalities) and Objective 6 (to support and 
develop partnership working to improve outcomes). 

Single Outcome Agreement 
(SOA) 

Not applicable 

Best Value All Best Value themes may potentially be 
addressed by the governance proposals, 
particularly: 
Vision and Leadership 
Governance and Accountability  
 

Impact Assessment 

Public Health papers should each have an impact assessment carried out.  Impact 
assessment for the governance proposals in this paper has not been carried out; 
however the governance proposals offer an increased level of scrutiny for the Board 
to consider impacts of public health work on different subgroups in the population. 
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Introduction 
 
A paper on revised Board governance in the light of the setting up of the Integrated 
Joint Board (IJB) was discussed by the NHS Board in April 2016.  It was agreed that 
the Public Health Committee would be wound up and papers relating to public health 
would now go to the NHS Board.   
 
Health improvement areas of public health work are particularly important and 
challenging for a number of reasons:  

 They represent one of the main levers for influencing future levels of ill health 
and disability, and hence have potential for changing future needs for health 
and social care services to be different than they have been in the past; 

 They work in a difficult arena and the problems they deal with are ‘wicked’ 
ones, in that they do not have simple solutions; 

 Making progress always involves working in partnership and this needs to be 
prioritised at a time of many challenges, including those related to major 
change, financial pressures and multiple different priorities;  

 There is a risk of urgent needs such as existing service pressures taking 
priority over important needs such as improving health or reducing health 
inequalities, which would help make service pressures more manageable. 
 

Public health work currently takes place within a number of structures.  Core public 
health work is carried out by a small number of teams, although a much wider 
number of NHS staff have some aspect of public health in their jobs, such as 
providing advice about prevention and health improvement.  The teams with a 
central public health focus on protecting and improving health and wellbeing include 
the NHS Board’s Public Health Directorate, the four Locality Health Improvement 
teams and the region-wide team for tobacco control/smoking cessation.   
 
Different structures have led to different scrutiny and governance arrangements.  
There is merit in seeking to move towards an overall template for local public health 
accountability.  Potential benefits of an overarching governance structure for public 
health work include improved joint working, and consistency and coherence of 
governance.   
 
Wide discussion is needed with localities and their health improvement teams as to 
how to meet their future governance needs.  This needs to take account of the 
developing IJB accountability structures.  This paper focuses on governance for the 
aspects of public health work carried out by the NHS Board Directorate of Public 
Health and the regional tobacco control/smoking cessation service.  It lists the 
current governance arrangements and recommends new arrangements in the light of 
the winding up of the Public Health Committee and the role of the IJB. 
 
 
Current Governance Arrangements for Public Health 
 
Current governance arrangements are given in the table overleaf.  The table gives 
both local and national governance arrangements, where these exist.  National 
governance arrangements are in place for some, but not all, aspects of public health 
work.   
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Public Health Team or 
Function 

Current Local Governance 
Arrangements 

Current National 
Governance 
Arrangements 

Alcohol & Drugs 
Partnership 

 Community Planning 
Executive Group 

 National Services 
Scotland 

 Scottish Government 

Tobacco 
Control/Smoking 
Cessation 

 NHS Board Public 
Health Committee 

 National Services 
Scotland 

 Scottish Government 

Dumfries & Galloway 
Health & Wellbeing 

 NHS Board Public 
Health Committee 

 Dumfries &  Galloway 
Council 

 

Building Healthy 
Communities 

 NHS Board Public 
Health Committee 

 Dumfries &  Galloway 
Council 

 

Oral Health   NHS Board Public 
Health Committee 

 Scottish Government 

Health Protection  NHS Board Public 
Health Committee 

 NHS Board Infection 
Control Committee 

 NHS Board Healthcare 
Governance Committee  

 Managed Clinical 
Network (MCN) for 
Bloodborne Viruses 

 Scottish Health 
Protection Network 

 National Services 
Scotland 

Screening  NHS Board Public 
Health Committee 

 Local Multidisciplinary 
Steering Group 
(antenatal and newborn 
screening) 

 MCN for Diabetic 
Retinopathy Screening 

 National Services 
Scotland 

Immunisation  NHS Board Public 
Health Committee 

 Scottish Health 
Protection Network 

 National Services 
Scotland 

Health Intelligence The health intelligence 
function usually supports 
other programmes so 
follows governance route as 
appropriate, e.g. NHS Board 
Public Health Committee or 
Healthcare Governance 
Committee 
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In addition to the local and national governance arrangements listed in the table, all 
teams are accountable locally through annual performance reviews and nationally 
through the NHS Board’s annual performance review. 
 
It is obvious there is a complex existing governance structure for public health work 
at a local level.  National governance requirements are outside the scope of the NHS 
Board to consider.   
 
 
Structures Involved in Future Local Governance in Public Health 
 
From April 2016 there are three local organisational entities that are central for public 
health work: the NHS Board, the Integrated Joint Board and the Strategic Planning 
Partnership (SPP).  All have key roles in requiring and supporting public health work 
in order that they deliver on their objectives.  Public health governance will therefore 
need to be considered for all three bodies.   
 

1. Strategic Planning Partnership 
The Dumfries & Galloway SPP is the local form of the Community Planning 
Partnership, which is required under the Community Empowerment (Scotland) 
Act 2015.  The 2015 Act has made significant changes to community planning 
and places specific duties on community planning partners linked to improving 
outcomes, some of which are public health outcomes.  The SPP will need to 
consider appropriate public health governance, but it is presently refocusing 
around the need to prepare a local outcomes improvement plan (LOIP) setting 
out the priorities for improvement.  The Director of Public Health (currently 
represented by one of the Joint Interim Directors) sits on the SPP and will 
assist in developing robust public health governance in this setting. 

 
2. Integrated Joint Board  

The IJB has a clear need for governance focussed round the strategic and 
locality plans and including regional and local public health work.  It will wish 
to scrutinise quality, safety, performance and financial performance in all the 
services that it oversees. 
 

3. NHS Board 
The NHS Board retains responsibility for strategic issues including population 
health, regional and long term planning.   
 

 
 
Functions of Public Health Work 
 
As indicated above, this paper does not cover governance for the aspects of public 
health work carried out by locality health improvement teams.  There has for years 
been some level of separation of the strategic and operational arms of health 
improvement work.  This should be addressed in future to enable health 
improvement work to maximise its usefulness to the population and effectiveness.  It 
will also be important to consider a consistent approach to governance.  These 
aspects need much discussion and are not addressed in this paper.    
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It may be helpful to think of the necessary functions of activity to achieve public 
health goals.  These can be thought of as strategic and operational, possibly with 
some overlap in the middle.  Sometimes a separate function of tactical work is 
described that covers the area of overlap.  Protecting and improving the public’s 
health most effectively requires that actions in the different functions are aligned and 
progressed together.  Definitions are given below. 

 
a) Strategic - this is the function of high-level planning to set the goals for protecting 

and improving population health and wellbeing and reducing health inequalities.  
It is future orientated, describing what the future may look like and identifying the 
actions required. 

 
b) Tactical - this works in tandem with the strategic function as it identifies the 

tactics of how to achieve the strategic goals.  As well as looking to the future it 
also deals with the present, offering solutions to the situation as it currently is. 

 
c) Operational - this is the front-line activity, focussing on specific services and 

processes, the day to day output. 
   
A division into strategic, tactical and operational levels can be helpful in identifying 
when public health scrutiny and governance might lie with the IJB or NHS Board and 
as far as possible avoiding unnecessary duplication.  It is recognised that there is a 
changing landscape for where public health teams are managed and that pathways 
for governance need to reflect these changes.   
 
Public health operational activity could in general be scrutinised at the IJB and would 
not need to go to the NHS Board.   
 
Strategic plans for protecting or improving the population’s health would be 
scrutinised at the NHS Board.  They might on occasion also need to go to the IJB for 
scrutiny.  This might happen if for example the IJB took the view that a public health 
issue was more or less important than the NHS Board or Scottish Government 
believed and wished to do something differently.      
 
Tactical work on how the strategic plans were translated into operational activity or 
into current service challenges would go to the IJB governance structure and might 
or might not also need to be scrutinised by the NHS Board. 
 
Tobacco control can give a concrete example of how this might work in practice.  
The Scottish Government’s Tobacco Control Strategy is an important national 
document aimed at boosting population health by addressing themes of smoking 
prevention, protection and cessation and reducing tobacco-related health 
inequalities.  The local strategic work required to address the national Tobacco 
Control Strategy would be scrutinised by the NHS Board.  A local action plan would 
be developed and would be scrutinised both by the NHS Board and IJB.  Operational 
delivery of the action plan would go to the IJB for governance as would any issues in 
delivery, such as reduced numbers attending cessation services or staffing 
constraints.     
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Proposals for Future Local Governance for Public Health Work 
 
The following future governance arrangements are proposed for the aspects of 
public health work carried out by the NHS Board Directorate of Public Health and the 
regional tobacco control/smoking cessation service.  These are also set out in the 
table that follows. 
 

1. Where strategic teams or functions previously reported for governance to the 
Public Health Committee, this now transfers to the NHS Board for 
governance.   

2. Other local routes of governance (e.g. to Council or Community Planning 
Committees) are maintained for now pending any future changes to structures 
in the light of the IJB or SPP functioning. 

3. National routes of governance are maintained. 
4. Operational governance for public health functions would in general transfer 

to the IJB via health and social care governance structures.  Exceptions would 
be where the service is purely strategic (Dumfries & Galloway Health and 
Wellbeing) or where the Scottish Shared Services Review is anticipated to 
bring about changes in local structures (Health Protection and Screening).   

5. Tactical governance could be to either or both the IJB and NHS Board and 
should be decided on an individual basis. 

6. Health intelligence as a supporting service would usually play into the 
governance arrangement for the service which is being supported. 

  
 

Public Health Team 
or Function 

Strategic 
Governance 

Tactical 
Governance 

Operational 
Governance 

Alcohol & Drugs 
Partnership 

 NHS Board 

 Community 
Planning 
Executive Group 

 IJB/NHS 
Board as 
appropriate 

 IJB 

Tobacco 
Control/Smoking 
Cessation 

 NHS Board  IJB/NHS 
Board as 
appropriate 

 IJB 

Dumfries & Galloway 
Health & Wellbeing 

 NHS Board 

 Dumfries &  
Galloway Council 

 IJB/NHS 
Board as 
appropriate 

 

Oral Health   NHS Board  IJB/NHS 
Board as 
appropriate 

 IJB 

Health Protection  NHS Board 

 Infection Control 
Committee 

 Healthcare 
Governance 
Committee  

 IJB/NHS 
Board as 
appropriate 
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 MCN for 
Bloodborne 
Viruses 

Screening  NHS Board 

 Local 
Multidisciplinary 
Steering Group 
(antenatal and 
newborn 
screening) 

 MCN for Diabetic 
Retinopathy 
Screening 

 IJB/NHS 
Board as 
appropriate 

 

Immunisation  NHS Board  IJB/NHS 
Board as 
appropriate 

 IJB 

Health Intelligence As appropriate As appropriate As appropriate 

 
 
Conclusions 
 
Scrutiny and governance of public health activity have previously been complex and 
carried out by multiple groups.  In some instances there has been close scrutiny of 
work by a number of bodies, while in other cases the level of scrutiny has been less.   
 
The proposals described above will simplify the governance structures for public 
health work carried out by the NHS Board Directorate of Public Health and the 
regional tobacco control/smoking cessation service.  They align with the IJB and 
NHS Board roles, while accepting that there will be some situations that both bodies 
may wish to scrutinise.  Additionally it has to be accepted that other local bodies, 
such as Dumfries & Galloway Council, as well as national organisations may require 
to continue scrutinising some aspects of public health work. 
 
The landscape within which work to protect and improve population health is carried 
out is changing fast.  Therefore the scrutiny and governance of public health work 
needs to be kept under review and may need to be adapted in future. 
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DUMFRIES AND GALLOWAY NHS BOARD  
 
6th June 2016 
 

NHS Board Agenda Matrix 
 

Author 
 
Laura Geddes 
Corporate Business Manager 
 

Sponsoring Director 
 
Jeff Ace 
Chief Executive 

Date 17th May 2016 
 

RECOMMENDATION 
 
The Board is asked to approve: 
 

 the use of the matrix as a template for drafting the meeting agenda 
recognising that the Chair has the ability to adjust the agenda as required to 
fulfil the needs of the Board. 

 

 the matrix being brought forward on an annual basis. 
 

 

CONTEXT 
 
Strategy / Policy: 
 
This paper support both national and local policies and Strategies, including the 
Public Bodies (Joint Working) (Scotland) Act 2014, the Board’s Scheme of 
Delegation, Standing Orders and Code of Corporate Governance. 
 
Organisational Context / Why is this paper important / Key Messages 
 
On 1st April 2016, the Board saw the most fundamental change to delivery of health 
care across the region with the introduction of the Integration Joint Board.  This 
structural change for both NHS and Council has seen a number of services now 
being delivered and ultimately governed through the new Integration Joint Board. 
 
This paper aims to align governance processes with the new structure to streamline 
the routes of accountability that the Board is responsible for, avoiding duplication of 
reporting lines, whilst continuing to provide assurance to Board members on all 
areas of responsibility. 
 

 

GLOSSARY 
 
NHS - National Health Service 
 

Agenda Item 51 



 

NOT  PROTECTIVELY  MARKED 
Page 2 of 4 

MONITORING FORM 
 
 

Policy / Strategy  
 
 
 

This paper supports the development of the 
Board’s Standing Orders demonstrating best 
practice in relation to future planning. 

Staffing Implications 
 
 

Not Applicable. 

Financial Implications 
 
 

Not Applicable 
 

Consultation / Consideration 
 
 

NHS Dumfries and Galloway Board meeting 

Risk Assessment 
 
 

Not Applicable. 

Sustainability 
 
 

Not Applicable. 

Compliance with Corporate 
Objectives 
 

2. 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.  

3. To review the model of service delivery across 
Dumfries and Galloway to deliver person-
centred services as close to home as clinically 
appropriate.   

 

Single Outcome Agreement 
(SOA) 
 
 

Not Applicable. 

Best Value 
 
 

 Governance and Accountability 

 Vision and Leadership 
 

Impact Assessment 
 
Not Applicable. 
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INTRODUCTION 
 
1. At the April 2016 NHS Board meeting a paper was brought forward to 

members for consideration in relation to the structure of our Board and 
Committee agendas going forward, following the establishment of the 
Integration Joint Board on 1st April 2016. 

 
2. From the structures review, it was highlighted that some of the items, which 

would normally come to NHS Board would now be governed by the 
Integration Joint Board, however, there is still a strong reliance from Board to 
gain assurances that appropriate governance arrangements have been put in 
place to allow the targets, which the Board are measured on can be met.  
With this in mind, a matrix has been drafted, which gives consideration to the 
Integration Joint Board Standing Orders, the NHS Board Standing Orders, the 
Board’s Code of Corporate Governance, as well as the Standing Financial 
Instruction and Scheme of Delegation. 

 
3. The purpose of the matrix is to support wider agenda setting and to give the 

members an opportunity to review the future agenda items for obvious 
omissions, which they would expect to be provided with a level of assurance 
on. 

 
4. As per the Board’s Standing Orders the Chair should take ownership of, and 

have final say in, the decisions about what business will be pursued at any 
particular meeting.  This remains the over arching principle.  The Board’s 
Chair and Chief Executive will meet on a bi-monthly basis to review and agree 
the agenda for future meetings using this matrix as a guide. 

 
SUMMARY OF THE MATRIX  
 
5. The matrix (Appendix 1) has been split into core themes which will be covered 

at each meeting: 
 

 Meeting Items 

 Quality & Assurance 

 Performance Assurance 

 Finance & Infrastructure 

 Public Health & Regional Planning 

 Governance 

 In Committee Session 
 
6. As detailed within the Structures paper, the Board still retains all of the 

accountability and responsibilities associated with the delivery of an excellent 
health care service.  The introduction of the Integration Joint Board has given 
the Board a prime opportunity to streamline the business taken to Board, 
avoiding duplication of reports and also sees a new layer of scrutiny afforded 
to the work undertaken within both the Integration Joint Board and the NHS 
Board. 
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7. The adoption of the above key themes within the Board’s agenda will take into 
account the significant scrutiny performed by the Integration Joint Board and 
will also demonstrate the ability for the Board to spend more time during 
Board meetings looking at strategic issues relating to population, health, 
longer term resource and infrastructure planning. 

 
RECOMMENDATION 
 
8. The Board is asked to review the matrix and approve the use of this as a 

template for drafting the meeting agenda recognising that the Chair has the 
ability to adjust the agenda as required to fulfil the needs of the Board. 

 
9. The Committee are asked to approve the matrix being brought forward on an 

annual basis to review for planning the next annual cycle of meetings. 
 



NHS BOARD AGENDA MATRIX 
 

 

 2016 2017 

 June August October December February April 

Meeting Items 

 

 Apologies 

 Declarations of Interest 

 Previous Minute 

 Matters Arising & Actions List 

 Any Other Business 

 Any Other Business 
 

 Apologies 

 Declarations of Interest 

 Previous Minute 

 Matters Arising & Actions List 

 Any Other Business 

 Date of next meetings 

 Apologies 

 Declarations of Interest 

 Previous Minute 

 Matters Arising & Actions List 

 Any Other Business 

 Date of next meetings 

 Apologies 

 Declarations of Interest 

 Previous Minute 

 Matters Arising & Actions List 

 Any Other Business 

 Date of next meetings 

 Apologies 

 Declarations of Interest 

 Previous Minute 

 Matters Arising & Actions List 

 Any Other Business 

 Date of next meetings 

 Apologies 

 Declarations of Interest 

 Previous Minute 

 Matters Arising & Actions List 

 Board Agenda Matrix 

 Any Other Business 

 Date of next meetings 

Quality & Assurance 

 

 Improving Safety, Reducing 
Harm 

 Patient Experience Report 

 Prevention and Control of 
Infection 

 Equality & Diversity Update 
 

 Improving Safety, Reducing 
Harm 

 Patient Experience Report 

 Prevention and Control of 
Infection 

 Complaints Annual Report 

 Improving Safety, Reducing 
Harm 

 Patient Experience Report 

 Prevention and Control of 
Infection 

 Improving Safety, Reducing 
Harm 

 Patient Experience Report 

 Prevention and Control of 
Infection 

 Improving Safety, Reducing 
Harm 

 Patient Experience Report 

 Prevention and Control of 
Infection 

 Improving Safety, Reducing 
Harm 

 Patient Experience Report 

 Prevention and Control of 
Infection 

Performance Assurance  

 

 Performance Report 
 

 Performance Report  Performance Report  Performance Report 
 Performance Report 

 Integration Joint Board Update 
 Performance Report 

Finance & Infrastructure 

 

 Capital Performance Update 

 Financial Performance Update 
 

 Capital Performance Update 

 Financial Performance Update 

 Capital Performance Update 

 Financial Performance Update 

 Capital Performance Update 

 Financial Performance Update 

 Capital Performance Update 

 Financial Performance Update 

 Capital Performance Update 

 Financial Performance Update 

Public Health & Regional 
Planning 

 

 Regional Planning Update 

 Governance around Public 
Health Activity 

 Health and Wellbeing Services 
Proposal 

 Building Healthy Communities 
Programme 

 

 Regional Planning Update 

  

 Regional Planning Update 

  

 Regional Planning Update 

  

 Regional Planning Update 

  

 Regional Planning Update 

  

Governance 

 

 Board Agenda Matrix 

 Board Dates – September – 
March 2016/17 

 Board Briefing 

 Various Committee minutes 
 

 FOI six monthly update  

 Board Briefing 

 Various Committee minutes 

 Register of Members Interest  

 Board Briefing 

 Various Committee minutes 

 Code of Corporate Governance 

 Board Dates 2017/18  

 Board Briefing 

 Various Committee minutes 

 FOI six monthly update  

 Board Briefing 

 Various Committee minutes 

 Register of Members Interest  

 Board Briefing 

 Various Committee minutes 

In Committee 

 

 Apologies 

 Declarations of Interest 

 Minute of previous In Committee 

 Matters Arising 

 Any Other Business 
 

 Apologies 

 Declarations of Interest 

 Minute of previous In Committee 

 Matters Arising 

 Any Other Business 

 Apologies 

 Declarations of Interest 

 Minute of previous In Committee 

 Matters Arising 

 Any Other Business 

 Apologies 

 Declarations of Interest 

 Minute of previous In Committee 

 Matters Arising 

 Any Other Business 

 Apologies 

 Declarations of Interest 

 Minute of previous In Committee 

 Matters Arising 

 Any Other Business 

 Apologies 

 Declarations of Interest 

 Minute of previous In Committee 

 Matters Arising 

 Any Other Business 
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DUMFRIES and GALLOWAY NHS BOARD 
 
6th June 2016 
 

Schedule of Board Meeting Dates - October 2016 to 
March 2017 
 
Author:  
Laura Geddes 
Corporate Business Manager 
 

Sponsoring Director:  
Jeff Ace 
Chief Executive 

Date:   17th May 2016  
 

RECOMMENDATION 
 
The Board is asked to agree the proposed schedule of meeting dates for the period 
October 2016 to March 2017. 
 

 

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 October 2016 to 
March 2017. 
 
It is proposed to continue with the programme of a public meeting every second 
month with a governance committee on alternative months until the end of 
March 2017.  A review will be undertaken in December 2016 looking at the 
frequency of NHS Board meetings, following the establishment of the Integrated 
Joint Board. 
 
If Board agrees the schedule of meeting dates for the period October 2016 to 
March 2017 this will facilitate scheduling all committee meetings throughout that 
period including Audit and Risk Committee and Staff Governance Committee and 
allow the public meeting dates to be posted on the intranet and Board website. 
 
Key Messages: 
This will also facilitate management of the corporate diary with all statutory 
governance and other Board committees being scheduled in to the programme. 
 

 

GLOSSARY OF TERMS 
 
NHS - National Health Service 
 

Agenda Item 52 
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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. Following the approval of the Schedule of NHS Board Dates from April 2016- 

October 2016, at the Board meeting in October 2015, it was agreed to 
undertake a review of existing arrangements following the introduction of the 
Integration Joint Board and bring a papers back to the June 2016 Board 
meeting with recommendations. 
 

2. With this in mind, it is proposed to continue with the existing pattern of Board 
meetings scheduled on a bi-monthly basis until March 2017.  A further review 
of the pattern of meeting dates will be undertaken once the new processes 
relating to the Integration Joint Board has been embedded.  The outcomes 
from the review will be presented to Board in December 2016, proposing a 
schedule of dates for the NHS Board in 2017/18. 

 
Proposed Meeting Dates 
 

October 2016 to March 2017 
 

3 October 2016   Board Meeting and Workshop 
5 December 2016   Board Meeting and Workshop 
6 February 2017   Board Meeting and Workshop 
 

Governance 
 
3. If Board agrees the schedule of dates proposed the public meeting dates will 

be posted on the intranet and the Board’s website. 
 
4. This will also facilitate management of the corporate diary with all statutory 

governance and other Board committees being scheduled in to the 
programme. 
 

5. A paper will be brought back to the December 2016 NHS Public Board 
meeting with proposed meeting dates for the 2017/18 financial year. 

 



NOT PROTECTIVELY MARKED 
Page 1 of 7 

 

DUMFRIES and GALLOWAY NHS BOARD 
 
 

6 June 2016 
 
 

BOARD BRIEFING 
 

Author: 
Rachel Hinchliffe 
Communications Assistant 
 

Sponsoring Director: 
Jeff Ace 
Chief Executive 
 

Date:   19th May 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 
 
  

Agenda Item 53 
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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 

 
1. 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 
 
World Hand Hygiene Day 
 
2. As part of this year’s awareness raising campaign the public involvement 

group were in the Loreburne Centre in Dumfries on Thursday 5 May.  They 
had a UV lightbox which shows how clean hands are.   

 
3. They also carried the Infection Prevention Society’s torch which started the 

Scotland leg of its nationwide tour.  The tour aims to raise awareness of hand 
hygiene with the message – spread the message, not the bugs.   

 
Success for Dementia Specialists 
 
4. Three senior nurses from NHS Dumfries and Galloway were recently 

recognised for completing the prestigious Dementia Specialist Improvement 
Leads Programme.   They received their certificates at a graduation event 
which took place during the National Conference for Dementia Champions 
and Dementia Specialist Improvement Leads at Murrayfield in Edinburgh on 
Wednesday 16 March. 

 
5. Specialist Nurse Practitioner, Lorraine Haining, Senior Charge Nurse Linda 

McDougal and Charge Nurse Donna Tran were among 30 graduates who 
completed the programme which is designed specifically for nurses working in 
specialist mental health services for people with dementia. 

 
6. Improving the care and experience of people with dementia in acute general 

hospitals, related community settings and specialist mental health dementia 
services are a priority area in Scotland’s Dementia Strategy. 

 
Diabetes Team - Managed Clinical Network Audit 
 
7. Members of Dumfries and Galloway’s Diabetes team have now their 

dedication has been recognised.  The Managed Clinical Network Audit has 
reported that they provide the most successful and comprehensive screening 
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services for people with diabetes - which is essential in the early diagnosis 
and treatment of potentially serious complications. 

 
8. The Diabetes Managed Clinical Network Audit is a rigorous test of standards 

and performance.  It checks the quality of diabetes care across Scotland and 
publishes the results. 

 
9. The audit identified that we have the best recorded levels of glucose control 

and the lowest levels of patient disengagement which is quite an achievement 
given the number of people living with diabetes in the area and the size of the 
region we cover. 

 
Healthy Working Lives Grant for Stair Park Garden Centre 
 
10. Healthy Working Lives has shown its support for the Stair Park Community 

Garden Centre with a grant of £150 to buy new tools.  Just two years ago the 
site was a patch of waste ground but thanks to a dedicated team of 
hardworking volunteers it’s been transformed into a flourishing, productive 
garden. 

 
11. The Stair Park Community Garden Centre provides practical work experience 

for school leavers and other adults with learning difficulties.  Many of them 
have no academic qualifications and this project is designed to help build their 
confidence while they learn new skills. 

 
Gold LGBT Award for Sexual Health Team 
 
12. NHS Dumfries and Galloway is celebrating its status as the first organisation 

in Scotland to achieve not one but two prestigious LGBT Gold Charter Mark 
Award thanks to the efforts of the Sexual Health team. 

 
13. The Sexual Health team received their charter mark from Melinda Dolan, a 

Trustee for LGBT Youth Scotland, on Monday 16 May; just 18 months after 
the Public Health team got theirs.  

 
Home Based Memory Rehabilitation 
 
14. Following the successful local implementation of “Home Based Memory 

Rehabilitation” (HBMR) the mental health occupational therapy service is now 
involved in leading a national programme aimed at enabling other 
occupational therapy services across Scotland to utilise this approach. 
Currently 5 others Boards are involved in the next phase of this project along 
with Dumfries and Galloway. They are working alongside National AHP 
Consultant Elaine Hunter at Alzheimer’s Scotland and Duncan Pentland at 
Queen Margaret University. 

 
15. HBMR is based on principles of cognitive rehabilitation and results show it 

enables people with dementia to: 
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 learn new skills to compensate for the everyday memory difficulties they 
face 

 retain these skills over time despite the progressive nature of the 
diagnosis 

 reduced reported experience of the impact of everyday memory 
problems 

 
NHS and Council Supporting Carers in the Workplace During Carers’ Week 

 
16. Carers Week 2016 starts on Monday 6 June and this year two of the region’s 

biggest employers are taking an innovative approach.  For the first time NHS 
Dumfries and Galloway and the Council have teamed up to support Carers in 
the workplace. 

 
17. Both organisations are recognised as Engaged Carer Positive employers and 

they are hosting a number of information sessions designed to help staff who 
are juggling work and caring responsibilities. 

 
18. NHSScotland Event – Poster Abstracts 
 
19. There have been seven successful poster abstract submissions from NHS 

Dumfries and Galloway to the NHS Scotland Event taking place this month, 
the posters will be on display throughout the event and the overall winner will 
be announced on the final day. 

 

Section 2 – Staffing Announcements 
 
Loyalty Awards 
 
20. The following members of staff have received Loyalty Awards in January, 

February & March: 
 

Yvonne Maclean  CLDN Criffel, Crichton Hall 07/01/91 

Lesley Brown  
Depute Podiatry 
Manager Nithbank 09/01/90 

Marie Crawford  MLA Pathology, DGRI 01/05/90 

Angela Foster  Nursing Auxiliary 
Thomas Hope 
Hospital 19/03/90 

Amanda Mcclurg  Support Worker Social Care, LD 14/01/91 

Lynn Pennycook  
Domestic 
Assistant DGRI 03/02/90 

Margot Martin  Workforce 
Redevelopment 
Partner 

High East, Crichton 
Hall 

28/01/91 

Retirements 
 
21. Sheena Murdoch and Margaret Doig retired in May from the Procurement 

department. Sheena has been with the NHS for 26 years and Margaret almost 
30 years. 
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Section 3 - Current Consultations 
 

From Topic Response 
due by 

Scottish Government Asset Transfer under the Community 
Empowerment (Scotland) Act 2015 – 
Consultation on Draft Regulations 
 

20/06/2016 

Scottish Government Children and Young People (Scotland) Act 
2014 - Consultation on Children's Rights and 
Services Planning 

13/06/2016 

Scottish Government Scottish Government Nutritional Standards for 
Food in Hospitals Consultation 
 
National Response Submitted 
 

13/06/2016 
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Section 4 – Chief Executive and Chairman Commitments 
 

Chief Executive’s Diary 

Key Events 

 Chairman’s Diary 

Key Events 

June  June 

14/15 NHS Scotland Event  13 NHS Chairs Meeting 

20 Audit & Risk Special 
Board/Accounts 

 14/15 NHS Scotland Event 

21/22 NHS Chief Executives  20 Audit & Risk Special 
Board/Accounts 

24 MP/MSP Quarterly Briefing  24 MP/MSP Quarterly Briefing 

28 Management Team    

July  July 

1 WoS RPG  1 Remuneration Sub Committee 

7 Remuneration Sub Committee 7 Remuneration Committee 

12 Management Team 11 Performance Committee 

18 Healthcare Governance 18 Healthcare Governance 

25 Staff Governance 25 Staff Governance 

26 Management Team   

 

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 23rd March 2016 

 
Present 

Moira Cossar (Chair)  
Paul Beardon, Lorna Carr,  

Heather Currie, Alyson Turnbull,  
 

In Attendance 
Jan McCulloch, Professional Committees’ Co-ordinator 

Katy Lewis, Director of Finance 
 

Apologies 
Adele Foster, Ross Warwick, 

Kim Heathcote, James Lemon, Alison Milne, Ian Peacock 
Angus Cameron 

 
 
1. Apologies 
 
2. Minute of Previous Meeting 
 The Note of the meeting held on Wednesday 24th February and  
 Minute of the meeting held on Wednesday 25th November was approved. 
  
3. Matters Arising 
  

4. Standing Items 
  a) Chair’s Report 
   Moira informed member that the Integrated Joint Board (IJB) had met last  

  week and the main agenda items were of governance. At the meeting Moira 
  informed the Board that the Terms of Reference for the Integrated   
  Professional Advisory Committee, submitted by Hazel Borland had not been 
  accepted by members of Area Clinical Forum.  A meeting with Moira, Jeff  
  Ace and Eddie Docherty,  Nurse Director has to be arranged to discuss  
  where ACF sits with the IJB. 

 
   Moira will email Lilian Cringles, Head of Social Services to find out if the  

  Social Services PAC has started up yet and arrange to discuss the   
  fundamental issue around ACF incorporating IPAC. It was agreed that it may 
  be useful to send Lilian Cringles copies of  the minute of previous ACF  
  meetings for better understanding of the role of ACF and the Professional  
  Advisory Committees. 

 
 
 

Agenda Item 54 
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  b) The Change Programme  

 Work streams – Feedback 
 Members noted that the Cross Checking Event will take place on 25th 
 and 26th May. 
 

  c) Health and social Care Integration 
   Concerns have been raised across professions that Community Services  

  and Cottage Hospitals are not yet ready for delivering the changes in  
  services. 

   Non voting members are now on the IJB and meetings will be held on   
  alternate months to the Health Board. 

 
  d) Feedback from Committees 
   AHPAC 

 Staffing and recruitment issues remain a problem 

 Moving to a 7 day service once agreed 

 Assistant Director of AHPs in post  

 AHPAC has agreed there is a need to raise the profile of what AHPs 
do, what they can do best and how to achieve best value for the 
organisation  and patients.  

 There have been concerns about the lack of working together for the 
Change Programme. 

 Issues for discussions for meeting with Nurse Director agreed. 
 
   Pharmaceutical Committee 

 7 day service  
 Newly appointed Committee Secretary 

 
   Psychology 

 Interviews set for Director of Psychology in April 
 5 year Strategy to OMG in April 
 Need to raise profile of psychology services: joining up and working 

together and effective ways of working. 
 
   ANMAC  

 Workforce plan for new hospital and concerns about job matching and 
the reduction of Band 7 nursing posts. HR rep attended the meeting 
to explain how things are being done – reassurance needed within 
nursing. 

 Issues for discussions for meeting with Nurse Director agreed. 
  
5. Financial Update  
 Katy Lewis, Director of Finance attended the meeting to update members on 
 developing financial plans for 2016/17 and spoke about the difficulties for next year 
 for both the NHS and Local Authorities nationally and locally. 
 
 Katy explained that the 5.5% uplift included 3% that is set aside for local authorities 
 and really equates to an increase of 1.4%. Katy said that this year’s pay increases 
 alone are bigger than the additional money. There is an efficiency target of 5% for 
 NHS D &G with unprecedented savings and allocations have been cut and 
 reduced. 
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 Social Care money tied up with local authority allocations of £21million.  It is 
 recognised there is a need to invest in Social Care and NHS D &G Health will 
 provide additional money to fund social care resources that could be used to fund 
 the living wage for carers. Social Care funding already there for delayed 
 discharges. 
 
 Changes to National Insurance contributions will cost NHS D & G an additional 
 £2million.Prescribing pressures are also ever increasing. Katy said that she is a 
 member of the Effective Prescribing National Group that is looking at efficiency 
 schemes nationally  and work is also happening locally with prescribing schemes. 
 
 Katy explained that once the Board budget is set then the IJB budget will be set. 
 The balance position will be difficult to achieve and efficiency schemes difficult to 
 set.  A review of services is taking place with CRES schemes accounting for 
 £6m savings. 
  
 The Acute and diagnostic annual review took place a couple of weeks ago that 
 identified new initiatives and procedures and these are being looked at by Ewan 
 Bell, including new clinical leadership roles. 
 
 It was agreed that 2017/18 will prove a difficult and challenging time with the new 
 hospital and Clinical Change Programme and how we need to look at changing 
 things before moving. 
 
 All Health Boards have pulled together to identify financial gaps and some other  
 Boards are in worse position that D & G.  The Financial Plan gives and chance to 
 maximise opportunities and build and develop local networks.  All Boards in same 
 position and struggling and it is recognised that Board reorganisation across 
 Scotland could happen. 
 
  Katy said that if the organisation does go into debt we would be expected to pay 
 back additional money in the future and would have enhanced scrutiny by the 
 Government and evidence that Board has tried to come in on budget is important. 
 
 Members suggested that educating the public about the need for changes to the 
 provision of healthcare services is important and that we were not engaged in the 
 big conversation needed with the public.. 
 
 Moira thanked Katy for updating members and extended and invitation to come to 
 future ACF meetings. 
 
 Heather then spoke about Demand Optimisation and the work that is taking place 
 with both primary and secondary care to reduce the amount of unnecessary tests 
 undertaken which has resulted in a drop of about 70% in inappropriate testing to 
 diagnose menopause.  
  
 A Coagulation Screening Audit was recently undertaken that resulted in a 
 reduction in the amount of tests undertaken. This test was often routinely being 
 asked for by junior doctors and when asked to justify their reasons for requesting 
 tests it was calculated that  80% of tests were unjustifiable.  
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 The change Programme will mean that Clinical teams will need to develop new 
 ways of working and this will require effective clinical leadership and if necessary,  
 line management intervention.  
  
 Looking at the way rooms are used, reducing Saturday Clinics and more telephone 
 contact with patients by specialties are also being looked at. 
 
 A group has been established to look at Patient information leaflets and how they 
 will be accessed in the future.  The group is also looking at better use of NHS 
 Inform and IDO Leaflets that will mean local versions are not required.   
 
Joint Session – No Directors attended 
 
6. Radiology Pressures 
 Paper Noted. 
  
7. Patient Safety and SAEs 
 Paper Noted 
 
8. National Clinical Strategy 
 Paper  Noted 
 

9.        ACF Event May 2016 
 It was suggested that the subject for the next ACF Event in May should be based 
 on the Implementation Plan for the National Clinical Strategy and the CMO report 
 on Realistic Medicine, what this means locally and what the impact will be on the 
 Change Programme.   
 
 It was agreed that ACF can play a major role in advising what key things are 
 needing to be done, what changes are needed to benefit healthier communities 
 and shaping the strategy for future services. 
  
10. Any Other Business 
   
Date of Next Meeting:  27th April 2016 
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DUMFRIES AND GALLOWAY NHS BOARD  
 
HEALTHCARE GOVERNANCE COMMITTEE 
 
14 March 2016 
10 a.m., New Board Room, Crichton Hall 
 
 
Present: Ms. Lesley Bryce Non Executive Member (Chair) 
 Mr. Phillip N. Jones Chairman  
 Mr. Jeff Ace   Chief Executive  
 Mr. Eddie Docherty   Nurse Director  
 Dr. Angus Cameron  Medical Director 
 Dr. Andrew Carnon  Joint Interim Director of Public Health  
 Mrs. Moira Cossar  Chair – Area Clinical Forum  
 Mrs. Penny Halliday  Non Executive Member  
 Mrs. Gillian Stanyard Non Executive Member  
 Mr. Bill Rogerson  Lay Member  
 Mrs. Elaine Ross Infection Control Manager  
 Dr. Milada Tavodova Infection Control Doctor 
 Mrs. Alice Wilson  Deputy Nurse Director  
   
Apologies: Dr. Ewan Bell  Associate Medical Director  
 Dr. Ken Donaldson Associate Medical Director 
 Ms. Laura Douglas Non Executive Member 
 Mrs. Julie White  Chief Operating Officer  
   
In Attendance: Margaret Johnstone E.A. to Nurse Director  
 Teddy Fletcher  General Surgical Trainee  
 
1. Apologies for Absence  

Apologies as noted above.   
 

2. Declarations of Interest  
Nil.  
 

3. Minute of the meeting held on 18 January 2016          
Approved.     
 

4. Matters Arising 
Joint Inspection for Older People 
Jeff Ace explained that the inspection was more or less concluded with final 
interviews arranged and verbal feedback planned for the end of March 2016.  
He explained that the feedback to date had not suggested anything we are 
not aware of and noted that the self-assessment was completed underplaying 
our strengths and overplaying our weaknesses.   
 
G.P. Representation  
Lesley Bryce highlighted G.P. representation and Dr. Angus Cameron 
confirmed that the post had been advertised with interviews being held at the 
beginning of April.  

Agenda Item 54 
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5.  Action List  
Eddie Docherty presented the list highlighting future agenda items noting that 
Patient Experience will be taken over by Joan Pollard, Associate Director for 
Allied Health Professionals, from the beginning of March 2016.   
 
HMIPS Prison Inspection Progress Report  
Moira Cossar noted that a Fatal Accident Inquiry (F.A.I.) would be held in 
April and she would include this in the scheduled July 2016 report.  In 
response to Jeff Ace asking about support for the two members of staff 
involved Moira confirmed that she, and staff from the Central Legal Office, 
would be attending to ensure they were well supported.     
 

STANDING ITEMS 
 
6. Patient Experience Report   

Eddie Docherty presented the paper highlighting that 37 complaints were 
received in November and December, with 70% being responded to within 20 
days, noting that we have dipped below this trend over last month or so.  Phil 
Jones highlighted the move to an Integrated Joint Board (IJB) noting that 
there will also be council complaints and this may well affect response times.  
Eddie explained that he had been in discussions with the Council Complaints 
Department and there will be a single point of contact.  He highlighted that 
the current system is bureaucratic and will set up a short life working group to 
streamline the process with improvement actions already having been looked 
at. 
 
Eddie highlighted Patient Opinion feedback explaining that more information 
would be provided and allow us to compare against complaints across region 
and link into the system.  
 
Eddie highlighted the Scottish Public Services Ombudsman report noting that 
six complaints were under investigation plus one for consideration.  Informal 
actions in relation to the six complaints have taken place and will interact at 
local level.  
 
Phil asked what we do with General Practitioner (GP) complaints and Dr. 
Angus Cameron explained that he contacts GPs to say they have to satisfy 
the Ombudsman and confirm that they are dealing with this.  Angus is 
supportive in assisting the practices to evidence they have addressed the 
issues raised.   
 
Eddie highlighted ongoing issues with nursing documentation which is being 
reviewed and noted that the feedback from the Galloway Community Hospital 
(GCH) inspection will include this.  
 
Lesley Bryce commented on the training not happening in the wards and 
Alice Wilson explained that, although training in documentation had been 
introduced, staff had divided the papers and put them in different places 
which made completion difficult.  Review and streamlining of documentation 
is now under way although there is a bit of push back against some of the 
changes and this is being helped by taking away some of the dislikes and 
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reintroducing some of the likes, for example, Waterlow score charts. This 
work has already commenced and system documentation is in place with the 
Senior Charge Nurse (SCN) responsible for documentation working with the 
staff in relation to care planning and why this is required.   
 
Penny Halliday commented that when we look at complaints we get data in 
relation to how response times are and how if this was the private sector it 
would not be tolerated.  She went on to say that this sort of data is fine but 
what we need to know from this is the patient experience, for example, is it 
the same department, is it the same doctor/nurse, were there more 
complaints about Dalrymple Ward than Garrick Ward, asking if we could drill 
down on this so that we have a better idea of what complaints are telling us.  
Eddie noted that this point was well made explaining that he is working 
through the process, will be meeting with our Patient Experience Officers to 
respond to the internal audit and will then meet with the Acute Care Team.  
As explained earlier a short life working group will be put in place to address 
issues.  Eddie commented that although he signs off high level complaints he 
is not the investigating officer.  
 
Lesley noted the Complaints Quality Assurance Group is currently on hold 
and Phil commented that there was no need to go into detail but this is a very 
good piece of work and that although we have a 20 day deadline this does 
not mean to say that an issue is resolved.  Phil went on to say that this is a 
learning process for continuous improvement and there may well be things 
within complaints we need to do more work on.  Gill Stanyard suggested that 
Eddie may like to take the opportunity and meet with the Non Executive 
Members whilst the group is under review and make the process a bit more 
robust.    
 
Eddie noted that the point about the private sector is well made and will work 
with Joan Pollard to address issues.  Alice highlighted the responsibility of the 
Quality and Patient Safety Leadership Group to learn from complaints as well 
as the adverse events.  Penny emphasised the need to learn from positive 
feedback and be effective in sharing this by becoming better at this and 
making this part of the process.  Eddie highlighted the opportunity to get the 
process right over the next 6 – 9 months to ensure what we are doing is 
effective.  Bill Rogerson explained that he is a representative on the Scottish 
Government group which is reviewing the complaints policy and Eddie 
requested feedback from that group.  Angus highlighted the previous point 
around doctors being complained about noting that these complaints are very 
small numbers but emphasised that a complaint does not equal poor delivery 
of service and there is a point where we have to support staff otherwise they 
decide not to take risks.    
 
Jeff Ace noted that Eddie and his team will progress a fundamental review of 
the process looking for assurance that if complaints highlight system failures 
we have the opportunity to deal with issues.  We need to demonstrate that 
learning is being picked up and shared across the organisation.  Eddie 
explained that the Quality and Patient Safety Leadership Group is led by 
himself and Angus and, from discussion locally, adverse events are being 
shared within departments and the next step is to share across organisation.  
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Angus highlighted a weekly/two-weekly blog which will be discussed at 
Medical Staff Committee on 14 March.   
 
Jeff commented that be it one in ten, or one in twenty complaints, there is lots 
of learning from the good care we are providing and the challenge from 
patient feedback learning is what are we doing well in one department that 
other departments could learn from.  
 

 Galloway Community Hospital Update 
Jeff Ace had shared the draft report which is being checked for factual 
accuracy with some issues still to be sent back to HIS.  He noted that the two 
main processes are risk assessment and care planning and lots of this work 
is already being addressed. 
 
Eddie Docherty explained that he had spent a couple of days in GCH and 
highlighted the staff’s lack of understanding about what documentation was 
meant to do.  He had conversations with the Acute Care Team and asked 
them to flip this on its head outlining the need to re-empower staff.  Site 
leadership and process empowerment has been looked at and further 
discussion around a hybrid post, for only GCH initially, is taking place.  An 
improvement process has been agreed with the Nurse Managers who are 
sharing the basics of how to run a ward.  Eddie will meet with the Deputy 
Chief Nursing Officer on 18 March 2016 to discuss how to move this forward.   
 
Alice Wilson noted that following the last inspection we had invested heavily 
in training and HIS were complementary about training but not how this has 
been put into practice.  She went on to say there would be no benefit in giving 
staff more training.  Although it was difficult to engage the staff, conversations 
have taken place around measuring culture and responsibility and asking the 
staff what were their ideas for change and to take ownership as they have the 
power and capability to this for themselves.   
 
Lesley Bryce highlighted the differences between Garrick and Dalrymple 
Wards and Jeff explained that there were less differences than we had been 
led to believe although this is not stated in the written report.  Lesley 
highlighted communication issues and staff attitude, for example, a patient 
being fed by a standing nurse, and Alice confirmed that this was not person 
centred care and would be addressed by the Senior Charge Nurse.   
 
Alice highlighted the difficulties in recruiting to posts in the West of the region.    
 
In response to Lesley asking what leadership arrangements are in place Alice 
explained that the Acute General Manager is in GCH a couple of times a 
week and two Nurse Managers are sharing responsibility because we 
currently have no Lead Nurse.  Alice is unable to be the Lead Nurse for Acute 
and Diagnostics but is giving a bit of input and focussing on the two Senior 
Charge Nurses to help them support staff to change things.  
 
Penny Halliday commented that this is not the first report we have had about 
GCH and we have discussed all this before.  What is in place to ensure we 
are delivering quality care?  So far as leadership is concerned how can you 
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deliver care?  Staff trained but not aware if patient had been screened for 
malnutrition, mentally calculating themselves, how can they do this?  How do 
we know if this is happening across the organisation?  Penny commented 
that we had two follow-up inspections which were fine and now we have this 
report and requested assurance that this will not happen again and is it 
happening elsewhere in the organisation?  Jeff noted that the plan was to 
give a verbal update around the draft report and what Penny is asking for is 
around the findings of this report.  He explained that he was not in a position 
today to respond to these questions but would bring a detailed report to May 
meeting.    
 
Eddie commented that scrutiny and support care is around quality of care and 
this is the role of the Senior Charge Nurses and Nurse Managers and we will 
assess our services against what we learn from GCH.    
 
Phil Jones commented that the audit of policy and practice identified issues 
but did not give quality assurance and suggested a workshop before the next 
HCGC meeting so that the Committee HCGC can sign off on what we need 
to do.  
 
Penny highlighted “must do with me” asking how can this happen in one 
place but not others and Alice explained that the Older People in Acute 
Hospitals initiative is testing in Ward 16, moving to Wards 14, 18 and 6.  She 
explained that this work is supported by funding from HIS but as so much 
was going on at GCH it was decided to test in DGRI but this will be 
introduced to GCH.  
 
Penny commented that we cannot rely on inspections to give us assurance 
that we are delivering a good quality service.   
 
Phil noted that the Quality of Care Review has just been issued in relation to 
a national piece of work with some interesting things coming out.  He 
highlighted cultural issues work by Caroline Sharp and Paul Clarkin which we 
could pull together and re-shape our organisation.  
 
Lesley asked if the action plan been submitted and Mr. Ace confirmed that it 
had been and would circulate this to members along with the formal report 
issued on 23 March 2016.  
 

7. Patient Safety Report : Significant Adverse Events and Risk   
Alice Wilson presented the paper highlighting the submission of 15 adverse 
events and explaining that our biggest challenge is learning from events.  All 
adverse events are considered by the Quality and Patient Safety Leadership 
Group (QPSLG) which is keen to get DGLearn up and running.  Alice/Ewan 
Bell are looking at the themes from SPSO reports to include in learning.  HIS 
are keen to share learning across Scotland.  Moira Cossar will share the 
HCGC paper with the Area Clinical Forum and the Medical Staff Committee.  
 
In response to Gill Stanyard asking if staff were encouraged to report 
significant adverse events Alice explained that they were and they can come 
forward without fear of consequence, noting that the failure to report is a 
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disciplinary matter.   
 
Jeff Ace commented that reflecting on this, and previous reports, he would 
expect to see considerably more “near misses” and suggested we do not see 
enough of these.   
 

8. H.A.I. Report   
Elaine Ross presented the paper highlighting the key messages in relation to 
breaching targets and good improvements made in C.Diff work.  She 
explained we are not making inroads in relation to SABs but these are very 
small numbers and are individually investigated with most being due to skin 
and soft tissue problems.  There is an issue around contaminated blood 
samples.  Penny Halliday asked if there was any indication of changing the 
targets and Elaine explained that the target has not changed for end of March 
2016 although we are very close to it but that end of March 2017 is the main 
target.  Moira Cossar noted that IV Drug user cases, although small numbers, 
appear to be increasing.   
 
Elaine highlighted Carbapenemase Producing Enterobacteriaceae (CPE) 
noting that the national guidance would be published in April and explaining 
that screening may have an impact on the labs and single rooms.  She is 
currently working with Gail Robertson to identify and isolate patients.  
 
Elaine highlighted the recent outbreak in Ward 16 with the ward being closed 
for three days.   In response to Jeff Ace asking about Actichlor cleaning 
Elaine confirmed that we are still using this.  
 

INTERNAL REPORTS  
 
9. Ward 18   

Alice Wilson explained that a recent Ward 18 Patient Safety Leadership 
Walkround had been cancelled, as had a previous one, which led to the 
following intervention. 
 
Sickness absence 
High sickness level of 25% in January 2016 which brings questions around 
how to cover this and is the ward adequately staffed.  This has been 
addressed with a block booking from the Nurse Bank, additional Band 5 
resources are in place and currently advertising for a Band 6.  The Band 7 
has now returned to work.  Discussions with the General Manager and Nurse 
Manager highlighted some concerns around leadership in the ward.  Alice 
highlighted an ageing workforce and during discussion it was suggested by 
Penny Halliday that the Board should be able to offer something to nurses 
who are ageing, or suffering from ill health and Jeff Ace agreed the need for a 
structure around this issue.  He highlighted current political plans for pensions 
and the number of patients over 85 this winter.  Andrew Carnon commented 
on heavier patients and Moira Cossar commented as are some of our nurses.  
Jeff noted that the Healthy Hospital Programme may become a key point in 
the sustainability of our workforce along with capability and capacity reviews.  
Alice noted additional Nurse Managers have indicated their intention to retire 
so succession planning needs to be addressed.  Alice will provide support for 
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Ward 18 and a programme of work with Natalie Morrell, HR, is in place.  
 
Lesley Bryce highlighted volunteers and Alice responded that there were no 
volunteers in Ward 18.  She highlighted “John’s Care” which looks at people 
who care for patients at home and want to be with them in hospital although 
she noted this was small numbers.  She also highlighted work experience for 
school children suggesting that schools could link with cottage hospitals and 
care homes.  Penny suggested that school children could become Dementia 
Champions so that we would be giving them something back.  Lesley asked 
about volunteers in the new hospital and Jeff commented that there was lots 
of work going on around this and requested a volunteer update paper for the 
August Person Centred Health and Care Committee.  Penny and Alice/Joan 
Pollard will discuss outside meeting.  Bill Rogerson highlighted the use of 
volunteers from the 3rd Sector as part of the Integrated Joint Board explaining 
that the Local Health Council was well placed to standardise volunteer 
training.  
 
Alice noted that Ward 18 had been piloting tests of change in relation to 
standards of care for older people in hospital which was funded by HIS and 
will include an update on this work in her OPAH report at the next meeting.  
 

10. Radiology Report  
Jeff Ace highlighted previous discussions in relation to the current pressure 
facing Radiology Services and the challenges within recruitment.  He 
explained that he is currently involved in looking at regional solutions and will 
keep the Committee updated on this.    
 
Lesley Bryce asked Jeff to pass on the Committee’s thanks to the service 
staff for their efforts during this trying time.  
 
The Committee:  

 Noted the update  
 

ITEMS FOR NOTING  
 
11. Minutes of the Health Child Protection Committee – 15 December 2015     

The minutes of the Health Child Protection Committee held on 15 December 
2015 were noted.     
 

12. Minutes of the Infection Control Committee – 1 December 2015        
The minutes of the Infection Control Committee held on 1 December 2015 
were noted.  
 

13. Minutes of the Resuscitation Committee – 9 February 2016 
The minutes of the Infection Control Committee held on 9 February 2016 
were noted.  
 

14. Any Other Competent Business 
Nil. 
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Date of Next Meeting  
Monday 23 May 2016, at 10 am, New Board Room, Crichton Hall.  
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DUMFRIES AND GALLOWAY NHS BOARD  
 
PERSON CENTRED HEALTH AND CARE COMMITTEE 
 
8 February 2016 
1.30 p.m., New Board Room, Crichton Hall 
 
 
Present: Ms. Penny Halliday  Non Executive Member (Chair) 
 
 

Mr. Jim Beattie Non Executive Member  
Chair – Area Partnership Forum  

 
 

Mrs. Moira Cossar  Non Executive Member  
Chair – Area Clinical Forum  

 Ms. Gillian Stanyard Non Executive Member  
 Ms. Vicky Freeman  Acting Head of Strategic Planning  
 Rev Dr Ewan Kelly  Spiritual Care Lead  
 Ms. Jan Lethbridge Inter Faith Council Member  
 Ms. Mandy Spence Midwife  
 Ms. Shirley Turberville University of West of Scotland  
 Ms. Caroline Sharp  Workforce Director  
 Ms. Linsey Fitzpatrick Equality and Diversity Lead  
 Ms. Phyllis Wright Council Representative  
   
Apologies: Ms. Grace Cardozo Non Executive Member  
 Dr. Andrew Carnon  Joint Interim Director of Public Health  
 Dr. Ken Donaldson  Associate Medical Director  
 Ms. Lesley Grainge  Midwife 
 Ms. Carolyn Hornblow  Volunteer Member  
 Rev. Douglas Irving  Church of Scotland  
 Ms. Sue Newberry  Regional Integration Manager, Scottish 

Care 
 Ms. Jill Osborne  Lead Officer Integration Project (East),  

Third Sector  
 Mr. Andrew Ratnam Volunteer Member 
   
In Attendance: Margaret Johnstone E.A. to Nurse Director  
 Jeff Holt  Scottish Health Council  
 
Penny Halliday noted that Ewan Kelly would be leaving in the middle of February 
and, on behalf of the Board and the Person Centred Health and Care Committee, 
thanked Ewan for the developments he has made in Spiritual Care and in particular 
in the Community Chaplaincy Listening Service (CCLS).  Ewan explained that the 
CCLS now have four volunteers ready to start probationary placements in GP 
practices.  Phyllis Wright added thanks on behalf of the Council highlighting the May 
2015 event raising awareness of person centred care. 
 
Penny noted that Eddie Docherty, Nurse Director, took up post on 1 February 2016 
and will join the Committee for the April meeting.  
 
 
 

Agenda Item 54 
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1. Apologies for Absence  
Apologies as noted above.   
 

2. Declarations of Interest  
Nil.  
 

3. Minute of the meeting held on 19 October 2015         
Approved.     
 

4. Matters Arising 
 
Communication Support Update 
Gill Stanyard asked when the next update would come to Committee and 
Lynsey Fitzpatrick explained that there was no progress to report as yet as 
we hope to link in with a piece of national work which has been started by 
Health Scotland.   
 

5. Update on Public Involvement  
Jeff Holt highlighted the Public Involvement Panel (PIP) noting little progress 
to date due to reorganisation and restructuring with new staff just in post or in 
post soon.  He explained that the previous Public Partnership Forum had 
been disbanded and that the Integrated Health and Social Care aim is to 
have something where the range of public partnerships and the Third Sector 
partnerships can have access to a centrally held database and the Integrated 
Joint Board has identified the PIP as one way of engagement within their 
strategy as this would complement existing structures.   
 
Jeff tabled a draft leaflet explaining that NHS Dumfries and Galloway would 
be the holders of the database and governance structure would be via the 
Person Centred Health and Care Committee as the NHS has a legal duty to 
engage.  Jeff explained that his next steps were to meet with the new Nurse 
Director, and his team, and have discussions with the four localities staff to 
take forward, develop and promote across the region.  Jeff confirmed that 
funding has been obtained under “Our Voice” to move this forward and for the 
printing of the tabled leaflet once agreed.  Jeff and his team will put a plan 
together to promote and recruit people to the PIP from March 2016.  
 
Penny noting that the leaflet is supported by the National Standards for 
Community Engagement asked how people would be encouraged to respond 
and how do we ensure we are engaging with difficult to engage groups.  Jeff 
responded that all partners will be aware of the drive for engagement and 
able to identify and recruit people who can open the doors to hard to reach 
groups and will drive this automatically.  Penny asked once PIP is up and 
running, how do we let people know this is what you said and this is what we 
did and Jeff responded that perhaps a newsletter might address this.  In 
response to Caroline Sharp asking about ways to employ and support 
individuals who do not use IT and have no access to computers Jeff 
explained that details of how to communicate would be recorded on the 
database.    
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Caroline highlighted the first paragraph, under “How will it Work” on the leaflet 
and it was agreed that Jeff would amend the wording.       
 
Lynsey Fitzpatrick asked if there would be equality monitoring in the wider 
group with a range of different people with different characteristics, for 
example, age, gender etc; would there be one member of the public for each 
locality and how do we ensure we represent a wide range of views.  Jeff 
acknowledged that this point is well made and will do his utmost to ensure 
this will happen.  
 
Gill Stanyard asked if there would be specific examples of what people will be 
able to give voice on and Jeff explained that the Partners will contact us if 
they wish to engage, for example, the Scottish Ambulance Service, and the 
database will list all who have an interest in the ambulance service.  
However, this does not retract from localities engaging at their own level 
about their own topics.  
 
Jim Beattie highlighted his role as Joint Chair of the Older People Council 
Group noting that at the January meeting there was lots of interest regarding 
where they fit now and have a voice.  This is a good group and Jim would like 
to see some of these people involved in the PIP and Jeff noted that the group 
as a whole could become a member of the database.   
 
Penny highlighted the Looked After Children’s Champions Board and 
suggested taking the leaflet for their views.  Moira Cossar suggested a 
Facebook page or an app to engage with young people.  Jeff agreed with this 
but suggested we walk before we run in getting the PIP up and running.  
Caroline suggested contacting the marketing students course at the College 
which could be an alternative way of trying to engage with 16 – 25 year olds.  
Jan Lethbridge suggested using the Community Councils and Jeff confirmed 
that the councils can join the database as a group as well.   
 
Jeff confirmed that he will meet with Eddie Docherty who will identify how he 
wants this model implemented, who will manage the database and how we 
launch the process.  
 

EXTERNAL REPORTS   
 
6. Participation Standard  

Lynsey Fitzpatrick highlighted the statement “The Acute and Diagnostic 
Directorate has developed a customer services module to enable staff to be 
consistent in their interactions with patients, carers and staff” requesting more 
detail around this.  Update for next meeting.  
 

7. In-Patient Experience Survey for 2016 
Phyllis Wright asked for clarity around the clinical areas included in the 
survey.  Lynsey Fitzpatrick, supported by Penny Halliday, asked for a copy of 
the questionnaire to come to the next meeting.   
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Patient Opinion  
Ewan Kelly highlighted Patient Opinion and Caroline Sharp responded that at 
the last CEO meeting a national piece of work on Patient Opinion was 
discussed and Jeff Ace is interested in moving this forward.  Penny explained 
that positive feedback is presented at the Board who have agreed that when 
a difference is made in one area this will be rolled out across the 
organisation.    
 
Jeff Holt explained that he receives posts for NHS Dumfries and Galloway, 
NHS Ayrshire and Arran and NHS Lanarkshire and noted the other two 
Boards received a greater volume of posts than Dumfries and Galloway.  
Penny asked how we could find out what the difference is and why people 
are not using it.  Moira Cossar explained that there is a designated member 
of staff in each area tasked with responding to Patient Opinion.  Penny noted 
that work had been stop/start in Patient Experience for a while now due to 
staffing problems but that this is core business and it is really important that 
people are not responding.  Penny will raise this with Eddie Docherty and at 
Board.   
 
Phyllis highlighted the Older People Joint inspection in Dumfries and 
Galloway noting that it would be interesting to see the report on our joint 
services when issued later this year.  
 

8. Visiting Arrangements  
Gill Stanyard commented that she was encouraged by the maternity services 
information.  Caroline Sharp agreed highlighting that what was described was 
hopeful in looking forward to single rooms in the new hospital where we can 
be flexible around what is appropriate for individual patients and drive forward 
person centred care.  
 
Lynsey explained that she had been involved in the Mental Health exercise 
and would be interested to see how this has worked out.  Update to be 
requested from Lynnette Dickson.   
 
Penny highlighted SANDS and Mandy Spence updated on the room 
decorated and furnished by SANDS which will be replicated in the new build 
and in Stranraer, emphasising what a positive difference this environment 
makes to the patient experience.  Mandy explained that lots of changes have 
been made and that there is still a bit of work to do but things are going well.  
She noted that Maternity does receive good feedback from patients as they 
work with women on a one-to-one basis and they do tell the staff if things are 
not right.   
 
Ewan Kelly highlighted the “Being Human, Staying Human: – Delivering Care 
in a Pressurised Healthcare System” learning event on 18 March 2016.  
 
Phyllis Wright commented on the move to single rooms and how to manage 
risks highlighting the need to recognise that there is still a risk when leaving 
people alone in single rooms.   
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Phyllis also highlighted transportation, for example, “How easy is it to get 
buses to and from hospital?” asking where is the partnership approach here?  
Penny explained that this was one of her frustrations noting that vulnerable 
people fail to access health services because they have a distance to travel 
and this goes back to Patient Experience and how do we know people have 
not accessed services.  Phyllis commented that understanding the challenges 
does not remove them and extended visiting times is still an issue in this 
respect.  Penny agreed noting that extended visiting times make a difference 
to people who have access to transport but not to people who have an issue 
with transport.   
 
Noted that Shaun Maher, Strategic Adviser for Person Centred Care and 
Improvement, is visiting Dumfries and Galloway on 24 March.  Update at next 
meeting.  
 

9. Any Other Competent Business 
 

 Staff Listening Service  
Ewan Kelly explained that the Staff Listening Service (SLS) would be live 
from the beginning of March with a pilot of six hours per week and will work 
with Occupational Health in relation to outcome measures.  Volunteers have 
supervision in place and are developing positive relationships with Human 
Resources.  He explained that Occupational Health/Health and Safety would 
have stands available at the learning event on 18 March.  Ewan suggested 
that the CCLS volunteers could help with capacity for this service.  Phyllis 
Wright asked how this would work in the Integrated Joint Board and would it 
be appropriate to take this across to the Council?  Ewan confirmed that 
eventually it would be but that this was just a small pilot to see how it goes.  
In response to Penny asking if this had been highlighted in the Staff 
Newsletter Ewan confirmed that an article had been submitted.   
 
Penny requested an update on SLS and Caroline Sharp agreed to look at 
three months, if not six months, as to whether the service is delivering value 
and numbers taking up service.  
 

 Community Chaplaincy Listening Service and Values Based Reflective 
Practice   
Ewan confirmed that this will continue to come through spiritual care route. 
 

Date of Next Meeting  
Monday 11 April 2016, at 1.30 pm, in the New Board Room, Crichton Hall.  
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Staff Governance Committee 
New Board Room, Crichton Hall 

Minutes of the Meeting held on 25 January 2016 at 10am 
 
 
Present 
 
Jim Beattie   Employee Director  
Val Douglas   Staff Side Representative 
Karen Etchells  Staff Side Representative 
Penny Halliday  Non-Executive Board Member 
Alf Hannay   Staff Side Representative 
Philip Jones   Chairman 
Gill Stanyard   Non-Executive Board Member (Chair) 
 
In Attendance 
Jeff Ace   Chief Executive 
Linda Davidson  Deputy Director of HR 
Ros Kelly   Occupational Health Manager 
Arlene Melbourne  Executive Assistant to Workforce Director 
Caroline Sharp  Workforce Director 
Julie White   Chief Operating Officer 
Alice Wilson   Deputy Nurse Director 
 
 

  ACTION 

1 Welcome, Introduction and Apologies 
 
Apologies were received from Laura Douglas, Tracy Parker and 
Caroline Swales. 
 

 

2 Draft Minutes of the Previous Meeting held on 23 November 
2015 
 
Linda Davidson would check with Fiona Patterson around the 
increased absence figures for the Women & Children’s Directorate 
reported at the previous meeting.   
 
Gill Stanyard was still to meet up with John Knox to discuss the 
Change Programme Plan and she would get this arranged.   
 
A request had been made for GPs to link into discussions around 
monitoring A&E and patient flow and Jeff Ace confirmed that they 
were being communicated with on a weekly basis.  Julie White 
stated that a performance report goes to Board monthly and 
discussion takes place there around the challenges around the 

 
 
 
 

LD/FP 
 

 
GS 
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flow. 
 
Item 8 – Caroline Sharp asked for the word changed from 
redeploy to deploy. 
 
Gill Stanyard asked what the response rate for the cultural 
diagnostic overview was.  It was reported that it was 61% and 
currently there was work being done on the outcomes and a 
meeting was to be held to go over the results.  A fuller report 
would come to a future meeting. 
 
Any Other Business – Penny Halliday confirmed that she had 
received a follow up email confirming that all staff on Garrick Ward 
had now received their violence and aggression training and that 
the post is on its way to being filled or is now filled.   
 
Item 9 – Aspire to Lead – A request was made again for dates to 
be sent to Non Executive Board members and it was clarified that 
they would be invited to attend the launch and also the celebration 
event, not the actual programme. 
 
Otherwise the minutes were agreed as a true and accurate 
record.   
 

 
 

AFM 
 
 
 
 
 

LD 
 
 
 
 
 
 
 
 

AW 
 
 

3 Matters Arising 
 
iMatter – Caroline Sharp shared the response she had sent back 
to Scottish Government answering their questions regarding our 
position around iMatter.  Phil Jones stated that it was exactly what 
Staff Governance supported.  Ros Kelly reported that the process 
had started for the one year anniversary for the small group of 
staff in the first cohort.  Once the cultural diagnostic work has 
been completed, a more detailed plan will come back to a future 
meeting detailing how iMatter will be delivered by the end of 2017.   
 
PVG – The policy was enclosed with the papers. Caroline Sharp 
co-chairs matters to be considered organisationally by a panel so 
she has an oversight of anything coming into the system. The 
numbers of panel reviews were: 
2013 – 39 
2014 – 19 
2015 – 43 
 
In these 3 years there were 7 individuals who we were notified 
were being considered for listing to be barred.  These are 
managed on an individual basis through a risk assessment to 
determine any further controls needed to manage the risk.  Out of 
the 7 cases, 1 was barred and 1 is still under consideration and 
the others were not listed. 
 

 
 
 
 
 
 
 
 

RK 
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Gill Stanyard asked about the process for students and it was 
clarified that the University carries out PVGs for Nursing & 
Midwifery students and if they have any positive disclosures then 
they contact NHS D&G asking if the students would be considered 
for placement and therefore the same process is used as for other 
staff. 
 
Patient Experience Report – This item was wrongly titled as it was 
around reports and responsibilities and how agendas are affected 
by integration.  A workshop was to be set up in the Spring looking 
at how committees work now that the new IJB has been formed.  
There was discussion around the Clinical Care Committee and a 
considerable piece of work has already been done around issues 
going to this Committee.  It was also felt that when looking at 
committee structures that we need to ensure that the correct 
things are going to the correct committees and try to avoid any 
duplication.  Caroline reported that from a staff perspective the 
Health Board remains the employer and therefore the delivery of 
the Staff Governance Standards remains with the Health Board 
and does not go to the IJB as staff from other parts of the 
intregrated system are not working with these Standards.  There 
is a complexity there and APF & JNC need to remain extant to 
deal with those things. 
 
Julie White gave assurance to Staff Governance Committee that 
she has been meeting informally with Staff Side from both Health 
and Local Authority regularly but this has no structure yet but she 
wanted to start to have a forum to discuss common things at.  Jim 
Beattie and Anne Farrell were to work with Caroline Sharp and 
Paul Clarkin to see what needs to be established but this is still 
being worked through. 
  

4 Staff Survey 
 
Linda Davidson delivered a presentation sharing the results of the 
Staff Survey and this presentation will be used when going out to 
feed back to staff around the region.  Highlights from the 
presentation were: 
 

 There was a 41% response rate which was 3% higher than 
previously and formal thanks were noted for all staff who 
had completed the survey 

 Additional questions had been incorporated around staff 
experience 

 She outlined the 5 most positive and 5 least positive 
responses 

 There had been an addition of 3 local questions that had 
good responses which could be built on 

 
Linda would circulate the presentation to everyone. 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

LD 
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There was discussion around staff being able to feed in any ideas 
or suggestions and General Managers would be able to see what 
can be put in place for staff to put ideas forward once they have 
drilled down into Directorates to look at the responses. 
 
More detailed analysis will be done and the presentation will be 
fed back to staff throughout the region. 

 

5 Corporate Risk Register Update 
 
Caroline Sharp reported that she had reviewed all the risks at the 
beginning of January.  She had considered in more detail, the risk 
of workforce resourcing failures and there was more narrative in 
the cover paper around that. 
 
Gill Stanyard stated that at the last meeting, the Committee had 
asked if a bit more information could be given around moving 
through the risks. Caroline replied that Committee members had 
now been given access to the Corporate Risk Register and are 
able to look at everything in detail.  
 
The Staff Governance Committee noted the status update in 
relation to Staff Governance risks identified on the Corporate Risk 
Register. 
 

 
 
 

6 Workforce Report 
 
An updated version of the sickness absence figures had been 
circulated.  Linda Davidson reported that she had contacted Fiona 
Patterson around the high level of figures for Women & Children’s 
Directorate and there had been discussion with local managers 
and action plans had been developed to look at the pressures and 
a report will come back to next Staff Governance Committee. 
 

Emma Morning entered the meeting 
 
Concerns were raised around the number of fixed term contracts 
and a request was made for a bit of background to why these are 
used.  It was stated that there could be a number of reasons, the 
most common being receiving non recurrent funding for a specific 
piece of work.  It was clarified that staff were recruited to either a 
permanent or fixed term contract, other than the one year job 
guarantee for nurses and midwives. 
 
Caroline stated that there were other reasons for fixed term 
contracts such as maternity leave or known or planned long terms 
absences.  The data for fixed term contracts is not a central 
function so cannot report on in any detail as it is delegated to 
operational managers to handle. 
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Lynnette Dickson entered the meeting 

 
Julie White reported that work was being done around the 
transition workstream so there are a number of fixed term 
contracts with some uncertainty but when it is clear what the 
workforce will look like, then there will be more certainty so that 
will eliminate some of the fixed term contracts.  The advantage of 
fixed term contracts gives some flexibility in the system. 
 

7 Medical Recruitment Annual Review 
 
Emma Morning reported that a Band 5 Project Officer had been 
appointed to look at recruitment, locum agencies and how we 
manage our planned absences with our medical workforce.  There 
was discussion around attracted medical staff and also how to 
retain them once in post.  She explained that as the medical staff 
were understaffed then they were not getting the worklife balance 
as they were having to work more heavier to cover, causing a 
workload issue.  Jeff Ace explained that we have to change our 
service models accordingly to fill gaps as there was a lower 
middle grade tier in Dumfries & Galloway which Angus Cameron 
was working on. 
 
Emma asked how Staff Governance Committee wished to be 
informed and communicated to and what information would be 
useful.  The Committee felt that the format in the paper submitted 
was useful and asked for a report to come to every other meeting 
providing as much level of detail to give assurances and progress 
being made including information around GPs and vacancies. 
 

Emma Morning left the meeting 
 

 

8 Mental Health Staff Experience/Absence 
 
Lynnette Dickson gave a brief overview of what action plan she 
had put together since taking up post. Things that had been done 
included: 
 

 A review had been done of every role in Midpark Hospital 
looking at roles and responsibilities of staff, workload, 
expectations and demands. This resulted in them stripping 
back the jobs and defining roles which gave clarity of 
responsibilities.  They were now looking at Healthcare 
Support Worker roles. 

 They had looked at HOT targets and mental health 
objectives.  In terms of sickness absence they had looked 
at how to support staff in their jobs 

 Resilience training had been done by Senior Charge 
Nurses.  They had looked at processes to help staff 
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experience 

 Huddles have been developed in the mornings which have 
brought the hospital together.  Now introducing ward 
huddles and looking to roll out the huddles to evenings as 
well.  Staff experience has a knock on effect to the patient 
experience 

 Tried to make KSF more meaningful by doing skill mix 
reviews with all staff and developing a training programme 
around that to enhance learning and development. 

 They had worked on their communication flow so there is 
an email set up that goes out to all staff at Midpark keeping 
them up to date. 

 It was felt that by giving people responsibilities in their job 
then it makes them feel more valued and so they have an 
open culture at Midpark 

 
Gill Stanyard asked what the key message would be that could be 
shared with others and Lynnette replied that Managers need to go 
out and be part of the team and bridge the gap. 
 
Staff Side supported the work that had been done at Nithbank and 
Jeff Ace stated that we need to translate some of these trials and 
learning into the Acute hospital. 
 

Lynnette Dickson left the meeting 
 

9 eKSF/ADR Compliance 
 
Caroline Sharp updated the Committee on an approach around 
ADR requirements and performance against the eKSF HEAT 
standard.  It has been a consistent struggle to reach the 85% 
target and tried a range of approaches.  It was noted that the 
organisation was good at doing ADR’s but not good at engaging 
with the eKSF system as it is a challenging and non user friendly 
system.  Internal Audit had found that a high level of reviews were 
being done but low level of recording on the eKSF system and 
Caroline was to assess this and take a proposal to Management 
Team. 
 
Management Team concluded that they felt that good quality 
ADR’s should happen that didn’t feel like a tick box exercise 
recognising there was a challenge around eKSF, but that this will 
transition into eESS over time.  They took a recommendation to 
APF and General Managers for a focus to be around the ADR 
conversation and General Manager’s have gave their commitment 
to take on a responsibility to develop a robust way of recording 
that the ADR conversations are happening in a way that can be 
reported back up to strategic group who can see evidence of 
levels of ADR compliance in the short term. 
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10 Staff Health, Safety and Wellbeing Report 
 
Staff Governance Standard E – Improved & Safe Working 
Environment 

 
The following areas were discussed: 
 
Flu Campaign – the flu campaign had just finished and the 
preliminary figure of those who have taken up the flu vaccine is 
64.7%, the national target being 50%. 
 
iMatter – overall implementation is being reviewed at the end of 
February/March.  The first anniversary cycle starts today and 
questionnaires will be sent out on 22 February.  Reports will be 
sent to Managers on 18 April. 
 
Health & Safety – figures are down in all areas. 
 
Referrals – the Staff Listening Project would be able to factor in to 
help with referrals which helps to give another referral line. 
 

 

 
 
 
 

 

 
 
 
 
11 
12 
13 
 
 
 
14 
15 
 

Items to Note 
 
The following items were noted: 
 
APF Minutes – October 2015 
Confidential Alert Line – NHS D&G 6 monthly report 
Non Executive Whistleblowing Champions – Gill reported that she 
was the Whistleblowing Champion for the Board and had already 
attended training.  She would send a copy of the public 
consultation out to Staff Governance Committee members. 
2020 Workforce Vision 
Procurement of Agency Staff 

 
 
 
 
 
 
 
 

GS/AFM 

16 Any Other Business 
 
There was no other business. 

 
 

17 Date of Next Meeting 

The next meeting will be held on Monday 21 March 2016 at 2pm 
in the New Board Room, Crichton Hall. 
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DUMFRIES and GALLOWAY NHS BOARD 
 
 
6th June 2016 
 

EU REFERENDUM: GUIDANCE ON ACTIVITIES 
DURING THE 28 DAYS BEFORE THE EU REFERENDUM 
 
Author: 
Laura Geddes 
Corporate Business Manager 
 

Sponsoring Director: 
Jeff Ace 
Chief Executive 

Date:  26th May 2016  
 

RECOMMENDATION 
 
The Board is asked to note the guidance on the conduct of business during the EU 
Referendum campaign. 
 
 

CONTEXT 
 
Strategy / Policy:  
 
This paper supports the national guidance issued from Scottish Government. 
 
Organisational Context / Why is this paper important / Key messages: 
 
As part of the preparation for the forthcoming referendum, Scottish Government has 
issued guidance on how business within the public sector should be conducted as 
during the formal referendum period. 
 
Key messages 
 
The referendum on whether the UK should remain in the EU takes place on 
23rd June 2016.  This guidance covers public sector activity in the last 28 days of the 
EU referendum campaign, which will take effect from 27 May 2016. 
 
The Freedom of Information (Scotland) Act 2002 remains in full force during the 
referendum campaign period. 
 

 

GLOSSARY OF TERMS 
 
NHS - National Health Service 
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MONITORING FORM 
 

Policy / Strategy  EU Referendum Guidance on activities during the 
28 days before the EU Referendum. 
 

Staffing Implications Not applicable 
 

Financial Implications Not applicable 
 

Consultation / Consideration Not applicable 
 

Risk Assessment Ensures compliance with current guidance. 
 

Sustainability Not applicable. 
 

Compliance with Corporate 
Objectives 
 

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

 
7 To meet and where possible, exceed goals 

and targets set by the Scottish Government 
Health Directorate for NHSScotland, whilst 
delivering the measurable targets in the Single 
Outcome Agreement. 

 

Single Outcome Agreement 
(SOA) 
 

Not applicable 
 

Best Value  Governance and Accountability 

 Vision and Leadership 
 

Impact Assessment 
 
Not applicable. 
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Introduction 
 
1. On 23rd June 2016 the UK will vote on whether to remain or withdraw from the 

European Union.  In preparation for this referendum campaign, Scottish 
Government have issued guidance on how activities should be undertaken 
throughout the public sector during the 28 days prior to the referendum. 
 

2. A copy of the guidance has been attached at Appendix 1, for reference.  
Board Members are asked to pay particular attention to the Public Bodies 
section on page 7 of the guidance, which refers to the statutory restrictions 
that need to be considered from the Political Parties Elections and 
Referendum Act 2000 (PPERA).  The key restrictions to highlight is around 
the prevention of public bodies from publishing materials, other than in 
response to specific requests for information that: 

 

 Provides general information about the referendum; 

 Deals with any of the issues raised by the referendum questions; 

 Puts arguments for or against any outcome; or 

 Is designed to encourage voting at the referendum. 
 
3. The guidance also states that public bodies should avoid situations where any 

actions by their staff or board members (whilst acting in their capacity as a 
board member) could reasonably be construed as controversial or partisan in 
terms of the EU referendum, which could be in conflict with the statutory 
restrictions. 
 

4. The Chief Executive, as the Accountable Officer for the Board is responsible 
for ensuring that staff and board members are aware of their statutory 
responsibilities in accordance with legislation and the Board’s Code of 
Conduct policy. 

 
5. On review of the guidance, the key focus is around the promotion and printing 

of materials directly related to the forthcoming EU Referendum Campaign, 
which is unlikely to impact on activities undertaken by NHS Dumfries and 
Galloway, however, Board Members are asked to familiarise themselves with 
the guidance in preparation of the campaign period commencing. 

 
6. In relation to Freedom of Information requests received during the campaign 

period, staff should provide factual information by reference to published 
material, including that on websites.  Specific requests for unpublished 
material should be handled in accordance with the Freedom of Information 
(Scotland) Act 2002 (see below). 
 

Marketing 
7. Government-funded marketing activity and market research involving 

interviews with the public that is relevant to or could have a bearing on the 
referendum question must be stopped. This includes activity by any part of 
government (other than the Electoral Commission itself, which is an 
independent body set up by the UK Parliament), including encouraging people 
to register to vote.  
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Websites and social media  
8. Updates to government websites or social media feeds must not deal with any 

issues raised by the referendum question or put any arguments for or against 
any outcome, or be designed to encourage voting at the referendum. 
 

9. Staff may respond to specific online queries by providing links to published 
material.  Material that has already been published before 27 May 2016 will 
be regarded as part of the public record and does not need to be removed 
from websites and social media sites, although actively promoting links to 
these sites should be avoided.  Information prepared routinely for web 
publication must be scrutinised to ensure it is not caught by PPERA 
restrictions.  

 
Recommendation 
 
10. NHS Board Members are asked to note receipt of the EU Referendum 

Guidance from Scottish Government. 
 



EU Referendum guidance (Scottish Government) 1 of 8 May 2016 

 
 

EU REFERENDUM: GUIDANCE ON ACTIVITIES DURING THE 

28 DAYS BEFORE THE EU REFERENDUM 

 

1. The referendum on whether the UK should remain in the EU takes place on 

Thursday, 23 June 2016. This guidance covers government activity in the last 28 

days of the EU referendum campaign. It takes effect on 27 May 2016.  

 

2. The guidance applies to all staff working in the Scottish Government, its 

agencies and national devolved public bodies, as well as staff from the Scottish 

Government and its agencies who are on secondment to other bodies. It also 

applies to Scottish Government Ministers and their special advisers operating in 

their official capacity. Parallel guidance will be issued by the UK Government 

and the other devolved administrations to their staff. 

 

Background  

 

3. The referendum campaign on the UK’s membership of the EU is different from 

the elections to the Scottish Parliament, in that the Scottish Government will 

remain in office whatever the outcome. The normal business of government will 

therefore continue throughout the period of the campaign. However, unlike for 

pre-election  periods, specific statutory restrictions apply to certain government 

activity during this period.    

 

Statutory Provisions 

 

4. The European Union Referendum Act 2015 (EURA) and the Political Parties, 

Elections and Referendums Act 2000 (PPERA) impose restrictions on the 

publication of material by Ministers and public bodies in the 28 days before the 

referendum.1  

 

5. PPERA prevents Ministers and public bodies from publishing material (other 

than in response to specific requests for information) that:  

 

- Provides general information about the referendum;  

- Deals with any of the issues raised by the referendum question; 

- Puts arguments for or against any outcome; or 

- Is designed to encourage voting at the referendum.  

                                                
1
See www.legislation.gov.uk/ukpga/2000/41/section/125   

http://www.legislation.gov.uk/ukpga/2015/36/contents/enacted
http://www.legislation.gov.uk/ukpga/2000/41/contents
http://www.legislation.gov.uk/ukpga/2000/41/contents
http://www.legislation.gov.uk/ukpga/2000/41/section/125
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6. It defines “publish” very widely as meaning “make available to the public at large, 

or any section of the public, in whatever form and by whatever means”. It 

therefore encompasses both the spoken and written word, and all forms of 

communication, including social media. 

 

Key Principles 

 

7. In general, it is important that there is, and is perceived to be, a clear separation 

between government activity and campaign activity. Official resources should not 

be used to support campaigning. The Government  must not publish any 

material or undertake communications activity that deals with any of the issues 

raised by the referendum question or that encourages voting in the referendum.  

 

8. A permitted exception to this is where the Government is responding to a 

specific request for information. Where a request for information is received, it 

should be answered factually, and, where possible, with reference to previously 

published official material. Where a Minister considers a political or campaign 

response to be appropriate, this should be done through non-government 

channels. 

 

9. This guidance applies to government activity undertaken by Ministers, civil 

servants, including special advisers, public bodies and other arms’ length bodies. 

It does not apply to Ministers operating in a political or personal capacity without 

official support. Nor does the guidance apply to the activity of special advisers 

operating in a personal or political capacity, for which they are not being paid by 

the government as special advisers – see paragraphs 14 to 16 below.  

 

10. Given the statutory restrictions in place, it is particularly important that advice is 

sought in cases of doubt. Please call Cabinet Secretariat in such cases on 

(0131 24) 46933 / 43579 (cabinetsecretariat3@gov.scot).  

 

11. All other governmental business not relating to the referendum question or 

dealing with the issues raised by it will continue as normal.  

 

Ministerial engagements 

 

12. Ministers attending external events in a ministerial capacity are bound by the 

PPERA restrictions. If an event is expected to deal with any issues raised by the 

referendum question, put any arguments for or against any outcome or do 

anything to encourage voting at the referendum, then it should be handled by 

Ministers without official resources; and civil service (and special adviser) service 

should not be provided beyond the provision of factual briefing and fact checking 

of speech material and diary logistics.  The Civil Service should not be providing 

mailto:cabinetsecretariat3@gov.scot
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new material for use in the referendum campaign during this period. Similarly, 

special advisers cannot support Ministers at such events unless they do so in a 

personal capacity, not paid by the Scottish Government, in accordance with 

paragraphs 14 to 16 below. 

 

13. Where a ministerial visit is a mix of campaign/political and official engagements, 

it is essential that the Government and the campaign/political organisation each 

meet a proper proportion of the actual cost which can be justified publicly.    

 

Special Advisers 

 

14. Special advisers are temporary civil servants and are therefore bound by the 

statutory restrictions contained in PPERA in the same was as they apply to 

Ministers and other civil servants. They may not, whilst working in an official 

Scottish Government capacity as special advisers, participate in campaigning.  

 

15. Special advisers who wish to work full-time for a campaign team or to support 

Ministers in campaigning must first resign their position as a special adviser for 

the duration of the campaign. Special advisers who wish to work part-time for 

government and part-time for a campaign must have their government salary 

reduced commensurately. Special advisers who wish to undertake routine 

campaign activity in a personal capacity may do so in their own time and outside 

office hours. In line with the Code of Conduct, they may not use annual or unpaid 

leave for this purpose. Any special adviser wishing to work part-time or full-time 

for a campaign should seek the First Minister’s approval for this.  

 

16. As at all other times, civil servants should not be asked to do anything that is 

inconsistent with their obligations under the Civil Service Code or the provisions 

of PPERA or the EURA.  

 

Parliamentary Activity 

 

17. Parliamentary business will continue during the final 28 day period. During this 

period, Ministers must therefore continue to meet their obligations to the Scottish 

Parliament, including answering Parliamentary Questions, debates, statements 

and the provision of evidence to Committees. And officials may continue to 

provide material for Ministers’ use in the Scottish Parliament, including on the 

referendum, using existing and published material wherever possible. The 

Scottish Parliament may issue its own guidance about the effect of the 

restrictions on the conduct of Parliamentary business.  
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Scottish Government Communications Activity 

 

18. No material that is caught by the PPERA restrictions should be published during 

this period. No material may be published by the Scottish Government that deals 

with any issues raised by the referendum question, puts arguments for or against 

any outcome, or is designed to encourage voting at the referendum. These 

restrictions apply to any statements published on behalf of government in any 

medium (speeches, press notices, articles, social media, tweets/re-tweets etc). 

Material already published on official websites may be left in place but should not 

be added to, and actively promoting online links to official websites that include 

material caught by the PPERA restrictions should be avoided.  

 

19. In response to questions, communications staff should provide factual 

information by reference to published material, including that on websites. 

Specific requests for unpublished material should be handled in accordance with 

the Freedom of Information (Scotland) Act 2002 (see below). 

 

Marketing 

 

20. Government-funded marketing activity and market research involving interviews 

with the public that is relevant to or could have a bearing on the referendum 

question must be stopped. This includes activity by any part of government 

(other than the Electoral Commission itself, which is an independent body set up 

by the UK Parliament), including encouraging people to register to vote.  

 

Websites and social media 

 

21. Updates to government websites or social media feeds must not deal with any 

issues raised by the referendum question or put any arguments for or against 

any outcome, or be designed to encourage voting at the referendum. Civil 

servants may respond to specific online queries by providing links to published 

material. Material that has already been published before 27 May will be 

regarded as part of the public record and does not need to be removed from 

websites and social media sites, although actively promoting links to these sites 

should be avoided. Information prepared routinely for web publication must be 

scrutinised to ensure it is not caught by PPERA restrictions. 

 

22. Civil servants should remind themselves of the Government communications 

guidance and social media guidance and, in particular, the principle that the 

requirements of the Civil Service Code apply to the use of social media in both 

an official and personal capacity. Special advisers will wish to remind themselves 

of the requirements of their Code of Conduct. 
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Correspondence 

 

23. Ministers and civil servants should continue to respond to correspondence in the 

usual way. Where correspondence relates to the referendum, responses should 

be factual, and use existing published material.  

 

UK Government  

 

24. If any Scottish Government civil servant is involved in providing briefing to a UK 

Minister on an issue connected to the referendum, Cabinet Secretariat should be 

consulted in advance of any material being supplied.  

 

Dealing with Requests for Information from Campaign Groups 

 

25. Requests for information from external groups campaigning for a particular 

referendum outcome should be treated in the same way as other third party 

requests for information, taking account of the Freedom of Information (Scotland)  

Act 2002 (FOISA) and other relevant statutes and provisions. All requests for 

information should be handled as speedily as possible and treated in an even-

handed way.  

 

Freedom of Information 

 

26. FOISA and the Environmental Information (Scotland) Regulations 2004 (EIRs) 

remain in force during the 28-day period. This includes the requirement to 

respond to requests promptly and in any event not later than 20 working days 

after the date of receipt. All written requests for information received are subject 

to these provisions. 

 

27. Information provided in response to a request under FOISA or EIRs and which 

would in normal circumstances subsequently also be published on gov.scot or 

other Scottish Government web pages must be reviewed before web publication 

to ensure that it is not caught by the PPERA restrictions. Where this is the case, 

web publication should be deferred until after the referendum. 

 

28. In cases of doubt, staff should refer queries in relation to FOI requests relating to 

the referendum to the FOI Unit ((0131 24) 45537 or foi@gov.scot).  

 

Consultations 

 

29. Where the subject matter of a planned consultation deals with any issues raised 

by the referendum question, it should not be launched during this period. No 

additional publicity or activity should take place during this period in relation to 

mailto:foi@gov.scot
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any ongoing consultation which deals with any issues raised by the referendum 

question or is otherwise bound by the PPERA restrictions.  

 

European Union and International Business  

 

30. EU and EU-related business (including attendance at Council meetings) may 

progress as usual throughout this period. Care should be taken around any 

public communications activity related to such business, and statements should 

be factual and not make reference to the referendum question.   

 

Attendance at public or stakeholder events  

 

31. Civil servants attending external events in their official capacity are also bound 

by the PPERA restrictions. They should therefore decline invitations during the 

restricted period to events where they may be asked to comment on referendum-

related issues. 

 

Statistical activities  

 

32. Pre-announced statistical releases should continue to be published as notified 

and in line with the Code of Practice for Official Statistics. The PPERA 

restrictions could apply, however, to any accompanying commentary, whether in 

the body of the release or any accompanying commentary from any Government 

source. 

 

33. There should be no ad hoc statistical releases or social research publications 

related to the referendum question during this period. Where there are any 

issues of doubt or concern, advice must be sought from the Office of the Chief 

Statistician on (0131 24) 40566, the Office of the Chief Researcher on (0131 24) 

41575 or the Cabinet Secretariat, as appropriate.  

 

Involvement of civil servants in campaigning activities in a personal capacity 

 

34. The involvement of civil servants in campaigning activities connected with the 

referendum in a personal capacity falls within the definition of national political 

activity outlined in the Civil Service Management Code. Detailed guidance on the 

restrictions on civil servants’ involvement in political activities is set out in Section 

4.4 of the Civil Service Management Code and on Saltire. Case specific advice 

on participation in political activity can be provided by HR Help on  

(0131 24) 48500. Guidance for special advisers on their involvement in 

campaigning activities is set out in the Code of Conduct for Special Advisers and 

in paragraphs 14 to 16 of this guidance. 
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Public Bodies  

 

35. This guidance applies to the activities of all national devolved public bodies. 

 

36. Sponsor teams within Directorates should ensure that staff and board members 

of public bodies are aware of the guidance and the statutory restrictions 

contained in PPERA. If in doubt, public bodies must seek advice from their 

sponsor team, who will refer to the Cabinet Secretariat, as necessary. 

 

37. Public bodies should avoid situations where any actions by their staff, or board 

members (acting in their capacity as board members), could reasonably be 

construed as controversial or partisan in terms of the EU referendum or which 

could be in conflict with the statutory restrictions. 

 

38. Public bodies should refer to the advice on Scottish Government 

communications activities set out above. The chief executive of a public body, as 

accountable officer, should ensure that staff and board members are aware of 

their statutory responsibilities and the relevant codes of conduct. 

 

Use of Government Property 

 

39. Government property should not be used for campaigning. Requests from 

campaigning groups to use government buildings for campaign purposes must 

be declined.  

 

40. There are limited circumstances in which PPERA permits designated 

organisations (i.e. the two main campaigning groups) to hold public meetings in 

certain public buildings where it is effectively for free. This may include the use of 

meeting rooms but only in cases where the room in question would normally be 

let to external parties for public meetings. 

 

41. Decisions on the use of other public sector and related property must be taken 

by those legally responsible for the premises concerned (for example, local 

authorities). 

 

Scottish Government non-executive directors 

 

42. Scottish Government non-executive directors who wish to take an active part in 

campaigning on a personal basis in their own time should first consult the 

Permanent Secretary. In undertaking any such activity, Scottish Government 

non-executive directors should make clear that any such activity is on a personal 

basis, and not related to their Scottish Government responsibilities.  
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Advice on specific cases 

 

43. In cases of doubt, you should seek further advice from the Cabinet Secretariat 

on (0131 24) 46933 / 43579 (cabinetsecretariat3@gov.scot).  

 

 

 

 

Cabinet Secretariat 

May 2016 

mailto:cabinetsecretariat3@gov.scot
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