DUMFRIES AND GALLOWAY NHS BOARD
Agenda and notice for meeting on Monday 4 April, 2016 at
10 am.
VENUE: Conference Room, Crichton Hall, Dumfries
Jeff Ace
Chief Executive

AGENDA
1

Chairman’s Opening Remarks

2

Apologies for absence

3

Declarations of Interest
This item gives members the opportunity to declare an interest in any of the
items appearing on today’s agenda.

4

Minute of the Meeting held on 1 February 2016

5

The Board is asked to approve the minute of the meeting held on 1 February
2016.
Page 6
Matters Arising

INVOLVING PEOPLE, IMPROVING QUALITY
6

Patient Experience Report
The Board is asked to receive this report which provides an overview of the
Board’s performance for Quarter 3 (October – December 2015).

7

Healthcare Associated Infection Report

Page 17

The Board is asked to receive this Healthcare Associated Infection report and
note in particular the position of NHS Dumfries and Galloway with regard to
the SAB and CDI HAI HEAT targets.
Page 24
8

Improving Safety Reducing Harm Significant Adverse Events
The Board is asked to the note continued progress in the management of
Significant Adverse Events which supports the Organisation in identifying,
reviewing and learning when things go wrong.
Page 41
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ITEMS OF GOVERNANCE
9

Register of Members’ Interests
The Board is asked to note and confirm the revised Register of Members’
Interests.

10

Page 50

Scheme of Delegation
The Board is asked to approve the updated Scheme of Delegation
(Appendix 2).

Page 57
11

Scottish Parliament Election 2016:
Health bodies

Guidance for NHS, Special and other

The Board is asked to note the guidance on the conduct of business during
the Scottish Parliament Elections campaign.
12

Page 93

Board Structures

The Board is asked to consider implications of the creation of the Integrated
Joint Board on its own governance and reporting arrangements.
Page 101
ITEMS OF STRATEGY
13

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

14

Page 134

Financial Plan 2016/17

The Board is asked to approve the Board’s Revenue Plan for the five year
period 2016/17 to 2020/21 to the Scottish Government but to note the current
level of unidentified efficiency targets in ensuring a break-even position.
15

Page 190

Capital Plan 2016/17

The Board is asked to approve the draft Capital Plan which will form part of
the 2016/17 Local Delivery Plan (LDP) submission to the Scottish Government
Health & Social Care Directorate (SGHSCD).
Page 212
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Strategic Plan
The Board is asked to note both the Dumfries and Galloway Integration Joint
Board Health and Social Care Strategic Plan, 2016 -19 and the statement of
consultation relating to the above noted strategic plan.

17

Page 222

Integrated Workforce Plan

The NHS Board is asked to note the Dumfries and Galloway Integrated Joint
Board Workforce Plan, for the period 2016 to 2019 (Appendix 1)

Page 517
ITEMS OF PERFORMANCE / DELIVERY
18

Financial Performance: Month 11
The Board is asked to note and consider the month eleven financial position.
Page 532

19

Capital Performance 2015/16
The Board is asked to note both the allocations received to date and the
capital expenditure incurred to date, and approve the changes to the
programme budgets.
Page 553

20

Performance Report
NHS Board is asked to discuss and note the contents of this report.
Page 558

21

Salaried Dental Services Review Update
The Board is asked to note this update in respect of the implementation of the
October 2014 Board decision to accept the recommendations of the report of
the review of the provision of general dental services by the salaried service.
Page 584

22

Medical Staffing
The Board is asked to note the current position in relation to consultant
recruitment.
Page 590
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ITEMS FOR APPROVAL / DISCUSSION
23

Board Briefing

This paper provides Members with a briefing on a range of health and
partnership related issues.
Page 600
ITEMS FOR NOTING
24

Draft Minute of the Audit and Risk Committee held on 21 December 2015
The draft minute of the Audit and Risk Committee held on 21 December 2015
is presented to Board.
Page 632

25

Minute of the Performance Committee held on 11 January 2016
The minute of the Performance Committee held on 11 January 2016 is
presented to Board.
Page 644

26

Minute of the Healthcare Governance Committee held on 18 January 2016
The minute of the Healthcare Governance Committee held on 18 January
2016 is presented to Board.
Page 655

27

Minute of the Person Centred Health and Care Committee held on 19 October
2015
The minute of the Person Centred Health and Care Committee held on 19
October is presented to Board.
Page 665

28

Minute of Staff Governance Committee held on 23 November 2015
The minute of the Staff Governance Committee held on 23 November 2015 is
presented to Board.
Page 671

29

Draft Minute of Staff Governance Committee held on 25 January 2016
The draft minute of the Staff Governance Committee held on 25 January 2016
is presented to Board.
Page 681

30

Minute of the Area Clinical Forum held on 25 November 2015
The minute of the Area Clinical Forum held on 25 November 2015 is
presented to the Board.
Page 688
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31

Date of Next Meeting
The next formal meeting of the NHS Board will be held on
Monday 6 June 2016 at 10am in the Conference Room, Crichton Hall,
Bankend Road, Dumfries

32

Any Other Competent Business
Members should notify the Corporate Business Manager of any items of
business not on the agenda that they wish to raise prior to the commencement
of Board Business at 10am.
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Agenda Item 4
DUMFRIES AND GALLOWAY NHS BOARD

NHS Board Meeting
Minutes of the NHS Board Meeting held on 1 February 2016 at 10.00am in the
Conference Room, Crichton Hall, Dumfries.
Minute Nos: 171-193
Present
Mrs P Halliday
Mr J Ace
Mrs K Lewis
Mr Eddie Docherty
Dr A Cameron
Mrs M Cossar
Mr R Allan
Mrs G Cardozo
Ms L Bryce
Dr L Douglas
Ms G Stanyard
Mr R Nicholson
Mr J Beattie

-

Vice Chair
Chief Executive
Director of Finance
Nurse Director
Medical Director
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Non Executive Member
Employee Director

Apologies
Mr P N Jones
Mr Andrew Carnon

-

Chairman
Joint Interim Director of Public Health

In Attendance
Mrs J White
Ms M McCoy
Mrs L Davidson

-

Ms A Wilson
Mrs L Geddes
Mrs Linda McKie

-

Chief Operating Officer
Joint Interim Director of Public Health
Deputy Director of HR & Workforce Development
(for item 178)
Deputy Nurse Director
Corporate Business Manager
Executive Assistant (Minute Secretary)

NOT PROTECTIVELY MARKED
Page 1 of 11

7

171.

Chairman’s Welcome
The Vice Chair welcomed members to the NHS Board Meeting, with an
additional welcome to Eddie Docherty, as the new Nurse Director.

172.

Apologies for Absence
Apologies for the meeting have been noted above.

173.

Declarations of Interest
The Vice Chair asked Board 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

174.

Minutes of meeting held on 7 December 2015
The minutes were approved as an accurate record of discussions, subject to the
following amendment being made:
Item 150 - Medical Staffing GP Paper, paragraph two, should read:
“The Board has worked to enhance the attractiveness of GP training posts.
The Medical Director advised members that we had the significant advantage of
being able to provide free accommodation in the residences for doctors In
addition, the Medical Director highlighted that for the second year in a row, NHS
Dumfries and Galloway were amongst the top ten training hospitals across the
UK for foundation year training.”

Action: L McKie
175.

Matters Arising
The Vice Chair took board members through the actions that had been noted at
the previous meeting
The Chief Executive reported national discussion on the development of analysis
tools for patient feedback submissions and advised that an updated Patient
Experience Report would be brought to future board meetings.
Grace Cardozo, highlighted the continued need for progress on the capturing of
complaints data in the context of protected characteristics.

176.

Improving Safety, Reducing Harm
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The Deputy Nurse Director presented the Maternity and Children’s Quality
Improvement Collaborative for consideration. The programme’s overall aim is to
improve outcomes and reduce inequalities by providing a safe, high quality care
experience for all women, babies and families.
Lesley Bryce enquired about the support available to mothers within the
Maternity Centre in Stranraer. The Associate Nurse Director advised board
members that there was a senior midwife in charge at all times to support
patients.
Board members discussed the workstreams within the programme, further
referring to the key objective of the Paediatric Care strand, which the Deputy
Nurse Director advised is to reduce harm through the serious harm indicator; the
indicator also looks for any unplanned escalation of care, downward trends and
any serious infections.
The Vice Chair enquired to the safety of vulnerable mothers, and to whether the
programme fits with the relevant care of these patients. The Associate Nurse
Director advised on work currently ongoing, with Moira Cossar adding that there
were also regular meetings in place to support vulnerable mothers.
The Medical Director continued to report the great amount of work undertaken by
midwives over the last few years to reduce the number of elective caesarean
births
The Board noted the report.

177.

Prevention & Control of Infection Report
The Deputy Nurse Director presented the Prevention and Control of Infection
report, in particular the position of NHS Dumfries and Galloway to the SAB and
CDI HAI targets.
Board members were advised that Dumfries and Galloway have missed the local
target of no more than 30 cases throughout the year. Numerous factors had
affected performance including a rise in the incidence of SAB in patients using
intravenous drugs.
The Nurse Director highlighted members to the “C Diff Summit” which took place
on 20 November 2015, the summit provided assurance that NHS Dumfries and
Galloway were adhering to best practice guidelines and performing as well as
other NHS Scotland Boards.
Board members continued to discuss the collection of hand hygiene data within
wards, with the Deputy Nurse Director highlighting that ward 18 was unable to
collect data due to lack of capacity of trained staff, training planned for other
members of staff. Grace Cardozo asked for assurance that all staff within ward
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18 were fully aware of patient safety programmes.
Board members further discussed site infection, and the closure of ward 16 in
December, when 8 patients had been infected with no cross contamination.
Robert Allan raised concerns regarding the failure to meet targets. The Chief
Executive advised that the comparative data showed that the board were
performing relatively well, but would consider presenting the more detailed data
from the Infection Control Committee to future board meetings. The Chief
Executive continued to report that all of the Scottish Boards were experiencing
difficulty in achieving their targets. The Deputy Nurse Director reiterated that
each individual case has a root cause analysis.
The Board noted the report.

178.

Staff Survey
The Workforce Director introduced Linda Davidson, Deputy Director of Human
Resources to present the Staff Survey Report and Presentation. The report
provides members with a detailed summary of the 2015 results. The results for
2015 show NHS Dumfries and Galloway scoring amongst the most positive of
the Territorial Boards.
The Workforce Director reported to board members that the survey had been
discussed at the recent Staff Governance meeting on 25 January 2016.
Gill Stanyard enquired to whether staff would be included in the development of
actions from the survey; the Deputy Director of Human Resources advised that
staff were given regular updates on the progress of the survey. Laura Douglas
asked for assurance that staff were both engaged and can contribute to the
survey follow up.
The Deputy Director of Human Resources advised board members that
workforce staff were currently building readily available information for staff
around new hospital and integration.
The Workforce Director reported to board members that the main area within the
survey that is consistently highlighted is not a human resource issue but a
cultural one. It was noted that this was recently discussed at an Area Partnership
Forum and that workforce staff were currently undertaking cultural diagnostic
work to fully understand the survey data.
The Chief Operating Officer highlighted the wide range of engagement sessions
available for staff, and for those staff finding it difficult to be released from their
schedules, sessions were being held within the work environment.
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The Chief Operating Officer reported that at the recent meeting of the IJB on
Thursday 28 January members had discussed the communication challenges
and offered their support and expertise.
The Employee Director raised his concerns, highlighting the feelings of
uncertainty among staff for the future, continuing to advise that it was extremely
important that staff receive continuity in relation to the information they receive.
The Vice Chair agreed it was important that staff were receiving consistent and
correct messages and asked for assurance for a more consolidated approach.
Further to discussion on best practice, board members agreed for the Workforce
Director to collate and draft a document on frequently asked questions about the
change programmes and to circulate to board members once drafted.
Action: Workforce Director
Ms Grace Cardozo referred to strand 2 within the document, noting the lack of
engagement with staff and asking for assurance on how the Board would attract
a more diverse group for the Carer’s Charter. Grace Cardozo and the Workforce
Director to discuss.
Action: Grace Cardozo & Workforce Director
The Board noted the report
179. Financial Report
The Director of Finance presented the financial report which reflects the month
nine position for 2015/16, providing a summary of the main financial issues
during this period, including the delivery against efficiency plans, overspend in
GP prescribing budgets the ongoing pressure on medical locum costs, as well
as pressures within the Acute and Diagnostics directorate to resource and
deliver Access Targets.
The Director of Finance discussed and focussed the discussion on the 3 main
areas:
•
•
•

2015/15 position
2016/17 outlook
Difficult decisions framework.

Board members discussed the year to date overspend which relates to pressures
around GP Prescribing expenditure and the on-going gap in the delivery of
savings schemes recurrently.
The Finance Director discussed the key financial risks with Board Members
including:
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•
•
•
•

Rise in levels of pressures in the cost of drugs across a range of areas.
Increase in Locum costs.
Delivery of access targets.
External contracts

The Finance Director discussed the following planned Workshop:
•

The 8 February workshop will focus on the Financial Plan, to gain an
understanding on the challenges for 2016/17, further to the draft budget
statement from John Swinney announced in November.

The Finance Director further discussed the budget announcement of the 16
November, which clarified the position around Scottish NHS Budgets for
2016/17. The scale of the level of savings required for this coming financial year
are currently expected to be in the region of 5%. This is substantially higher than
ever previously achieved. Work ongoing includes;
•
•
•

Cash Releasing Efficiency Scheme (CRES) plan discussions with General
Managers and Directors ongoing
Ongoing discussions with Local Authority social care funding.
Awaiting clarity with Scottish Government in relation to the allocation, prior to
completion of draft plan by the end of February and budgets agreements by
the end of May.

The Director of Finance discussed the updated Standard Operating Procedure
for Making Difficult Decisions (MDD) to Board Members; Members recognised
that the MDD framework would help support the board through the challenging
months ahead.
Robert Allan referred to the delivery of quality healthcare within such a
challenging revenue resource limit, raising his concerns on how the Board will be
able to reach an achievable balance.
A wide ranging discussion took place, with board members recognising the
significant challenges ahead in terms of future financial planning and decision
making, agreeing that an effective communication strategy would need to be
implemented to ensure clear, aligned messages from the very initial stages
Gill Stanyard referred to the wording within the MDD statement and asked that
the line “letting voices being heard” be changed to “welcoming”. The Director of
Finance agreed to follow up this amendment.
Action: Director of Finance
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Ronnie Nicolson discussed the recent Scottish Government allocations,
highlighting the various risks, difficult decisions process and communication
strategies with Board Members.
Board noted the report.
180.

Performance Report
The Chief Operating officer presented the Performance Report to Board
Members. The Report focused on three areas:

•
•
•

Level of clinical activity and access times within services to 31/12/2015.
Data on efficiency of clinical services as measured against clinical efficiency
targets.
Summarising high levels of bed occupancy throughout the system.
It was explained that in the month of December 2015 there had been a slight
increase to TTG breaches due to a combination of unexpected consultant leave
and the temporary closure of the orthopaedic ward resulting in the need to
postpone some patients. 4 hour Emergency Department (ED) showed a slight
performance drop due to challenges with the flow of patients out of the hospital.
There was a wide ranging discussion covering a number of areas, with Julie
White providing updates to Board Members. This included community huddles,
partnership working with community teams, overdue returns and an increase in
demand for delivering care at home.
Ronnie Nicolson referred to return appointments and asked if there was any
update on the impact to patients. The Chief Operating Officer agreed to follow
this up and bring back assurances to board members.
Action: Chief Operating Officer
The Chief Executive commended the team for continuing to deliver a high quality
and responsive service during this challenging period. Board members agreed
for an in depth winter review report to be presented to Board in August.
Gill Stanyard referred to the impact of the seven day discharge over the winter
period. The Chief Operating Officer advised that although there had been bed
day loses over the winter period, priority actions were in place to address, with
Allied Health Professionals moving onto a 7 day working week commencing in
April 2015.
The Board noted the Report.
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181. Capital Performance
The Director of Finance presented the Financial Performance Report
summarising the position of allocations to date.
The Director of Finance highlighted key areas within the paper including:
•
•

women and Children Services Hub project nearing completion, with services
provided in new facility by April 2016.
enabling works continuing to progress around the new DGH.

The Board noted the Report.

182.

Festive Period Performance
The Chief Operating Officer presented the Performance Report to board
members, highlighting the following key challenges:
•
•
•
•

Increase in overall admissions.
Closure of wards due to outbreaks of influenza and Norovirus.
High rate of emergency admissions.
Increase in boarding days with total boarding days of 231 days this year.

The Chief Operating Officer assured board members that despite the pressures
of the high level of admissions, DGRI has continued to provide high quality care
and maintain patient flow throughout the service.
The Board noted the report.
183.

Mental Health Dementia Care in the West of the Region
The Chief Operating Officer presented the Mental Health Care in the West
Performance Report, noting the 6 month consultation period which will run to
May 2016.
A wide ranging discussion took place with the Chief Operating Officer advising
board members of the meetings that have been arranged and of the further
meetings being established.
The Chief Executive noted the Wigtown Area Community meeting in Stranraer on
Wednesday 27 January at which around 40 members of the public had attended.
The Vice Chair enquired to whether patients presenting with intermediate care
needs would be admitted to Darataigh. The Chief Executive advised that
patients would be admitted following the appropriate clinically lead decision.
Gill Stanyard referred to whether the Integrated Joint Board could reverse any
decisions made by either the Health Board or Local Authority. The Chief
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Executive advised that the IJB would have the opportunity to discuss and
feedback any issues to both the Health Board and Local Authority but hoped in
any instance both bodies would align.
Ronnie Nicolson reflected on the lack of communication on the recent
consultation around Darataigh, advising that poor communication was
demonstrated in the outcome.
Grace Cardozo referred to the impact assessment and to who lead and
participated. The Chief Operating Officer agreed to gather more detail and feed
back to Grace.
Action: Chief Operating Officer
The Board noted the report.

184.

LDP Guidance
The Director of Finance presented the Local Delivery Plan Guidance Report.
A wide range of discussion took place with the Director of Finance confirming
that the completed LDP Plan along with objectives would be presented to
Performance Committee and Board in the usual manner.

185.

Board Briefing

The Chief Executive presented the briefing to board members
The Board noted the report.

186.

Minute of the Area Clinical Forum held on 23 September 2015
The Board:noted the minute of the Area Clinical Forum held on 23 September 2015

187.

Minute of the Performance Committee held on 7 September 2015
The Board:-

• noted the minute of the Performance Committee held on 7 September 2015

188.

Minute of the Performance Committee held on 2 November 2015
NOT PROTECTIVELY MARKED
Page 9 of 11

15

The Board:• noted the minute of the Performance Committee held on 2 November 2015

189.

Minute of Staff Governance Committee held on 28 September 2015
The Board:-

• noted the minute of the Staff Governance Committee held on 28 September
2015

190.

Minute of the Audit & Risk Committee held on 21 September 2015
The Board:-

• noted the minute of the Audit & Risk Committee held on 21 September 2015

191.

Minute of the Healthcare Governance Committee held on 9 November 2015
The Board:-

• noted the minute of the Healthcare Governance Committee held on 9 November
2015
192.

Any Other Competent Business
Stranraer Cancer Drop in Centre:
The Chief Executive highlighted the additional paper circulated on the Stranraer
Cancer Drop in Centre. There was a discussion around the various community
groups the centre are planning to engage with including already established local
groups, such as:

•
•
•
•

Coronation Day Centre, Stranraer
Riverside Day Centre, Newton Stewart
Alzheimers Scotland , Stranraer and Newton Stewart
Local Churches.
It was agreed that these centres engage with older people and their carers on a
daily basis and are a particularly valuable resource when it comes to community
engagement. The Corporate Business Manager to circulate the full paper to
board members.
Action: Corporate Business Manager
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The Board:•
193.

noted the paper.
Date of Next meeting
The next NHS Board meeting will be held on 4 April 2016 at 10am – 1pm in the
Conference Room, Crichton Hall, Dumfries.
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Agenda Item 6

DUMFRIES and GALLOWAY NHS BOARD
4 April 2016

Involving People Improving Quality - Patient Experience Report
Author:
Sponsoring Director:
Michaela Cannon
Eddie Docherty
Patient Feedback and Complaints Co-ordinator Executive Nurse Director
Date: 16 March 2016
RECOMMENDATION
The NHS Board is asked to receive this report which provides an overview of the
Board’s performance for Quarter 3 (October – December 2015), key themes of
formal complaints and general feedback and learning and improvements which have
been made as a result of patient and family feedback.

CONTEXT
Strategy / Policy:
This paper demonstrates implementation of the Healthcare Quality Strategy (2010),
and Patients Rights (Scotland) Act (2012). The Board is required to adhere to the
Patients Rights (Scotland) Act (2012) with regard to seeking and responding to
patient / family feedback.
Organisational Context / Why is this paper important / Key messages:
Learning from patient experience in order to improve our services is one of the most
important tools at our disposal.
Key messages:
• A significant amount of activity is taking place with the aim of improving
patient experience from a number of different perspectives.
• The number of complaints received has reduced by 6% in Quarter 3 from 73
in Q2 to 68 in Q3 and by 39% from 112 in Q1.
• The % response within 20 working days has reduced by 11% from 77% in Q2
2015/16 to 66% in Q3 and by 14% from 80% in Q1.

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

Healthcare Quality Strategy
Person Centred Health and Care Collaborative

Staffing Implications

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

Financial Implications

Not required

Consultation / Consideration

Not required

Risk Assessment

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

Sustainability

Not required

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

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

Commitment and leadership
Accountability
Responsiveness and consultation
Joint Working

Impact Assessment
Not undertaken as learning from patient feedback applies to all users
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1. Introduction
This report provides a commentary and summary statistics on complaints handling
throughout NHS Dumfries and Galloway for the period Quarter 3 (October December 2015). It looks at complaints received locally and by the Scottish Public
Services Ombudsman (SPSO).
2. Complaints
Table 1 provides a summary of the number of formal complaints received in Quarter
3 and the combined overall totals.
Table 1 Formal Complaints Data for Quarter 3 (October - December 2015)
October
2015
30

Complaints received
Complaints acknowledged
30
100%
in 3 working days
Complaints completed in 20
19
63%
working days
Complaints not completed
11
37%
in 20 working days
0
0%
Complaints still ongoing
5
17%
Complaints withdrawn
Outcome of complaints completed
Upheld
Upheld in Part
Not Upheld
Irresolvable - Expectation
Consent not received

6
9
10
0
0

20%
30%
33%
0%
0%

November
2015
18

December
2015
20

Q3 Total

17

94%

19

95%

66

97%

14

78%

12

60%

45

66%

3

17%

7

35%

21

31%

1
0

6%
0%

1
1

5%
5%

2
6

3%
9%

4
3
8
0
1

22%
17%
44%
0%
6%

7
1
7
0
2

35%
5%
35%
0%
10%

17
13
25
0
3

25%
19%
37%
0%
4%

68

The number of complaints received by the Board for this reporting period was 68
which is a 6% decrease from Quarter 2 of 73 complaints and 39% less than Q1
which received 112 complaints. The Board achieved 97% compliance across this
reporting period for the percentage of complaints acknowledged within the national
target of 3 working days. NHS Dumfries and Galloway has set a Board target of 70%
for complaints to be responded to within 20 working days. The percentage response
time achieved for this reporting period was 66%. This is an 11% decrease from Q2 of
77% and a 14% decrease from Q1 of 80%. It is disappointing to note that the 20
working day response rate has reduced despite there also being fewer complaints
received.
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Figure 1 summarises the level of activity for all complaints received from 1 April 2014
– 31 March 2015 for comparison with 2015-16.
Figure 1: Percentage of complaints completed within 20 Working days - 2014-2015

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

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

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

17
4
0

Oct 2015
10 (59%)
3 (75%)
0

2
7
0
0
30

0
6 (86%)
0
0
63%

Nov 2015
10
8 (80%)
3
1 (33%)
0
0

9
4
2

1
4
0
0
18

3
2
0
0
20

1 (100%)
4 (100%)
0
0
78%

Dec 2015
4 (44%)
1 (25%)
1 (50%)
3 (100%)
2 (100%)

60%

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

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

Oct

18
10
5
1
4
3

Nov
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5
3
1
0
3

Dec

7
7
2
3
1
6

Total
33
22
10
5
5
12

22

These categories are consistent with national themes, both UK and Scotland wide.
Communication issues are mainly related to verbal communication between staff and
patients and/or relatives and often come down to differences in interpretation of what
was said and what was understood. These are often linked to complaints about staff
attitude - in many cases the complaints about attitude is linked to a perception of
whether or not information was appropriately communicated or received.
2.3 Improvement Actions
From 1 April 2015 Information Services Division (ISD) has requested additional data
from NHS Boards in relation to the actions taken to ensure learning and
improvements are made as a result of complaints. Action codes have been agreed
across NHSScotland and have been made mandatory from 1 April 2015. Any
complaint which has been upheld or partially upheld must record the action the
Board are taking to ensure learning and improvement.
Figure 6 details the Improvement actions taken as a result of complaints received in
Quarter 3.
Figure 6: Improvement Actions taken

3. Patient Opinion Feedback
An effective way to improve the experience of health and care services is to capture
feedback from the patients, services users, carers and relatives. Patient Opinion is
an online approach, actively supported by Scottish Government, which enables the
public to provide and view feedback on the services they have received.
All Patient Opinion postings are shared with Healthcare Governance Committee at
each meeting.
All NHS Dumfries and Galloway stories are available to view by visiting:
www.patientopinion.org.uk.
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4. Scottish Public Services Ombudsman Complaints
Individuals who are dissatisfied with NHS Dumfries and Galloway’s complaint
handling or response can refer their complaint, for further investigation to the
Scottish Public Services Ombudsman (SPSO).
The SPSO have advised us that 3 new complaints have been raised with them in
Quarter 3. In addition to these complaint the SPSO are investigating one complaint
from Quarter 1 and one complaint from Quarter 2. Files have been sent and we
await the outcome of the Ombudsman’s investigations on these matters.
5. Reports to the Procurator Fiscal
There have been no complaints reported to the Procurator Fiscal in this reporting
period. The Medical Director meets with the Procurator Fiscal regularly with regard to
any other issues or cases out with complaints.
6. Internal Audit
In December 2015 Internal Audit undertook an audit of the Board’s Complaints
Handling Procedure. The scope of the audit was to provide assurance that there is a
robust process in place to manage patient, carer and service user complaints that
has identified all current guidance and incorporated it within local policy and
procedure, and that this is implemented effectively and all outcomes are
appropriately reported to monitor the quality of performance.
The Preliminary Report was issued in February 2016 and noted that whilst the Board
are generally compliant with our obligations under the Patients Rights (Scotland) Act
2011and the Charter of Patient Rights and Responsibilities directives, there are
some key areas of our process which are not significantly robust and require review.
The Audit has made 18 recommendations to the Board which will be reviewed by the
formation of a Short Life Working Group to look at the current processes and ensure
that the recommendations made are acted upon to help improve the overall
effectiveness of the Complaints Handling Procedure.
7. Conclusion
The Board is asked to note the significant amount of activity taking place with the
aim of improving patient experience from a number of different perspectives.

NOT PROTECTIVELY MARKED
Page 7 of 7

24

Agenda Item 7

DUMFRIES and GALLOWAY NHS BOARD
4 April 2016

Involving People, Improving Quality
Healthcare Associated Infection Report
Author:
Elaine Ross
Infection Control Manager

Sponsoring Director:
Eddie Docherty
Executive Nurse Director

Date: 8 March 2016
RECOMMENDATION
The Board is asked to receive this Healthcare Associated Infection report and note in
particular the position of NHS Dumfries and Galloway with regard to the SAB and
CDI HAI HEAT targets.

Strategy / Policy
This paper demonstrates implementation of the national HAI Taskforce at NHS
Board level. This HAI harm reduction activity supports implementation of the
HealthCare Quality Strategy.
Organisational Context / Why is this paper important?
This report meets the Scottish Government requirements for reporting of key
Healthcare Associated Infection (HAI) data, including performance against HAI
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:
• The local target for Staphylococcus aureus bacteraemia (SAB) has been
breached but as an NHS board we remain comparable with most Scottish
NHS boards. It should be noted that the HEAT target is be met by March 2017
and so this is still possible though improvements need to be sustained and
with such low numbers, one month can have a big impact.
•

The local target for Clostridium difficile Infection (CDI) target also been
reached but again is comparable to the rest of Scotland. It would seem from
HPS quarterly reports and our local data that whilst we may have missed the
target we would like to have met for this year, we are not too far from it. All
indications are that there is evidence of sustained improvement.

•

Rapid diagnostic techniques and an effective flu vaccine have helped to
contain the spread of respiratory infections this winter.
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GLOSSARY
Acute Occupied Bed Days (AOBD)
Clostridium difficile Infection (CDI)
Healthcare Associated Infection (HAI)
Health Protection Scotland (HPS)
Infection Control Team (ICT)
Information and Statistics Division (ISD)
Infection Control Public Involvement Group (ICPIG)
Meticillin Sensitive Staphylococcus Aureus (MSSA)
Meticillin Resistant Staphylococcus Aureus (MRSA)
Polymerase Chain Reaction (PCR)
Staphylococcus aureus bacteraemia (SAB)
Surgical Site Infection (SSI)
Total Occupied Bed Days (TOBD)
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MONITORING FORM
Policy / Strategy Implications

Healthcare Quality Strategy
Achievement of HAI HEAT targets

Staffing Implications

Nil

Financial Implications

Nil

Consultation

Update paper only consultation not required

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

Addressed through the corporate risk register

Best Value

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

Sustainability

Fewer infections will reduce bed occupancy and
use of resources

Compliance
Objectives

Single
(SOA)

with

Outcome

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

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

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

Key Healthcare Associated Infection Headlines
•

The local target for Staphylococcus aureus bacteraemia (SAB) has been breached
but as an NHS board we remain comparable with most Scottish NHS boards. It
should be noted that the HEAT target is be met by March 2017 and so this is still
possible though improvements need to be sustained and with such low numbers,
one month can have a big impact.

•

The local target for Clostridium difficile Infection (CDI) target also been reached but
again is comparable to the rest of Scotland. It would seem from HPS quarterly
reports and our local data that whilst we may have missed the target we would like
to have met for this year, we are not too far from it. All indications are that there is
evidence of sustained improvement.

•

Rapid diagnostic techniques and an effective flu vaccine have helped to contain the
spread of respiratory infections this winter.

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

As the Board will be aware NHS Dumfries and Galloway has missed the local target of no
more than 26 cases of SAB that we had set for 2015-2016. To date we have had 35 cases
of SAB.
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Figures produced by Health Protection Scotland (HPS) and published in their quarterly
reports place NHS Dumfries and Galloway below the Scottish mean and just a little above
the national target. This is illustrated by the funnel plot in figure 2. It should be noted that
the HEAT target is be met by March 2017 and so this is still possible though improvements
need to be sustained and, as we have seen in September, one month can have a big
impact.
Skin and soft tissue continue to be the largest cause of SAB in our area with 4 pressure
ulcers and 4 skin breaks, some of these secondary to falls, accounting for 8 patients with
SAB.
There have also been 3 contaminated samples and it should be stressed that whilst these
samples are not clinical Staphylococcus aureus bacteraemia causing harm to the patient
the presence of Staphylococcus aureus may mask other organisms that need to be
treated. They are entirely preventable as they are a result of sub optimal sampling.
Excellent improvement work in the emergency department reduced contamination rates by
introducing a pack with all the items necessary for correct technique and additional
education. However this work needs continual reinforcement to support its continued use
and also to be spread to other areas.
These examples demonstrate why links to patient safety programmes are essential.
There is a pressure ulcer group and a falls group. These groups are working to share
themes resulting from investigations of harms and now on a daily basis at ward and
hospital level ‘huddles’ these are being discussed in real time should a ‘harm’, such as a
fall, have occurred.
Figure 1- Local data
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Figure 2
Funnel plot of SAB rates (per 100 000 AOBDs) for all NHS boards in Scotland in Q3 2015.
(HPS Dec 2016)

Figure 3
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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

There have now been 44 cases of C Difficile Infection (CDI) which puts us above our local
target of no more than 40 cases by April 2016. In the past there have been anomalies in
the use of bed day data and at this point it is difficult to gauge how we fair against the
national target which is based on the ISD data provided to HPS.
It would seem from HPS quarterly reports, illustrated by the funnel plots in figures 5 and 6
and our local data that whilst we may have missed the target we would like to have met for
this year, we are not too far from it. All indications are that there is evidence of sustained
improvement, all be it with some slight variation month on month that is subject to the
usual caveats around the small numbers in the data set.
Figure 4
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Figure 5
Funnel plot of CDI incidence rates (per 100 000 TOBDs) in patients aged 65 years and above
for all NHS boards in Scotland in Q3 2015. (HPS Dec 2016)

Figure 6
Funnel plot of CDI incidence rates (per 100 000 AOBDs) in patients aged 15-64 years for all
NHS boards in Scotland in Q3 2015. NHS Western Isles and NHS NWTC overlap, as do NHS
Grampian and NHS Lanarkshire. (HPS Dec 2016)
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Figure 7
NHS D&G CDI Monthly performance
Cases per 1000 TOBDS aged over 15
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In January and February there were 7 cases. 3 of these were GP samples and 4 were
DGRI. All patients had received antibiotics and the outcome of investigations and
implications for practice are discussed by the Antimicrobial Management Team. One of
these patients had the additional risk factor of receiving chemotherapy and another had a
known bowel condition, also a risk factor.
Figure 8
Number of CDI cases by location of sample 1 April 2015 - 16 February 2016
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Figure 9 - Days since last C Difficile Infection from 1.01.14
Location
Ward 3
Ward 4
Ward 6
Ward 7
Ward 8
Ward 9
Ward 10
Ward 12
Ward 14
Ward 15
Ward 16
Ward 17
Ward 18
ICU
SHDU
Renal
Alex Unit
A&E
A&E (Galloway)
Dalrymple Ward
Garrick Ward
Annan
Lochmaben
Langholm
Moffat
Thornhill
Castle Douglas
Kirkcudbright
Newton Stewart
Maternity Suite

Date last CDI 31/01/2016
18/11/2015
74
1035
18/07/2014
562
1035
1035
28/12/2015
34
26/04/2015
280
17/07/2014
563
31/12/2014
624
1035
1035
1035
03/11/2015
89
1035
1035
1035
1035
1035
1035
22/08/2014
527
1035
24/04/2015
282
1035
1035
1035
1035
1035
1035
1035
12/06/2015
233

From Figures 8 and 9 it is possible to gain some assurance that there is no underlying
area with a significant number of cases of CDI
Figure 8 is based on the location that the sample has been taken. Figure 6 attempts to
attribute the case to its true place of origin. This does not mean however that there has
been any identified lapse in prescribing or infection control precautions in these areas.
Patients who are unwell and require hospital treatment are more likely to develop CDI due
to immunosuppression, underlying medical conditions and necessary prescribing.
Ward 7 is the medical admission ward and several of these samples taken in ward 7 have
originated in the community.
Ward 18 is care of the elderly and as age is a significant risk factor this number of cases
does not breach any trigger level for concern.
3. Hand Hygiene
Hand hygiene data is collected and entered by wards and departments following the
Scottish Patient Safety Programme methodology. The detail for this element of the report
is included in the report cards as the appendix to this report.
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All areas are expected to submit 20 observations. Areas submitting less than this are
marked non compliant. Where this occurs this is investigated by the ICT and acted upon
by the ward or department manager.
4. Respiratory infections
Whilst the hospitals have been experiencing extreme bed pressures over the winter
months and respiratory infections are certainly a contributing factor to this, it is interesting
to make a simple compassion between January 2015 and 2016.
January
Flu A
2016
2015
RSV
2016
2015

Tests

+ve samples

35
274

4
98

50
20

19
6

What this simple snapshot illustrates is the increased flu vaccine efficacy between
seasons 2014/15 and 2015/16. The use of rapid diagnostic testing using Polymerase
Chain Reaction (PCR) has helped to reduce the risk of cross transmission of the virus and
ensure that appropriate anti viral therapy is commenced.
This year we have seen an increase in respiratory syncytial virus (RSV).
This virus is common in children but most adults develop immunity due to exposure as a
child. However, this immunity wanes with ages and the elderly and immunosuppressed are
also vulnerable to infection.
Ward 15 has been inundated with RSV cases but staff have managed these well and the
majority of children require only very short term hospital admission.
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Healthcare Associated Infection Reporting Template (HAIRT)
Section 2 – Healthcare Associated Infection Report Cards
The following section is a series of ‘Report Cards’ that provide information, for each acute hospital and key
community hospitals in the Board, on the number of cases of Staphylococcus aureus blood stream infections
(also broken down into MSSA and MRSA) and Clostridium difficile infections, as well as hand hygiene and
cleaning compliance. In addition, there is a single report card which covers all community hospitals [which
do not have individual cards], and a report which covers infections identified as having been contracted from
outwith hospital. The information in the report cards is provisional local data, and may differ from the
national surveillance reports carried out by Health Protection Scotland and Health Facilities Scotland. The
national reports are official statistics which undergo rigorous validation, which means final national figures
may differ from those reported here. However, these reports aim to provide more detailed and up to date
information on HAI activities at local level than is possible to provide through the national statistics.

Understanding the Report Cards – Infection Case Numbers
Clostridium difficile infections (CDI) and Staphylococcus aureus bacteraemia (SAB) cases are presented for
each hospital, broken down by month. Staphylococcus aureus bacteraemia (SAB) casesare further broken
down into Meticillin Sensitive Staphylococcus aureus (MSSA) and Meticillin Resistant Staphylococcus
aureus (MRSA). More information on these organisms can be found on the NHS24 website:
Clostridium difficile :http://www.nhs24.com/content/default.asp?page=s5_4&articleID=2139&sectionID=1
Staphylococcus aureus :http://www.nhs24.com/content/default.asp?page=s5_4&articleID=346
MRSA:http://www.nhs24.com/content/default.asp?page=s5_4&articleID=252&sectionID=1
For each hospital the total number of cases for each month are those which have been reported as positive
from a laboratory report on samples taken more than 48 hours after admission. For the purposes of these
reports, positive samples taken from patients within 48 hours of admission will be considered to be
confirmation that the infection was contracted prior to hospital admission and will be shown in the “out of
hospital” report card.
Targets
There are national targets associated with reductions in C.diff and SABs. More information on these can be
found on the Scotland Performs website:
http://www.scotland.gov.uk/About/Performance/scotPerforms/partnerstories/NHSScotlandperformance
Understanding the Report Cards – Hand Hygiene Compliance
Hospitals carry out regular audits of how well their staff are complying with hand hygiene. Each hospital
report card presents the combined percentage of hand hygiene compliance with both opportunity taken and
technique used broken down by staff group.
Understanding the Report Cards – Cleaning Compliance
Hospitals strive to keep the care environment as clean as possible. This is monitored through cleaning and
estates compliance audits. More information on how hospitals carry out these audits can be found on the
Health Facilities Scotland website:
http://www.hfs.scot.nhs.uk/online-services/publications/hai/
Understanding the Report Cards – ‘Out of Hospital Infections’
Clostridium difficile infections and Staphylococcus aureus (including MRSA) bacteraemia cases are all
associated with being treated in hospitals. However, this is not the only place a patient may contract an
infection. This total will also include infection from community sources such as GP surgeries and care
homes and. The final Report Card report in this section covers ‘Out of Hospital Infections’ and reports on
SAB and CDI cases reported to a Health Board which are not attributable to a hospital.
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NHS Dumfries and Galloway Board report card
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total SABS

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

0
1
1

0
2
2

2
2
4

0
1
1

0
1
1

0
1
1

1
6
7

0
4
4

0
2
2

1
2
3

0
4
4

0
2
2

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages 65 plus
Ages 15 plus

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

1
4
5

2
5
7

3
1
4

3
1
4

2
0
2

1
5
6

1
0
1

0
4
4

3
3
6

0
3
3

1
5
6

0
1
1

Cleaning Compliance (%)

Board Total

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

95.77

98.4

97.2

97.8

97.8

97.8

98.4

98.1

97.2

97.7

97.4

97.8

Estates Monitoring Compliance (%)

Board Total

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

98.86

99.0

99.5

99.5

99.7

99.7

99.7

99.5

99.3

99.7

99.3

99.8
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NHS HOSPITAL REPORT CARD - DGRI
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total SABS

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

0
1
1

0
1
1

2
2
4

0
1
1

0
1
1

0
1
1

1
6
7

0
4
4

0
2
2

1
2
3

0
2
2

0
2
2

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages 65 plus
Ages 15 plus

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

0
3
3

2
3
5

2
1
3

1
1
2

1
0
1

0
2
2

0
0
0

0
3
3

2
1
3

0
1
1

1
2
3

0
1
1

Cleaning Compliance (%)

Board Total

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

96.5

95.0

95.4

95.7

95.8

96.2

95.4

95.5

95.0

95.8

95.6

94.9

Estates Monitoring Compliance (%)

Board Total

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

97

96.7

97.2

98.2

97.6

98.0

98.3

97.6

98.2

98.6

97.4

98.7
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NHS HOSPITAL REPORT CARD – Galloway Community Hospital
Staphylococcus aureus bacteraemia monthly case numbers

MRSA
MSSA
Total SABS

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

0
0
0

0
1
1

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
2
2

0
0
0

Clostridium difficile infection monthly case numbers

Ages 15-64
Ages 65 plus
Ages 15 plus

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

0
1
1

0
1
1

0
0
0

0
0
0

0
0
0

1
0
1

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

Cleaning Compliance (%)

Board
Total

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

98.2

99.4

97.0

98.1

98.3

97.9

98.6

98.4

97.2

98.4

99.2

96.4

Estates Monitoring Compliance (%)

Board Total

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

99.5

99.5

100

100

100

100

99.9

99.9

99.7

99.8

100

99.5
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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
MRSA
MSSA
Total SABS

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

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

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

0
0
0

0
1
1

0
0
0

0
0
0

0
0
0

0
1
1

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

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

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

0
0
0

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

Mar
2015

Apr
2015

May
2015

Jun
2015

Jul
2015

Aug
2015

Sep
2015

Oct
2015

Nov
2015

Dec
2015

Jan
2016

Feb
2016

1
0
1

0
0
0

1
0
1

2
0
2

1
0
1

0
2
2

1
0
1

0
1
1

1
2
3

0
2
2

0
3
3

0
0
0
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Agenda Item 8

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

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

Sponsoring Director:
Eddie Docherty
Executive Nurse Director

Date: 29th February 2016
RECOMMENDATION
The Board is asked to the note continued progress in the management of Significant
Adverse Events which supports the Organisation in identifying, reviewing and
learning when things go wrong.
CONTEXT
Strategy / Policy:
Healthcare Improvement Scotland refreshed the National Adverse Event Framework
in April 2015, our local Adverse Event Framework was updated and agreed by
Healthcare Governance Committee in November 2015.
Organisational Context / Why is this paper important / Key messages:
• 15 Adverse Events have been submitted for consideration as a Significant
Adverse Event Review over the period 1st September 2015 to 29th February
2016: one was accepted as a Significant Adverse Event Review; three were
subject to Perinatal Review and four to Suicide Reviews. The others are
either being investigated further, or the category was downgraded.
•

The Patient Safety & Improvement Team is working with Directorates to
implement the revised Adverse Event Framework.

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

-

Adverse Events
Dumfries and Galloway Royal Infirmary
Healthcare Improvement Scotland
Quality and Patient Safety Leadership Group
Significant Adverse Event Review.
Significant Adverse Event(s)
Scottish Patient Safety Programme
Health & Safety Executive
Intensive Care Unit
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MONITORING FORM
Policy / Strategy

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

Staffing Implications

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

Financial Implications

None identified

Consultation / Consideration

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

Risk Assessment

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

Sustainability

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

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate Corporate Objective 2

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

Impact Assessment
No Equality Impact Assessment required
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1.
Introduction:
Risk is inevitable in any complex system, and no matter how dedicated and
professional our staff are, it is impossible to completely eliminate risk from
healthcare.
‘Patient Safety is the foundation of good patient care. The unnerving fact that
healthcare can harm as well as heal is the reason for suggesting safety is at
the heart of healthcare.....There is something horrifying about being harmed
or causing harm, in an environment of care and trust’
Charles Vincent 2010
However, we believe that a coordinated approach to safety and risk management
can help protect the safety of patients, staff and visitors. Understanding what can go
wrong and why is a fundamental requirement of developing safer healthcare
systems.
In 2013 NHS Dumfries and Galloway strengthened their Significant Adverse Event
Review (SAER) process which enables us to look in depth at the factors and system
failures that contribute to patient harm.
2.
Background:
In September 2013 Healthcare Improvement Scotland (HIS) published a National
Framework for Scotland entitled ‘Learning from Adverse Events through Reporting
and Review: A National Framework for NHS Scotland’. It aimed to standardise
processes for managing and learning from adverse events.
In April 2015 they published a refreshed version which provides further guidance in
how to apply a Human Factors Framework when investigating, analysing and making
recommendations to improve future care delivery.
NHS Dumfries and Galloway’s Local Framework was approved at the November
Healthcare Governance Committee meeting.
3.

Governance of Significant Adverse Events in NHS Dumfries and
Galloway:
Staff are encouraged to report all Adverse Events on Datix; our risk management
system. These events are categorised according to harm.
Significant Adverse Events (SAEs) are classified as:
Categories

`G` (Permanent patient harm)
`H` (Intervention required to sustain life)
`I` (Patient death)

All SAEs are immediately escalated to a senior manager. An initial report is prepared
for consideration by the Quality and Patient Safety Leadership Group (QPSLG) at
their weekly triage meeting. The QPSLG consider the initial report and decide
whether a formal SAER needs to be commissioned or whether the event can be
reviewed locally.
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The QPSLG will allow local review of suicide and perinatal mortality to be conducted
following national guidance but will receive updates and the final report for
consideration before the incident is closed. All suicides reports are submitted to
Healthcare Improvement Scotland following completion
Review teams are asked to consider the learning from SAER and how this might be
shared more widely within the NHS Community both locally and nationally.
4.
Quality and Patient Safety Leadership Group:
Significant Adverse Events (SAE) are reviewed and monitored by the Quality and
patient Safety Leadership Group (QPSLG). This Group meets on a weekly basis
and consists of
•
•
•
•
•
•
•

Executive Nurse Director (Chair)
Executive Medical Director
Deputy Nurse Director
Associate Medical Director : Acute
Associate Medical Director : Child Health
Chief Pharmacist
Associate Director AHPs

The objectives of the QPSLG are to:•
•
•
•
•
•

Oversee Significant Adverse Event Review process – ensuring actions taken
and lessons are learned and shared.
Commission SAERs; including setting Terms of Reference for the
investigation; identifying investigators; agreeing timescales.
Oversee Scottish Patient Safety Programme activity and outcomes to ensure
improvement is being made to reduce harm to patients
Oversee significant complaints process - ensuring actions taken and lessons
are learned and shared.
Oversee the process of Safety Action and Risk Notices
Provide reports to Management Team and commission reports for Healthcare
Governance Committee.

Following a Significant Adverse Event an initial report is prepared by the Directorate
in which the Adverse Event occurred and the QPSLG receive an initial summary at
the weekly tirage meeting.
The QPSLG, guided by our local procedure, consider the circumstances and decide
whether or not to instigate a full Significant Adverse Event Review (SAER). They
issue a Terms of Reference and appoint a lead reviewer. On occasions QPSLG may
also ask for an external review.
The QPSLG may ask for further information before making a decision to commence
a full SAER; they may downgrade the incident and ask for a local review or they may
refer the case to The Child or Adult Protection Committee.
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The QPSLG receive weekly updates on current investigations, which provides a level
of oversight on the progress of investigations. On completion of the investigation the
review findings and lessons learned are presented by the lead reviewer. The
responsibility to take the lessons learned forward lies with the Directorate
Management Teams. In the event that lessons can be learned across the
Directorates this is shared at Management Board meetings and learning events.
On conclusion of the investigation the Significant Adverse Event is closed and a
decision is made as to the outcome as per the National Framework outcome codes.
The four review outcome codes are detailed as follows:•

•

•

•

Appropriate Care – the Adverse Event Review conclude that the care and/or
service was well planned and appropriately delivered; no care or service
delivery problems were identified; and the adverse event outcome was
ultimately unavoidable. However, it is likely there are still learning points
(especially good practice points)
Indirect system of care issues – the Adverse Event Review identified
indirect or incidental sub-optimal care or service issues and lessons that could
be learning (and good practice points), however, these were unlikely to have
affected the final outcome. For example, a protocol was not strictly followed
or there was a delay in accessing the patient notes, but these were unlikely to
have affected the final outcome
Minor system of care issues – the Adverse Event Review identified minor or
sub-optimal care or service provision and that a different plan or delivery of
care/service may have resulted in a different outcome. For example, system
or management factors were identified (such as incomplete records or a delay
in transferring the patient or service user), but there was uncertainty regarding
their impact on the final outcome. Learning points have been identified and
improvement plans developed
Major system of care issues – the Adverse Event Review identified that a
different plan and/or delivery of care or service would, on the balance of
probability, have been expected to result in a more favourable outcome.
Factors were identified which negatively influenced or contributed to the
adverse event outcome. For example, how the case was managed had a
significant impact on the level of harm. Learning points have been identified
and improvement plans developed.

5.
Significant Adverse Events:
During the period 1st September 2015 to 29th February 2016, 15 Adverse Events
were submitted on our electronic risk system (DATIX) for consideration as a SAE as
per our Significant Adverse Event procedure. This process is initiated for the
following Categories:•
•
•

G (permanent patient harm)
H (intervention required to sustain life)
I (patient death)
NOT PROTECTIVELY MARKED
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Of the 15 incidents reviewed by QPSLG one was accepted as an SAER, three were
Perinatal Reviews and undertaken by Maternity Services, four were suicides
resulting in internal Suicide Review conducted by Mental Health Services – the
others were either closed following an initial investigation or it was agreed to
downgrade the category.
Table 1 (Appendix1) gives a brief description of the incidents and the decision made
by QPSLG.
6.
Learning from Adverse Events through Reporting and Review
Following the publication of a revised national framework in April 2015, NHS
Dumfries & Galloway have reviewed and updated our local framework and are
working with local teams to improve the quality of investigations and the sharing of
review findings and any learning.
To date there has been limited evidence of learning beyond the immediate team
involved in an incident. We are working to improve this by testing ‘learning
summaries’ within directorates and are considering how we might learn from Scottish
Public Service Ombudsman’s reports. QPSLG is changing the way in which it
conducts its business to bring learning to the beginning of each agenda. A number
of meetings have been given over in part to explaining improvements and learning.
Work is also underway to provide learning summaries from recommendations of
reviews conducted by the Public Service Ombudsman.
QPSLG is changing the way in which it conducts its business to bring learning to the
beginning of each agenda. A number of meetings have been given over in part to
explaining improvements and learning.
Shared Learning is not just a local issue and the Patient Safety & Improvement
Team is working with HIS on how we might share learning between Boards.
7.

Case Study of a Significant Adverse Event

During this reporting period two SAER’s have been closed. We have selected one of
the events to demonstrate the process.
Case Study Summary:Category H: Intervention Required to Sustain Life
A patient was discharged from the Intensive Care Unit (ICU) to a Ward within DGRI
and thereafter suffered a peri-arrest. They were ventilated and transferred to
Edinburgh for specialist treatment.
The investigation concluded that, despite deficits in care, the patient had come to no
additional harm as a result of the incident. However there were a number of care
and service delivery issues identified, as follows:
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Care Delivery Issues:–
1. Failure to recognise the significance of the patient’s neurological signs prior to
acute deterioration and seizures
2. Failure to recognise and treat at an early stage severe hyponatraemia (low
sodium levels)
3. Poor medical handovers
4. Poor understanding by some of the Team involved as to who was in overall
charge at the time of the patient’s transfer to the Ward
Service Delivery Issues: –
1. Transfer from ICU occurring in the evening may have impaired the quality
of medical handover
2. Failure to ensure that all members of the team were unequivocally sure as
to which medical team were in charge at the time of discharge
3. Sub-optimal medical handovers during the patient’s stay in the Ward
4. Inadequate induction of Junior Medical staff responsible for the Ward
5. Poor/no system in place for updating Junior Medical staff at time of
transfer to the Ward. Medical staff not involved in handover between
nursing staff (which was reported as being a good handover).
A number of actions were identified from the review and taken forward by the
respective Managers. The QPSLG require a six month progress update to ensure
the actions have been completed and lessons have been learned. This provides the
QPSLG assurance that measures have been put in place to minimise the risk of any
similar incidents recurring.
8.
Conclusion:
The SAER process has been strengthened to ensure a consistency of application
and a rigorous review of all SAEs. The QPSLG provide senior level oversight and
accountability for the process, ensuring that investigations are robust and that the
findings of SAERs are considered within an organisational context to maximise the
potential for learning. Where action is required the QPSLG hold the Directorates to
account to ensure that actions taken are proportionate and effective in minimising
future risk of recurrence.
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Appendix 1
Table 1 - The 15 incidents discussed by the QPSLG and outcomes are summarised in the following table:
Ref
DW29151

Summary
Community Mental Health Nurse required to use
Cardiopulmonary Resuscitation
(CPR) to resuscitate
patient’s husband following him having taken heroin and
alcohol earlier in the day
Intrauterine death at 25+4 weeks gestation discovered
during ultrasound scan. Labour induced and baby boy
delivered 21 September 2015 at 1715 hours
Patient found to be choking on foodstuffs. Immediate first
aid intervention unsuccessful and Adult Resuscitation
Team immediately called to assist.
Failure to follow up chest Xray resulting in delay to
treatment.
Patient suffered second cardiac arrest and died in Hospital.

Outcome
No SAER commissioned. Case referred to Adult Support and
Protection Committee.

DW30641

No SAER commissioned. Associate Medical Director to discuss
with Locum Doctor involved.
Diabetic patient transferred to Thornhill Hospital from DGRI No SAER commissioned, local investigation to provide report to
in an unstable diabetic state
Q&PSLG.
Suicide of Patient awaiting Mental Health Assessment.
Suicide Review commissioned. Report to be shared with QPSLG

DW30680

Patient committed suicide within Mental Health Ward

DW30739

Patient evaded escort whilst out shopping with staff
member and committed suicide by drowning

Suicide Review Commissioned, including external review of care.
An updated to be provided to QPSLG at an early stage. Report to
be shared with QPSLG.
This case is subject to HSE investigation.
Suicide Review commissioned, including external review of care.
An updated to be provided to QPSLG at an early stage.

DW29430

DW30204

DW30267
DW30318
DW30306

Perinatal review commissioned.
QPSLG.

Outcome to be shared with

Downgraded to an Adverse Event for local investigation.

SAER commissioned. Still ongoing.
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Ref
DW30525

Summary
Outcome
Police informed CMHT of sudden death of a patient who Suicide Review commissioned. Report to be shared with QPSLG.
was awaiting psychiatric assessment

DW30666

Orthopaedic Patient being slept out, deteriorated and No SAER commissioned. Case Note Review commissioned to
subsequently died
establish whether more extensive Review required.
Delayed Diagnosis in patient with tumour
Decision to commission SAER delayed whilst further information
gathered.
Patient died whilst awaiting transfer to Golden Jubilee No SAER commissioned. Downgraded to Local Review
Hospital
Stillbirth at 32+4 weeks
Perinatal Review to be shared with QPSLG.
Stillbirth at 31+1 week
Perinatal Review to be shared with QPSLG.

DW30795:
DW30894:
DW30818:
DW30821:
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Agenda Item 9

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

Register of Members’ Interests
Author:
Laura Geddes
Corporate Business Manager

Sponsoring Director:
Jeff Ace
Chief Executive

Date: 21st March 2016

RECOMMENDATION
The Board is asked to note and confirm the revised Register of Members’ Interests.

CONTEXT
Strategy / Policy:
This paper support good governance through local and national policies and
guidance, including the Board’s Standing Orders and Code of Conduct.
Organisational Context / Why is this paper important / Key messages:
Board Members of devolved public bodies are required to give notice of their
interests and the NHS Board is required to maintain a Register of Members’
Interests. The register is updated on a regular basis to reflect changes in Members’
entries.
Whilst it is the responsibility of each Member to advice the Corporate Business
Manager of any changes within one month of the change arising, the register will be
reviewed twice per year and presented to Board to be noted.
The Corporate Business Manager will keep the register of interests available for
public inspection at the Board’s offices during normal working hours without charge.
The register of interests is also routinely posted on the Board’s website.

GLOSSARY OF TERMS
NHS -

National Health Service
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MONITORING FORM
Policy / Strategy

This paper supports the Board’s Standing Orders
and Code of Conduct policy, as well as various
nationally issued guidance material.

Staffing Implications

Not applicable

Financial Implications

Not applicable

Consultation / Consideration

Consultation on the existing register of interests
was undertaken with all Board Members and other
Directors and Senior Managers.

Risk Assessment

Not applicable

Sustainability

Not applicable

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

Corporate 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.

Agreement Not applicable
•
•

Vision and Leadership
Governance and Accountability

Impact Assessment
Not applicable
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DUMFRIES AND GALLOWAY NHS BOARD
REGISTER OF MEMBERS INTERESTS
April 2016
Registration of Interests

Board members of devolved public bodies are required by the Regulations to give the ‘Standards Officer’ notice of their interests The Register
must state:
the name of the board member;
their interests which fall within the categories listed below and as set out in the member’s code of conduct; and
if they have nothing to register they must record that fact under each applicable category.
It is the responsibility of each board member to ensure that their entry in the register is kept up to date. Any changes to the
information first registered, must be given in writing to the standards officer, in the prescribed format, within one month of the
change arising.
The ‘Standards Officer’ (Corporate Business Manager) will keep the register of interests available for public inspection at the Board’s offices
during normal working hours and without charge.
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Column 1
Registerable interest category

Column 2
Description of interest

Gifts and hospitality

A description of any gifts or hospitality
received.

Column 3
Members Registering an Interest in this Category
(and Description of interest)
MEMBER

Category 1 - Remuneration
NOTE: You do not need to register
the amount of remuneration

A description of

Mrs M Cossar

(a) remuneration received by virtue of
Mr R Nicholson
being:–

REGISTERED INTEREST
Members interests are noted in the Gifts
and Hospitality Register.
Service Manager, Specialist Drug and
Alcohol Service and Prison Healthcare
Local Councillor and Leader, Dumfries and
Galloway Council

(i) employed or self-employed;
Mr J Beattie

Full-time Union Official, NHS Dumfries and
Galloway
Branch Secretary, UNISON
Scottish Health Committee, UNISON
Travel Allowance (UNISON)

Dr L Douglas

Strategic Accounts Adviser, Innovation
Consultant and Programme Manager, Your
Encore Inc

(ii)the holder of an office;
(iii) a director of an undertaking;
(iv) a partner in a firm; and
(v) involved in undertaking a trade,
profession, vocation or any other work;
(b) any allowance received in relation to
membership of any organisation;

Director, LK Douglas Consulting Ltd

Mrs P Halliday
(c) the name, and registered name if
different, and nature of any applicable
employer, self-employment, business, Mrs G Cardozo
undertaking or organisation;

Child Contact Centre Organiser,
Relationship Scotland

(d) the nature and regularity of the work
that is remunerated; and
(e) the name of the directorship and the
nature of the applicable business.
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Column 1
Registerable interest category

Column 2
Description of interest

Column 3
Members Registering an Interest in this Category
(and Description of interest)
MEMBER

Category 2 - Related undertakings

A description of a directorship that is not
itself remunerated, but is of a company
or undertaking which is a parent or
subsidiary of a company or undertaking
which pays remuneration.

Column 1
Registerable interest category

Column 2
Description of interest

Category 3 - Contracts

Category 4 - Houses, land and
buildings

Category 5 - Shares and securities

A description of the nature and duration, Mrs G Cardozo
but not the price of, of a contract which is
not fully implemented where:–
(a)
goods and services are to be
provided, or works are to be executed for
the NHS; and
(b) any responsible person has a direct
interest, or an indirect interest as a
partner, owner or shareholder, director or
officer of a business or undertaking, in
such goods and services.
A description of any rights of ownership
or other interests that may be significant
to, of relevance to, or bear upon, the
work or operation of the NHS Board
A description, but not the value, of
shares or securities in a company,
undertaking or organisation that may be
significant to, of relevance to, or bear
upon, the work or operation of the NHS
Board
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Column 1
Registerable interest category

Column 2
Description of interest

Column 3
Members Registering an Interest in this Category
(and Description of interest)

MEMBER
Category 6 - Non-financial interests A description of such interests as may be Mr J Beattie
significant to, of relevance to, or bear
upon, the work or operation of the NHS Mrs M Cossar
Board, including without prejudice to that
generality membership of or office in:–
Professor H Borland
(a) other public bodies;
(b) clubs, societies and organisations;
(left
organisation
(c) trades unions; and
31/12/15)
(d) voluntary organisations.
Mr R Nicholson

Member of UNISON
St Mungo Church Session, Session Clerk
Honorary Professor - School of Health,
Nursing and Midwifery,
University of the West of Scotland
Member of Scottish Labour Party
Member of Unite Union
Member of Co-op Party
Member of Crichton Campus Leadership
Group

Mr R Allan

Director, DGVoice
Member of UNISON

Mrs P Halliday

Member of SNP
Member of Local YES Alliance
Breakthrough Breast Cancer Rep.
Member of the Scottish Involvement Group,
Macmillan Cancer

Mrs K Lewis

Public Sector Director of South West Hub
Co (Alternate)
Scottish NHS Pension Scheme Advisory
Board Member

Ms L Bryce

Volunteer Trustee, Dumfries and Galloway
Carers Centre

Mrs G Cardozo

Member, Dumfries and Galloway LGBT
Plus
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Column 1
Registerable interest category

Column 2
Description of interest

Column 3
Members Registering an Interest in this Category
(and Description of interest)
MEMBER

Election expenses

A description of, and statement of, any
assistance towards election expenses
relating to election to the devolved public
body.
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Agenda Item 10

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

Scheme of Delegation
Author:
Susan McMeckan
Deputy Director of Finance

Sponsoring Director:
Katy Lewis
Director of Finance

Date: 22nd March 2016

RECOMMENDATION
The Board is asked to approve the updated Scheme of Delegation (Appendix 2).

Strategy / Policy:
The Scheme of Delegation is a key governance document which sets out delegated
authority for officers of the Board.
Organisational Context / Why is this paper important / Key messages:
At the Audit and Risk Committee on 21 March 2016, the updated Scheme of
Delegation was presented to Committee for review. This forms part of the ongoing
work within Finance to ensure that this is fully updated and relevant. Following
review, the Committee agreed to recommend to the NHS Board the changes
proposed to the Scheme of Delegation.

GLOSSARY OF TERMS
SFIs SoD IJB
-

Standing Financial Instructions
Scheme of Delegation
Integrated Joint Board
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MONITORING FORM
Policy / Strategy

Governance update through Standing Financial
Instructions and Scheme of Delegation.

Staffing Implications

Not applicable.

Financial Implications

Not applicable.

Consultation / Consideration

Paper presented to March 2016 Audit and Risk
Committee.

Risk Assessment

Not applicable.

Sustainability

Not applicable.

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate Compliance with Corporate Governance.

Agreement Not applicable.

Governance and Accountability

Impact Assessment

Not applicable.
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Overview
1.

At the Audit and Risk Committee on 21 March 2016, the updated Scheme of
Delegation was presented to Committee for review. This forms part of the
ongoing work within Finance to ensure that this is fully updated and relevant.
Following review, the Committee agreed to recommend to the NHS Board the
changes proposed to the Scheme of Delegation.

2.

The following documents are attached:
•

Appendix 1 - Review of Scheme of Delegation – Summaries sections
that have been subject to review or new inclusion.
Appendix 2 – Scheme of Delegation March 2016

•
3.

All sections of the Scheme of Delegation have been reviewed and small
wording and numbering changes have been applied in most sections. None of
which change the previously approved emphasis of the section.

4.

The most significant changes to the Scheme of Delegation is within the
following areas:
•
•
•

Section 11.19 has been revised to reflect an increased virement limit
for General Managers and Finance Managers.
Remove decisions already made for Acute Service Project.
Changes in relation to structure changes and updates with regards to
job title.

5.

With regards to the Integrated Joint Board (IJB) and the SFIs and Scheme of
Delegation, the responsibility for the transaction still rests with the Health Board
therefore no specific reference is made to the IJB within the attached
documents.

6.

A compare and contract exercise will be carried out with Council colleagues to
identify what changes they are proposing to Council Operating Procedures to
reflect the work of the IJB. Any further changes that require to be reflected in
the Boards documents will be brought forward in advance of the review date.
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REVIEW OF SCHEME OF DELEGATION – February 2016
Section
Front Updated
Sheet
2.4
Wording changed to add “of any value”
Amended to reflect non capital business cases by addition of “or
revenue” in relation to financial value
2.5
Wording changed to add “Approval of”
2.6
2.7
2.6
Wording amended to add “after following local approval at CIG”
2.7
2.10
Update General Manager title
2.11
Wording amended to “Approval of using Framework Scotland for
construction project”
2.12
Wording amended to “Approval of using Southwest Hub for
construction project”
2.18
Amended to reflect national appointment of bankers
2.24
Remove reference to Efficiency and Productivity Manager post which is
no longer applicable
8
Amended heading to Public Health
8.1

Reworded to be more specific “Health Protection Strategies and
information disseminated”

Appendix 1

Reviewer
Susan
Susan

Susan

Susan
Susan
Susan
Susan
Susan
Susan
Andrew
Carnon
Andrew
Carnon

Removed word “Medicine”

8.2.

“Interim” added to reflect structure

Susan

Reworded to be more specific “Health Improvement Strategies and
information disseminated”

Andrew
Carnon

Removed word “Medicine”

8.3
9.1
9.2
9.3
9.2

9.4
9.5

11.3
11.4
11.6
11.9

“Interim” added to reflect structure
Addition of 8.3 “Public Health information dissemination
Remove Medical Director and replace with Chief Operating Officer

Add in reference “IT Governance/Security Manager is able to enforce
compliance with Data Protection Act specifically through their role and
job description”
“Interim” added to reflect structure
Amend to reflect process not policy
Change deputy to Corporate Business Manager from Head of
Communications
Executive Assistant to Chief Executive added as deputy
Remove Corporate Business Manager
Wording added “ < £250k”
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Susan
Andrew
Carnon
Angus
Cameron/
Julie White
Graham
Gault
Susan
Laura
Geddes

Laura
Geddes
Susan
Susan
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REVIEW OF SCHEME OF DELEGATION – February 2016

Appendix 1

Section
11.10 Wording added “> £250k”
11.12 “Interim” added to reflect structure
11.14 Added subject to approval of funding if not within budget
11.16 Added to comments into text rather than as footnote:

Reviewer
Susan
Susan
Susan
Susan

11.17
11.18

Susan
Susan

11.19

Added “or Finance Manager responsible for Externals”
Added into Comments “and documented in the Authorised Signatory
Database”
Amended wording from “Virement of budget between operational
budgets” to “ Virement of approved delegated budget between pays
and non pays or between directorate areas” better reflect meaning

Katy

Delegation amended to reflect current structure

11.20
11.24
11.25
11.26
11.30
11.31
11.32
11.34
11.35
12
13

Amend Limits and Delegation from £25k to £50k
Remove, now incorporated into 11.19
Amend delegated lead from COO and General Manager to Deputy
Director of Finance
Include detail in relation to Charter and Standing Orders and Operating
Procedures. Remove reference to Investment Advisors
Remove, not required. Details of endowments covered under 11.25
Addition of “and”
Clarity of delegation levels, no changes to levels except over £1m Chief
Executive and Director of Finance
Amend from COO to Director of Finance as Chair of CIG, deputy now
added
Addition of “within approved budgets”
Amend to give clarity on delegate for limits, no change to limits
Change “And” to “Or” for delegated limits
Reflect role of IJB
“ all strategic plans relating to Dumfries and Galloway wide services or
major service changes proposed for locality services with the approval
of the Integrated Joint Board where appropriate”
Remove references to Endowments which is not a Board decision, this
is covered by 11.25

16

Schedule of Nominated Deputies Updated to reflect current structures
and specific designation for compensation claims

17

Remove decisions already taken for Acute Services Project
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Appendix 2

NHS DUMFRIES & GALLOWAY
SCHEME OF DELEGATION

DOCUMENT CONTROL

POLICY NO.

097

Policy Group

Finance

Author

S McMeckan

Version no.

Reviewer

K Lewis

Implementation
date

Scope
(Applicability)
Status

Board wide
Final and approved Next review date

March 2018

Approved by

Board

April 2015

Last review date:

March 2016

The only current version of this policy is on the intranet
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DUMFRIES & GALLOWAY NHS BOARD
SCHEME OF DELEGATION

1.

Scheme of Delegation arising from Standing Orders

Area of Responsibility/ Duties
Delegated
1.1 Maintenance of Register of Board
Members Interests
1.2 Maintenance of Register of gifts/
hospitality
and
interest
in
contracts.
1.3 Execution of documents on behalf
of Scottish Ministers relating to
property transactions.

Delegated to/ Lead
Authorised
Financial Value
Director
Deputy
£’m
Corporate Business N/A
N/A
Manager
Chief Executive
Corporate Business N/A
Manager

Constraints/Reference

Chief Executive and N/A
Director of Finance

All signatures to be in
accordance with the
Property Transactions
Manual.
All changes must be
approved
by
NHS
Board.
Board
approval
required.
Audit
and
Risk
Committee
approval
required.

N/A

1.4 Update and changes to Standing NHS Board
Orders.

N/A

N/A

1.5 Responsibility for preparation and Chief Executive
update of Scheme of Delegation.
1.6 Responsibility for preparation and Director of Finance
update of Standing Financial
Instructions.

Director of Finance

N/A
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Deputy Director of N/A
Finance
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2

Corporate Governance – arising from Standing Financial Instructions

Area of Responsibility/ Duties Delegated to/ Lead
Delegated
Director
2.1 System for funding decisions and Director of Finance
business planning.
2.2 Preparation of Financial Plans
Director of Finance

2.3 Preparation of Capital Plan

Director of Finance

2.4 Preparation of Business Cases of Chief Operating
any value
Officer/ Executive
Lead as appropriate

Authorised
Deputy
N/A
To
specifically
nominated
event
extended
absence
To
specifically
nominated
event
extended
absence
General
Manager

2.5 Approval of Business Cases up to Chief Executive / N/A
£500k
Chief
Operating
Officer / Director of
Finance

2.6 Approval
between
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of Business
£500k and

Cases Local
within Investment

Capital N/A
Group/

Financial Value
£’m
N/A

Constraints/Reference

In accordance with Standing
Financial Instructions
be NHS
Board Approval required by NHS
Revenue
Board
in Resource Limit
of

be As per Capital Approval
Plan
Board
in
of

required

by

NHS

Limit
as
per Approval by Management
Capital
or Team/
Local
Capital
Investment Group and onward
Revenue Plan
approval in accordance with
capital policies and SG
guidance
Limit
as
per Local
Capital
Investment
Capital Plan
Group.
All business cases should be
considered by HMB/ PCMB
and MHMB prior to submission
to CIG
Limit
as
per Approval by NHS Board after
Capital Plan
following local approval at CIG
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Area of Responsibility/
Delegated
delegated limit of £1m

Duties

Delegated to/ Lead
Authorised
Director
Deputy
Management Team
(as required)
2.7 Approval of Business Cases Local
Capital N/A
above delegated limit of £1m Investment
Group/
(both OBC and FBC approval)
Management Team

2.8 Approval of 5 year Capital and NHS Board
Revenue Plans

N/A

Financial Value
£’m

Constraints/Reference

Limit
as
per Approval by NHS Board and
Capital Plan
Scottish Government Health
Department CIG after following
local approval at CIG
N/A

2.9 Land and Buildings purchase, NHS Board
N/A
sale or acquisition
2.10 Management of buildings and Chief
Operating General
land
Officer
Manager Facilities &
Clinical Support
Services

All

2.11 Approval of using Framework NHS Board
Scotland for construction project

N/A

All

The initial approval of whether
a scheme is suitable for the
application of the Framework
Scotland methodology to a
construction project is a
decision which is reserved for
Board following review by NHS
Dumfries
and
Galloway’s
Capital Investment Group who
will scrutinise the proposal.

2.12 Approval of using Southwest Hub NHS Board

N/A

All

The Initial approval of whether
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N/A

Chief Executive can sign
paperwork
In
accordance
with
the
property
transactions
handbook.
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Area of Responsibility/
Delegated
for construction project

Duties

Delegated to/ Lead
Director

N/A

Planning and Monitoring PPE for
Capital Projects
a) Mandatory
Local CIG

Page 4 of 30

Financial Value
£’m

Constraints/Reference
a scheme is suitable for the
application of the design, build,
finance and maintain or design
and build methodology to a
construction project is a
decision which is reserved for
Board following review by NHS
Dumfries
and
Galloway’s
Capital Investment Group who
will scrutinise the proposal.

2.13 Post Project Evaluation

b) Local arrangements

Authorised
Deputy

Director of Finance

All

Approval required
local
CIG
for
circulation
to
Board/Performance
Committee.

through
onward
NHS

As governed by the SCIM, for
capital projects between £1.5m
and £5m an annual summary
report must be submitted to
the SGCPAMD by 30th June.
For capital projects in excess
of £5m PPE reports must be
submitted directly to the
SGCPAMD.
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Area of
Delegated

Responsibility/

Duties

Delegated to/ Lead
Director

Authorised
Deputy

Financial Value
£’m

Constraints/Reference
SCIM guidance promotes best
practice in the PPE of all
capital projects.
Approval by local CIG based
on nature of project and
onward
approval
in
accordance
with
capital
policies and SCIM post project
evaluation guidance.

Local CIG

Approval required through
local CIG, but in condensed
PPE
format
for
onward
circulation to NHS Board/
Performance Committee.
2.14 Budget Setting for NHS Board

Director of Finance

2.15 Financial Systems and Operating Director of Finance
Procedures

Deputy Director
of Finance/
Finance
Manager

Deputy Director N/A
of Finance

2.16 Authority to commit expenditure Chief Executive or N/A
for which no provision has been Director of Finance
made in approved plans/budgets
Director of Finance &
Chief Executive
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Limit as set in
context
of
agreed Financial
Plan

< £0.5m

> £0.5m

Subject to confirmation of
revenue
affordability
and
reporting items above £0.5m to
the Board
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Area of
Delegated

Responsibility/

Duties

2.18 Maintenance and Operation of Director of Finance
Bank Accounts

Financial Value
£’m
>£1m
Deputy Director N/A
of Finance
Deputy Director N/A
of Finance

2.19 Annual Accounts signatories

Chief Executive
and
Director of Finance
Appointed Auditors

N/A

Chief Executive

Director of
Finance
N/A

2.17 Financial Monitoring System

2.20 Audit Certificate
2.21 Preparation
of
Governance
Statement
2.22 Performance
Management
Reporting Arrangement
2.23 Losses and Special Payments
including clinical claims/ other
settlements (legal claims)
2.24 Preparation of Local Delivery Plan

Delegated to/ Lead
Director
Board
Director of Finance

Authorised
Deputy

N/A
N/A

Subject to appointment of
Bankers by Board where not
determined nationally.

In accordance with Scottish
Accounts Manual.
In accordance with Scottish
Accounts Manual.
In accordance with Scottish
Accounts Manual.

Chief Operating
Officer
See details in section N/A
12

N/A
N/A

Per SGHSCD guidance.

Chief
Operating N/A
Officer and Director
of Finance (financial
plan)
Corporate Chief Executive
N/A

N/A

Supported by financial plan
prepared by Director of
Finance

2.25 Preparation
of
Objectives
2.26 Non Profit Distributing Capital NHS
Board/ N/A
Projects
Performance
Committee
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N/A

Constraints/Reference

N/A
N/A

In line with approvals process
outlined section 17
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3

Healthcare Governance

Area
of
Responsibility/Duties
Delegated
3.1 Approval
of
research
and
development studies including
associated clinical trials and
indemnity
agreements
for
commercial studies.
3.2 Preparation
of
Patients
Complaints Policy.
3.3 Monitoring arrangements and
reporting of complaints.

Delegated to/ Lead
Director
Medical Director

Executive
Director
Executive
Director

3.4 Compliance and adherence to Executive
national standards in healthcare Director
acquired infection.
3.5 Compliance and adherence to Executive
national
standards
in Director
decontamination.
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Authorised
Financial Value
Deputy
£’m
Associate Medical N/A
Director

Nurse Associate Director N/A
of AHPs
Nurse Associate Director N/A
of AHPs – Lead for
Patient Experience
Nurse Infection
Control N/A
Manager

Nurse Infection
Control N/A
Manager/General
Manager
Operational
Services

Constraints/Reference
Ethics
Committee
approval required

Healthcare Governance
Committee
Healthcare Governance
Committee
Link
to
Healthcare
Governance
and
Infection
Control
Committee.
Link
to
Healthcare
Governance
and
Infection
Control
Committee.
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4

Staff Governance

Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
4.1 Implementation
of
Staff Workforce Director
Governance Standards.

4.2 Preparation of Human Resources Workforce Director
Plan, policy and strategy.

4.3 Preparation of Human Resources Workforce Director
policies and procedures.

4.4 Preparation of
Employment.

Contracts

of Workforce Director

4.5 Executive and Senior Manager Workforce Director
pay – implementation of terms
and condition/ performance pay.
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Authorised
Deputy
Deputy Director for
Human Resources
and
Staff
Governance
Deputy Director for
Human Resources
and
Staff
Governance
Deputy Director for
Human Resources
and
Staff
Governance
Deputy Director for
Human Resources
and
Staff
Governance
N/A

Financial Value
£’m
N/A

Constraints/Reference

N/A

N/A

Approval
required
through
Area
Partnership Forum

N/A

Compliance with current
legislation and agreed
terms and conditions

N/A

Compliance with current
legislation and agreed
terms and conditions.
Requires approval by
Remuneration
Committee.
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5

Risk Management

Area
of
Responsibility/Duties Delegated to/ Lead
Authorised
Financial Value
Delegated
Director
Deputy
£’m
Risk Management
5.1 Preparation of Risk Management Executive
Nurse Associate
Nurse N/A
Strategy
Director
Director

5.2 Preparation and Management of Chief Executive
Corporate Risk Register

Constraints/Reference

NHS
HIS
Clinical
Governance
and
Risk
Management Standards

Nurse Director

N/A

NHS
QIS
Clinical
Governance
and
Risk
Management Standards

5.3 Policies and Procedures
Child Protection Policies

Chief Executive

Nurse Director

N/A

Regional Multi-agency
Child Protection Committee

Prescribing Policies

Medical Director

Chief Pharmacist

N/A

5.4 Health and Safety – staff
5.5 Health and Safety - buildings

Chief Executive
Chief Executive

5.6 Fire Safety

Chief Executive

Workforce Director N/A
Chief
Operating N/A
Officer
Chief
Operating N/A
Officer

As per resource constraints
of Prescribing Management
Board
Area Partnership Forum

Page 9 of 30

The only current version of this policy is on the intranet

72

DUMFRIES & GALLOWAY NHS BOARD
SCHEME OF DELEGATION
6

Access

Area
of
Responsibility/Duties Delegated to/ Lead
Authorised
Financial Value
Delegated
Director
Deputy
£’m
6.1 Waiting Times.
Chief
Operating General Manager – All
Officer
Acute
&
Diagnostics
6.2 Public Information on access to Chief
Operating Patient Experience N/A
services.
Officer
and
Communications
Manager
6.3 Procedure for patients who wish Medical Director
Associate Medical N/A
to
appeal
against
clinical
Director (Medical)
decisions on their continuing care.
7

Constraints/Reference
Within
limits.

overall

budgetary

CEL 6(2008)

Person Centred Health and Care

Area
of
Responsibility/Duties
Delegated
7.1 Designated Director for Person
Centred Health and Care
7.2 Compliance with guidelines on
Chaplaincy and Spiritual Care
strategy implementation.
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Delegated to/ Lead
Director
Executive
Nurse
Director
Executive
Nurse
Director

Authorised
Financial Value
Deputy
£’m
Associate Director N/A
for AHPs
Associate Director N/A
for AHPs

Constraints/Reference
Healthcare
Governance
Committee
Spiritual Care Committee
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8

Public Health

Area
of
Responsibility/Duties Delegated to/ Lead
Authorised
Financial Value
Delegated
Director
Deputy
£’m
8.1 Health Protection strategies and Interim Director of Consultant in Public N/A
information dissemination.
Public Health
Health
8.2 Health Improvement strategies Interim Director
and information dissemination.
Public Health

of Consultant in Public N/A
Health

8.3 Public
Health
dissemination.

of Consultant in Public N/A
Health
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information Interim Director
Public Health

Constraints/Reference
Link
to
Primary
and
Community
Care
Directorates
Link
to
Primary
and
Community
Care
Directorates
Link
to
Primary
and
Community
Care
Directorates
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9

Information Governance

Area
of
Responsibility/Duties
Delegated
9.1 Responsibility for Information
Management Systems & Strategy.
9.2 Clinical Responsibility for IM&T
Strategy.
9.3 Data Protection Act.

Delegated to/ Lead
Director
Chief
Operating
Officer
Chief
Operating
Officer
Chief
Operating
Officer

Authorised
Financial Value
Deputy
£’m
General Manager – N/A
eHealth
E Health Clinical N/A
Lead
General Manager – N/A
eHealth

9.4 Caldicott Guardian.

Medical Director

9.5 Freedom of Information Process

Chief Executive

Interim Director of N/A
Public Health
Corporate Business N/A
Manager

10

Constraints/Reference

IT Governance/ Security
Manager is able to enforce
compliance
with
Data
Protection Act specifically
through their role and job
description

The
Freedom
of
Information (FOI) policy
sets out the process for
handling and approving

Emergency and Continuity Planning

Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
10.1 Preparation and maintenance of a Chief Executive
comprehensive Emergency Plan.
10.2 Preparation and maintenance of Chief Executive
Business Continuity Plans.
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Authorised
Financial Value
Deputy
£’m
Emergency
N/A
Planning Manager
Chief
Operating N/A
Officer

Constraints/Reference

All
directors
have
responsibility for their area
of the business
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11

Scheme of Delegation - Operational Activities

Tenders
Area
of
Responsibility/Duties
Delegated
11.1 Issue of tender documents –
items supplied under normal
circumstances.
11.2 Issue of tender documents –
other services.
11.3 Return of tender documents.

Delegated to/ Lead
Authorised
Director
Deputy
Procurement Senior N/A
Lead

Financial Value
£’m
All

Relevant Manager

All

Includes IT & Estates

All

Secure arrangements for
receiving
storing
and
opening tender documents.
Any Director not wishing to
accept the lowest tender is
required
to
let
the
Corporate
Business
Manager know in writing
which tender has been
accepted and the reasons
why and also the reasons
why the lowest tender has
not been accepted. In all
cases this will be reported
to the Board’s Audit and
Risk Committee

N/A

Corporate Business
Executive
Manager
Assistant to Chief
Executive
Corporate Business
Executive
Manager
Assistant to Chief
Executive

11.4

Recommendation for acceptance.

11.5

Authorise post tender negotiation.

N/A

All

11.6

Undertake
negotiation.

N/A

All
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post

Chief Executive
and
Director of Finance
tender Relevant Manager

All

Constraints/Reference
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Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
11.7 Reporting to Board.
Director of Finance

Authorised
Deputy
N/A

Financial Value
£’m
>£250,000

11.8

Contract documents signed under Minimum two Board N/A
deed.
members

All

11.9

Signing of Documents < £250k

11.10 Signing of Documents > £250k
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Relevant Manager

N/A

< £250,000

Chief Executive

Director of
Finance

>£250,000

Constraints/Reference
Quarterly reporting
The deed, whether or not
signed under the Board’s
seal, must be entered into
an appropriate record.
Subject to previous agreed
business case and within
delegated limits
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Contracting for Patient Services
Area
of
Responsibility/Duties Delegated to/ Lead
Authorised
Financial Value
Delegated
Director
Deputy
£’m
11.11 All patient services that are Chief Executive and N/A
All
required are available.
Finance Director
11.12 Approval of Exceptional Referrals Medical Director
Interim Director of All
including Non Contracted Activity
Public Health/
and Unplanned Activity.
Consultant in
Public Health

11.13 Signing of Documents
Director of Finance
Other authorised All
approvers as
• Services Level Agreements
delegated
with
Health Boards/Trusts
11.14 Waiting list initiative agreements Chief
Operating General Manager All
with private providers.
Officer
– Acute &
Diagnostics
11.15 Resource Transfer Agreements.
Chief Executive
Director of
All
Finance

11.16 Regional
Decisions.
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Planning

Group Chief Executive

N/A

Constraints/Reference

Where other agreements
do not exist, must be within
the budgets approved by
the Board where clinically
appropriate.
The Medical Director (or
delegated deputy) chairs
the Exceptional Referral
Panel which meets to
approve all cases.
Authorised approvers list
held within Finance
Directorate
Subject to approval of
funding if not within budget
In
accordance
with
appropriate guidance.

N/A
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Area
of
Responsibility/Duties Delegated to/ Lead
Authorised
Financial Value
Constraints/Reference
Delegated
Director
Deputy
£’m
The Chief Executive will have authority (which may be delegated on a case by case basis) to commit the Board to the decisions of a
Regional Planning Group acting in accordance with HDL (2004)46 and its own agreed constitution and procedures. In exercising this
authority, the Chief Executive will, wherever possible:
- bring to the Board, in advance of a Regional Planning Group decision, any issue which, had it been a purely local issue, would be
of such financial magnitude or service impact, that it would have been a decision reserved for the Board. This is to ensure that on
matters of strategic importance, the views of the full Board can be represented, via the Chief Executive, to the Regional Planning
Group.
- communicate to the next available Board any Regional Planning decision which cannot be covered by approved budgets or
reserves
11.17 Patients Travel including ex gratia Director of Finance
claims
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Deputy Director
of Finance or
Finance Manager
responsible for
Externals

All

In line with NHS travel
scheme and local policy.
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Delegation of Budgets

Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
11.18 Delegation of directorate budgets. Directors

11.19 Virement of approved delegated
budgets between pays and non
pays or between directorate
areas
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Authorised
Deputy
Designated
Officers

Financial Value
£’m
All

General Manager or
Relevant Director in
agreement with the
Divisional
Finance
Manager

< £50k

General Manager or
Relevant Director in
agreement with the
Director of Finance

£50k - £500k

Chief Executive and
Director of Finance

>£500k

Constraints/Reference
With the approval of the
Director of Finance and
documented
in
the
Authorised
Signatory
Database
Divisional
Finance
Manager
should
be
involved in all discussions
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Operation of Bank Accounts and Funds
Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
11.20 Operation of bank accounts and Director of Finance
detailed financial systems.
11.21 Authorised bank signatories.
Director of Finance

Authorised
Deputy
Deputy Director
of Finance
Designated
Officers

11.22 Cheque signatories – Exchequer

N/A

a) Payments up to £5k

b) Payments in excess £5k

d) Payments > £1k

N/A

Any one authorised
signatory

< £5k

N/A

Additions to the list of
authorised signatories
require authorisation of the
Audit and Risk Committee.
The Director of Finance
may delete all or part of an
authorised signatory list.

As approved by Audit and
Risk Committee.

As approved by Audit and
Risk Committee

Any one authorised
signatory

< £1k

Any two authorised
signatories
11.24 Setting of Fees and Charges Deputy Director of Divisional
Private
patients,
overseas Finance
Finance Manager
visitors, income generation and
other patient related services
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Constraints/Reference

> £5k

Two
authorised
signatories

11.23 Cheque Signatories – Patient
Funds and Endowments
c) Payments < £1k

Financial Value
£’m
N/A

>£1k
All

In conjunction with Finance
Manager.
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Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
11.25 Management of Endowments
Director of Finance
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Authorised
Deputy
Deputy Director
of Finance

Financial Value
£’m
All

Constraints/Reference
As detailed in Endowment
Charter, Standing Orders
and
Fund
Operating
Procedures
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Ordering of Supplies/Goods
Area
of
Responsibility/Duties Delegated to/ Lead
Delegated
Director
11.28 Lease Car Contracts
Director of Finance

Authorised
Deputy
Deputy Director
of Finance

Financial Value
£’m
All

11.29 Equipment
Maintenance Budget holder
Contracts
11.30 PFI/PPP/NPD arrangements
Chief Executive and

N/A

All

N/A

All

Director of Finance

11.31 Operating Leases for Equipment Chief Executive and N/A
and vehicle
Director of Finance

Lifetime value
£100k – £1m

Director of Finance

Budget Holder
11.32 Equipment Purchase Contracts
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Director of Finance

Lifetime value
over £1m

Deputy Director
of Finance

Lifetime value
under £100k
All

Constraints/Reference
Finance Manager signs off
lease car value for money
as compared to travel.
Subject to containment
within delegated budget
All approvals for such
arrangements must be
subject to a business case
to demonstrate value for
money and be approved by
the Board.
In
all
cases
option
appraisal,
VFM
and
affordability
calculation
must be completed in
accordance
with
appropriate guidance.
All require agreement with
Finance Manager
All equipment must be
agreed as part of the
equipment
replacement
programme through local
CIG.
Emergency
replacements
can
be
agreed by the DOF
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Area
of
Responsibility/Duties Delegated to/ Lead
Authorised
Delegated
Director
Deputy
11.33 Property Leases
Chief Executive or Chief Operating
Director of Finance
Officer

Financial Value
£’m
All

11.34 Funding Offers for GP premises Chief Executive or N/A
developments (reimbursement)
Chief
Operating
Officer

All

11.35 GP Improvement Grants
-

Over £10k

Primary and
Community Care
Management Board

Less than £10k

Within approved budget

within

>£10k
All must include liaison with
Finance Manager

Deputy Director
of Finance

<£10k

N/A

All

Deputy Director
of Finance
N/A

N/A

11.38 Insurance

Director of Finance

11.39 Car Lease Scheme

Workforce Director N/A
and
Director
of
Finance
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All property leases must be
considered and approved
by local CIG.

Grants must be
budgetary limits.

Primary Care
Development
Manager
11.36 Contracts for the supply of General Manager
service by NHS D&G to non NHS
organisations
11.37 Computerised financial data
Director of Finance
-

Constraints/Reference

In
agreement
with
Divisional
Finance
Manager

All

CNORIS and all
insurance matters

N/A

In accordance with the
guidelines issued by the
Scottish Government. New
arrangements should be
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Area
of
Delegated

Responsibility/Duties

Delegated to/ Lead
Director

Authorised
Deputy

Financial Value
£’m

11.40 Stock Control

Director of Finance

Designated
Officer

N/A

11.41 Disposal of Assets

Director of Finance

Head of Estates
and Property

All
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Constraints/Reference
approved
by
the
Remuneration
Sub
Committee of the Staff
Governance Committee.
Finance maintain a list of
key contacts who are
responsible
for
stock
control
within
their
department
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12

Scheme of Delegation – Losses and Special Payments

Item
No

1
2
3
4
5
6
7

8
9
10
11
12
13
14
15

Category

Delegated Authority (per
case) £
Audit and
Chief
Risk
Executive or
Committee
Director of
and
Finance
SGHSCD

Theft/Arson/Wilful Damage
Cash
Stores/Procurement
Equipment
Contracts
Payroll
Buildings & Fixtures
Other
Fraud/Embezzlement/Corruption/Theft (where documentation has been falsified), &
attempts to perpetrate any of these activities
Cash
Stores/Procurement
Equipment
Contracts
Payroll
Other
Nugatory & Fruitless Payments
Claims Abandoned
(a) Private Accommodation
(b) Road Traffic Acts
(c) Other
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> 15,000
> 30,000
> 15,000
> 15,000
> 15,000
> 30,000
> 15,000

<15,000
<30,000
<15,000
<15,000
<15,000
<30,000
<15,000

> 15,000
> 30,000
> 15,000
> 15,000
> 15,000
> 15,000
> 15,000

<15,000
<30,000
<15,000
<15,000
<15,000
<15,000
<15,000

> 15,000
> 30,000
> 15,000

<15,000
<30,000
<15,000
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Item
No

16

17
18
19
20

21
22
23
24
25
26
27
28
29

Category

Delegated Authority (per
case) £
Audit and
Chief
Risk
Executive or
Committee
Director of
and
Finance
SGHSCD

Stores Losses
Incidents of Service:
Fire
Flood
Accident
Deterioration in Store
Stocktaking Discrepancies
Other Causes
Losses of Furniture & Equipment and Bedding and Linen in circulation
Incidents of Service:
Fire
Flood
Accident
Disclosed at Physical Check
Other Causes
Compensation Payments - legal obligation
Clinical
Non Clinical
Ex-gratia Payments
Extra-contractual Payments
Compensation Payments - Ex Gratia - Clinical
Compensation Payments - Ex Gratia - Non Clinical
Compensation Payments - Ex Gratia - Financial Loss
Other Payments
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> 30,000
> 30,000
> 30,000
> 30,000
> 30,000
> 30,000

<30,000
<30,000
<30,000
<30,000
<30,000
<30,000

> 15,000
> 15,000
> 15,000
> 15,000
> 15,000

<15,000
<15,000
<15,000
<15,000
<15,000

> 250,000
> 100,000

<250,000
<100,000

> 15,000
> 250,000
> 100,000
> 25,000
> 2,500

<15,000
<250,000
<100,000
<25,000
<2,500
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DUMFRIES & GALLOWAY NHS BOARD
SCHEME OF DELEGATION
Item
No

30

31
32
33

Category

Damage to Buildings and Fixtures
Incidents of Service:
Fire
Flood
Accident
Other Causes
Extra-Statutory & Extra-Regulationary Payments
Gifts in Cash or Kind
Other Losses

Page 25 of 30

Delegated Authority (per
case) £
Audit and
Chief
Risk
Executive or
Committee
Director of
and
Finance
SGHSCD

> 30,000
> 30,000
> 30,000
> 30,000
Nil
> 15,000
> 15,000

<30,000
<30,000
<30,000
<30,000
Nil
<15,000
<15,000
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13 Schedule of Decisions Reserved for Full Board
The following items may only be approved by decision of the full Board:

Item
1
2
3
4
5
6

7
8
9
10

Description
all strategic plans relating to Dumfries and Galloway wide services or major service changes proposed for locality services
with the approval of the Integrated Joint Board;
the annual revenue budget and five year financial plan;
Board Standing Orders;
the establishment, terms of reference, reporting arrangements and membership of Board Committees;
the 5 year capital plan, the annual capital budget, and individual business cases over £500,000;
acquisition and disposal of any land and property by DGHB and recommendations to the Scottish Government relating to
the closure or change of use of hospitals. The Board delegates authority to the Chief Executive or Finance Director to
authorise any leases in and out where the annual rental does not exceed £50k per annum and the lifetime lease cost does
not exceed £200k; following approval by Capital Investment Group
annual report and annual accounts.
Scheme of Delegation (SoD)
the Performance Committee will have deferred authority from the Board to approve time critical issues that fall outwith the bimonthly Board meeting cycle.
Approval of financial close and sign up to a PFI/ NPD contract or variation.
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14 Authority Delegated to Board Committees
The following items are delegated to Board Committees:

Item
1

2

3

4

5

Audit and Risk Committee
•
Approval of all Audit Plans, including those submitted by Audit Scotland.
•
Monitoring of financial risk management to the Audit and Risk Committee.
•
Approval of changes to Standing Financial Instructions.
•
Approval of changes to bank account signatories
•
Overall audit arrangements.
Advisory Appointments Committees
•
Authority to make appointments, with decisions being reported to the next available Board meeting.

Performance Committee
•
Approval of stages for Non Profit Distributing Capital Scheme in accordance with NHS Dumfries and Galloway
Scheme of Delegation.
•
Deferred authority from the Board to approve time critical issues that fall outwith the bi-monthly Board meeting cycle.
Staff Governance Committee/Remuneration Committee:
•
Decisions relating to Executive and Senior Managers’ pay, in line with extant Scottish Government guidance and
direction.
Mental Health (Care and Treatment) (Scotland) Act 2003:
•
Approval of Medical Practitioners for the purposes of the Mental Health (Care and Treatment) (Scotland) Act 2003 is
delegated to the Medical Director.
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15

Scheme of Delegation arising from Extraordinary Events

Where an urgent decision is required that cannot, without loss to the organisation, wait until the next Board but is outwith the
normal delegated limits the Chief Executive will consult with the Chairman. The Chairman, having regard to the materiality of the
issue will recommend one of the following courses of action:




call a Special Board meeting or;
telephone consultation with the required number of Board members or;
Chairman’s action on the matter.

Where a decision is reached either through chairman’s action or telephone consultation with a limited number of Board members
the matter will be presented to the next available Board for ratification.
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16 Schedule of Nominated Deputies
Under normal circumstances the following deputising arrangements would be in place. Under special circumstances the
Director/senior manager may nominate a different deputy.

Director/ Senior Manager
Chief Executive
Director of Finance
Chief Operating Officer
Interim Director of Public Health
Medical Director
Executive Nurse Director
Workforce Director
Corporate Business Manager
Compensation Claims
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Authorised Deputy
Chief Operating Officer
Deputy Director of Finance – Financial Management
Deputy Director of Finance – Governance and Financial Accounting
General Manager – as appropriate
Consultant in Public Health
Associate Medical Director
Associate Nurse Director/ Associate Director for AHPs/ Infection Control Manager/Nurse
Consultant for Child Protection
Deputy Director for Human Resources and Staff Governance
Executive Assistant
Deputy Director of Finance or Corporate Business Manager
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17 Acute Service Redevelopment Project – Scheme of Delegation
In accordance with Scottish Government Capital Investment Guidance for the development of capital projects, the Board can seek
approval to progress a capital scheme through the Non Profit Distributing financing approach. The agreed key milestones for the
Acute Services Redevelopment Project are:
Ref
1

Key Decision
Agree Project Governance and position within overall Board
Governance structure

4
12
15

Cresswell Services
Cresswell PFI contract variation
Benefits Management Strategy (including Benefits Realisation
Plan)
Project Specific Staff Consultations and possible TUPE transfers
Construction Handover
Completion of Board’s Commissioning (commencement of use by
patients)
Post Project Evaluation Report
Operational Phase Governance arrangements (review and refresh
of project governance arrangements as this phase is approached)
End of Operational Phase (review and refresh of project
governance arrangements as this phase is approached)

32
37
38
39
40
41
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Approving Body
To be approved by Project Board and submitted to NHS
Board for final approval and included in the scheme of
delegation
NHS D&G Board for approval prior to OBC
NHS D&G Board for approval
Project Board for approval
Performance Committee for scrutiny and review
Project Board for scrutiny and review
Project Board for information
Performance Committee for scrutiny and review
Performance Committee for Approval of revised SoD
and Governance arrangement
Performance Committee for Approval of revised SoD
and Governance arrangement
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Agenda Item 11

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

Scottish Parliament Election 2016: Guidance for NHS,
Special and other Health bodies
Author:
Laura Geddes
Corporate Business Manager

Sponsoring Director:
Jeff Ace
Chief Executive

Date: 21st March 2016
RECOMMENDATION
The Board is asked to note the guidance on the conduct of business during the
Scottish Parliament Elections campaign.

CONTEXT
Strategy / Policy:
This paper supports the national guidance issued from Scottish Government and
detailed within this paper.
Organisational Context / Why is this paper important / Key messages:
As part of the preparation for either local or parliamentary elections, Scottish
Government issues guidance for NHS, Special and Other Health Bodies, giving
details on how business should be conducted as we move into the formal election
period.
Key messages
The Scottish Parliament election will be held on 5 May 2016.
The formal election period for Scottish Government civil servants will start on
24 March 2016, following the dissolution of the Scottish Parliament the previous day.
The Freedom of Information (Scotland) Act 2002 remains in full force during the
election period.

GLOSSARY OF TERMS
NHS -

National Health Service
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MONITORING FORM
Policy / Strategy

Scottish Government guidance issued for NHS,
Special and Other Health Bodies on the conduct of
business.

Staffing Implications

Not applicable

Financial Implications

Not applicable

Consultation / Consideration

Not applicable

Risk Assessment

Ensures compliance with current guidance.

Sustainability

Not applicable.

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

Corporate 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.

Agreement Not applicable
•
•

Governance and Accountability
Vision and Leadership

Impact Assessment
Not applicable.
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SCOTTISH PARLIAMENT ELECTION 2016:
GUIDANCE FOR NHS, SPECIAL AND OTHER HEALTH BODIES
Summary
1.

This Annex provides guidance for NHS Bodies, Special and other Health
Bodies, including the Common Services Agency (for the purposes of this
note, collectively referred to as “NHS Bodies”) on the conduct of business
during the Scottish Parliament Election campaign. In particular, it provides
guidance on dealing with the media and candidates. The election is
scheduled to take place on Thursday 5 May 2016. The pre- election period
will begin on 24 March 2016, following the dissolution of the Scottish
Parliament the previous day.

2.

This guidance sets out the general principles which NHS Bodies should
observe, and the arrangements which are being put in place to consider the
application of those principles to particular cases in the event of any
uncertainty or difficulties which may arise. As the campaign will take place
across Scotland, it is particularly important that all public bodies, including
NHSScotland, should take special care during this period to ensure that
their conduct is above question.

3.

During the election period, NHS Bodies may be faced with requests for
information and views from media representatives, parliamentary candidates,
and from representatives of political organisations about the activities of the
NHS. They must seek to prevent any grounds for complaint that they are
behaving partially towards any of the candidates or parties represented in
the election.

4.

It is also possible that some employees, Chairs or non-executives of NHS
Bodies may be selected as potential candidates for the Scottish
Parliament. This note also contains guidance on what action they should
take in those circumstances.

General Principles
5.

The following general principles should be observed by all NHS Bodies:
i)

there should be even-handedness in meeting requests for factual
information from individual candidates and those from different political
parties. Such requests and responses should be handled in
accordance with the principles laid down in the Standards of Conduct,
Accountability and Openness of NHSScotland and the Freedom of
Information (Scotland) Act 2002 ;

ii)

care should be taken over announcements of decisions made by NHS
Bodies to avoid accusations of political controversy or partisanship;
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6.

iii)

special care should be taken in respect of paid publicity campaigns
which should not be open to criticism that they are being undertaken
for party political purposes. Care should also be taken in relation to
any publications planned by any NHS organisation during the preelection period for example, pieces of research which may be open to
political interpretation;

iv)

in carrying out their day to day work NHS Bodies should ensure that
they do nothing that could reasonably be construed as politically
motivated;

v)

it is vital that staff of NHS Bodies exercise care in their day to day
corporate activities to ensure that they do nothing that could
reasonably be regarded as taking a political stance; and

vi)

public resources should not be used for party political purposes.

In particular, any announcements which are made should meet the following
criteria:
i)
ii)
iii)
iv)

be relevant to the responsibilities of NHS Scotland;
be objective and explanatory;
not be, or be liable to misrepresentation as being, party political;
be conducted in an economic and appropriate way, having regard to the
need to be able to justify the costs as expenditure of public funds.

Official Support to Scottish Ministers
7.

The Scottish Government Health and Social Care Directorates will continue
to provide normal support to Ministers in all their official functions. In doing
so, they may call on the assistance of NHS Bodies, as they do under normal
circumstances. It is also in order for officials to check statements for factual
accuracy and consistency with established Government policy. Officials
should not, however, be asked to provide new arguments for use as part of
the election campaign.

Freedom of Information (Scotland) Act 2002
8.

The Freedom of Information (Scotland) Act 2002 remains in full force during
the election period. NHS Bodies should continue to respond to FOI requests
in accordance with the procedures established for such requests. As always,
care is needed to ensure that FOI procedures have been followed
appropriately.

Dealing with Enquiries and Correspondence from Political Parties and
Candidates
9.

NHS Bodies should provide any candidate, organisation or any member of the
public with purely factual information in accordance with the Standards of
Conduct, Accountability and Openness of NHSScotland.
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10.

There may be cases where the correspondence or enquiry concerns
policies newly announced by a party or individual. There may also be calls
for a comparison with the policies of different parties / individuals. It will be
appropriate to refer all such correspondence or callers immediately to the
relevant party official or individual.

11.

All candidates should have access to the same information, but it is not
necessary to circulate information every time a query is answered.

Media Enquiries
12.

Media enquiries about the operation of health services should be answered
only to the extent of providing factual explanation of current NHS body policy,
statements and decisions in accordance with the Standards of Conduct,
Accountability and Openness of NHSScotland. Particular care must be taken
not to become involved in a partisan way in election issues.

13.

It is important that NHS Bodies establish clear procedures locally so that a
consistent approach is taken on questions from media representatives. Those
answering media enquiries should limit their comments to their own areas of
responsibility. Enquiries about national policy should be referred to the
Scottish Government Communications Team (telephone: 0131 244 2642) and
questions relating to health proposals of political parties or individuals should
be referred to the party office or individual.

14.

There is no objection to issuing routine news releases, figures which are
published on a monthly or regular basis, or drawing attention to and as
necessary summarising reports of specific committees or bodies which
NHS Bodies are required to publish. These releases should be prepared in
non-controversial language.

Campaigning and Canvassing on NHS Premises
15.

NHS Bodies should consider carefully whether to allow:
•
•
•

16.

visits by candidates;
personal canvassing; and
filming or photography by independent candidates or political parties
on NHS premises.

It is for individual NHS Bodies to decide on whether candidates’ requests
for visits to hospitals or other establishments for electioneering or
campaign purposes should be agreed to. Should visits be permitted, there
should be no disruption to patients’ treatment or services, with special regard
to maintaining confidentiality. Care should also be taken to avoid any
intrusion into the lives of individuals using the services. If such a request for a
visit by a candidate is agreed to, the NHS Body must then notify all other
candidates that similar facilities are available to them as well.
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17.

Political posters or material should not be displayed on NHS premises.
Other posters and advertising material purporting to be apolitical and
published by other groups should be carefully scrutinised to ensure that it
cannot be regarded as favouring a particular candidate or party.

18.

Election or other political meetings should not be held on NHS premises.

CONTINUING CONDUCT OF BUSINESS
Use of the Media
19.

The normal business of NHS Bodies requires many public contacts, and much
of this can proceed in the normal way. For example, existing localised health
promotion campaigns may not need to be interrupted, but care should be
taken in launching any new initiatives, documents, mail drops or display
advertising in the period up to the election, in order to avoid possible
misrepresentation.

20.

NHS Bodies should also take care with their pages on social media sites.
Any changes during the election period should be scrutinised to ensure
they cannot be regarded as favouring a particular candidate or party.

21.

Similarly, NHSScotland employees' participation in a professional capacity in
social networks (e.g. Facebook, Twitter, Linkedln etc.) as well as in forums,
online communities and other public online discussions should be limited
during the election period to:
•
•

Commenting on operational matters relating to services such as
notifying users of technical problems with a website or digital service;
and
Responding to factual queries by signposting existing content.

22.

Care should be taken when establishing new public facing blogs during
the election period. NHS Bodies may continue to respond to comments on
existing blog posts, to provide routine and factual responses to queries and
to moderate for inappropriate comments.

23.

NHS Bodies' use of Twitter may continue for publishing factual information
only.

Appointments to NHS Bodies
24.

Ministerial participation in the public appointments process – whether
appointment rounds are regulated by the Commissioner for Ethical
Standards in Public Life in Scotland or not – ceases until Parliament
reconvenes and Scottish Ministers are appointed. This does not preclude
staff from continuing preparatory action in support of the process, but no
significant decisions should be taken or offers made, whether formal or
informal. In particular, no action will be taken that might bind an incoming
administration to a commitment made during this period.
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25.

Although this guidance applies to non-executive appointments, the
principles are also applicable to those executive appointments to public
bodies which require Ministerial approval.

Candidacy of Employees of NHS Bodies in the Scottish Parliamentary
Elections
26.

Time off during working hours is governed by the provisions of section 50 of
the Employment Rights Act 1996 and as required by other legislation. Section
50(2)(e) of the 1996 Act provides that an employer must permit an employee
of a relevant health body to take time off during the employee’s working
hours for the purposes specified in subsection (3). Subsection (3) lists the
purposes for which time off is permitted. Time off to stand as an MSP is not
listed in subsection (3) and so the NHS Body is not bound to give an
employee time off to take part in parliamentary candidacy duties. Any
employee considering candidacy should consider their individual contractual
position in relation to their employment, and consider potential implications in
dialogue with their employer.

Other Employees of NHS Bodies
27.

Employees of NHS Bodies are free to engage in public debate or comment
during the election period. However, they should not use their official
premises, uniforms or equipment and should not make comments based on
information not generally available to the public. It must be clearly stated in
any communication that the views expressed are those of the individual and
not of any NHS Body.

Volunteers
28.

Volunteers of NHS Bodies have a unique status as members of the
public who are engaged in roles with NHS Bodies. It is imperative that
volunteers are made aware of Election Guidance and supported to
continue to pass on any media enquiries to the Communications
Department of the NHS Body.

29.

Volunteers should also be made aware that anything they publish on
social media in relation to their volunteer roles can be misused,
regardless of any positive intent. In keeping with existing guidance,
volunteers should never post anything that could lead to the identification of
a patient and should refrain from commenting publicly on any interactions
with patients. If in doubt, advice should be sought from local
Communications Departments.
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Chair and other Non-Executive Board Members
30.

A Chair or Member who is considering standing for election should consider
the relevant election rules in good time before nomination. Guidance on the
rules is available from the Electoral Commission in Scotland. If a Chair or
Member is in any doubt about the election rules they should seek
independent legal advice. A Chair or Member of a Board, is disqualified from
being a Member of the Scottish Parliament in accordance with the Scottish
Parliament (Disqualification) Order 2015.

Board Meetings
31.

Board meetings of NHS Bodies should continue in the normal way; however
care should be taken to ensure that Board Meetings do not introduce
agenda items likely to be the subject of controversy during the election
period. As a whole, it is important that proceedings at Board Meetings are
not open to criticism on the grounds of actual and perceived bias.

Contacts with the Scottish Government Health and Social Care Directorates
32.

During the election period, NHS Bodies should maintain close contact with
the Scottish Government Health and Social Care Directorates about any
developments of potential political or media interest as they arise.

33.

Should you require any advice or assistance or to transmit information on
any of the issues covered by this Guidance Note, please contact in the first
instance, the sponsor lead for your NHS Body.

34.

If your enquiry relates to media handling issues, please contact the Scottish
Government Communications Team on 0131 244 2642.

Scottish Government
Health and Social Care Directorates
9 February 2016
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Agenda Item 12

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

Revised Board Governance Proposals
Author:
Jeff Ace
Chief Executive

Sponsoring Director:
Jeff Ace
Chief Executive

Date: 24th March 2016
RECOMMENDATION
The Board is asked to consider implications of the creation of the Integrated Joint
Board on its own governance and reporting arrangements.

CONTEXT
Strategy / Policy:
This paper should be read in the context of Public Bodies (Joint Working) (Scotland)
Act 2014 and the Board’s own scheme of delegation to the Integrated Joint Board
(IJB) approved on 25th March 2015.
Organisational Context / Why is this paper important / Key messages:
The creation of an IJB is the most significant structural change in the last 20 years of
healthcare. It is vital that this structural change neither increases bureaucracy nor
diminishes the clarity of governance arrangements within all statutory bodies and this
paper proposes some adjustments to Board and Committee arrangements that avoid
these pitfalls.
Key messages:
The NHS Board has not lost any of its responsibilities or accountability through the
creation of the IJB. It remains the employer of all NHS staff and retains all existing
assets and liabilities. It has, however, delegated much of its strategic planning to the
new body and has appointed a Chief Officer to lead the operational delivery of health
and adult social care services. This post reports jointly to the Chief Executives of
NHS Dumfries and Galloway and Dumfries and Galloway Council.
This devolution of the planning and operational management from the NHS Board to
the IJB and its Chief Officer is mirrored in the intention to devolve operational
decision making closer to localities and their constituent communities.#
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Key messages Cont/...
This is intended to create faster, more responsive decision making and it is important
that governance arrangements are structured to support this flexibility whilst
maintaining best practice in the safeguarding of quality and in the stewardship of
public funds.
Adjustments to Board and Committee processes proposed in this paper are an
attempt to align governance processes with the new structural reality whilst
continuing to provide assurance to Board members on all areas of responsibility.
Changes proposed include;
•
•

A minor restructure of NHS Board and Committee agendas.
The abolition of the Board’s Public Health Committee with public health
performance instead receiving detailed scrutiny at NHS Board.

GLOSSARY OF TERMS
NHS
IJB
CCGC

-

National Health Service
Integration Joint Board
Clinical and Care Governance Committee
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MONITORING FORM
Policy / Strategy

Public Bodies (Joint Working) (Scotland) Act 2014
Scheme of Delegation for Integration Joint Board

Staffing Implications

Not applicable

Financial Implications

Not applicable

Consultation / Consideration

Consultation has taken place through the creation
of the IJB and extensive engagement with
stakeholders.

Risk Assessment

Not applicable

Sustainability

Not applicable

Compliance
Objectives

with

Corporate

This paper encompasses all seven of the Board’s
Corporate Objectives.

Single Outcome Agreement
(SOA)

Not applicable

Best Value

•
•
•
•

Vision and Leadership
Effective Partnerships
Governance and Accountability
Performance Management

Impact Assessment
Through the creation of the IJB an Equality Impact Assessment has been
undertaken at various stages, including around the production of the Strategic Plan.

NOT PROTECTIVELY MARKED
Page 3 of 7

104

Introduction
1.

Traditional NHS Board governance arrangements are comparatively
straightforward. They rely on a Board of Directors, which currently comprises
of 4 Executive and 10 Non Executive members, including a
Non Executive Chair. The Board utilises formal Committees, as set out in
Appendix 1, to undertake scrutiny of plans and performance and ensure that
the Board continues to progress against its strategic objectives.

2.

In partnership with Dumfries and Galloway Council, along with other Boards in
Scotland, NHS Dumfries and Galloway approved the creation of an Integrated
Joint Board (IJB) to plan joint delivery of health and adult social care services.
Operational management of these services was delegated to a jointly
appointed Chief Officer, responsible to the Chief Executives of Health and
Dumfries and Galloway Council. The IJB and its Chief Officer assumed their
full range of duties and responsibilities from 1 April 2016.

3.

To guide effective governance in this more complex structural landscape the
Scottish Government produced a Clinical and Care Governance Framework
(attached as Appendix 2) and whilst this focuses on scrutiny of service quality,
it provides a useful set of principles to guide redesign of all governance
processes.

4.

The range of services delegated to our Chief Officer in the
Integration Scheme was unique in Scotland and encompassed all of the
health services delivered locally. Clinical services not included in the scheme
are limited to some specialist tertiary pathways and to some aspects of
public health services.

5.

The IJB itself will comprise ten full members (five Non Executive NHS Board
Members and five Elected Members of the Council) together with a range of
non voting members. Its role in developing the Joint Strategic Plan and
supervising the plan’s successful delivery is such that it too requires an
effective governance framework around its scrutiny and decision making
processes. Unless we adapt the governance arrangements of NHS Board,
there is a risk of duplication of scrutiny and a general confusion over
responsibilities of respective bodies. It is likely that this could impact on the
timeliness of decision making and become a source of general frustration.

6.

Proposed changes outlined in this paper can mitigate this risk and are
intended to minimise overlap of the work of the two bodies. It should be
emphasised, however, that integration has not removed any responsibilities or
accountabilities from the NHS Board and that the Board will need to maintain
governance arrangements fully able to provide assurance on processes and
decisions to Board Members, the Scottish Government and to the population
of Dumfries & Galloway.

Proposed Adjustments to Committee Business
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7.

We have conducted an exercise examining routine and regular business of
each of the Board’s main Committees. For each of these items of business,
we have considered whether NHS Board can gain assurance through the
IJB’s processes of scrutiny or whether it requires additional analysis purely
from a health focus. Whilst the intent has been to streamline governance, it is
inevitable that some legitimate duplication of scrutiny is envisaged in the
future proposals.

8.

Taking each of the main Committees in turn;
(i)

Audit and Risk Committee
Appendix 3 sets out the Committee’s regular business and highlights
proposals, for which, areas will need to be considered by each or both
organisations. As the lead Committee for risk management and for
financial stewardship, the Committee is least affected by delegation of
roles to the IJB and its Chief Officer. The Committee’s core duties and
responsibilities remain largely unchanged as it works to provide
assurance to the Board on effective use of its resources.

(ii)

Healthcare Governance Committee
Appendix 4, in contrast, proposes a substantial transfer of routine
business from the Board’s Committee to the new IJB Clinical and Care
Governance Committee (CCGC). The CCGC, under these proposals,
takes a lead role in the scrutiny of patient safety and relationships with
the specific sub committees, leaving the NHS Healthcare Governance
Committee to provide oversight of progress on key local and national
priorities. This will free up Committee time for bespoke pieces of work
as required.
The cross agency reporting relationships of the CCGC are somewhat
complex and are set out for information in Appendix 5.

(iii)

Performance Committee
Appendix 6 shows the proposals on future business for each of the two
organisations’ committees. It is felt that the NHS Board will need to
retain detailed scrutiny of its financial performance, but that service
activity performance reporting can be delegated to the IJB, with bimonthly review at full NHS Board.

(iv)

Staff Governance Committee
NHS Board’s status as employer is unaffected by the IJB and no
significant changes are proposed to this Committee. Appendix 7
confirms this status quo approach.
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(v)

Person Centred Health & Care Committee
The work of this Committee remains core to the responsibilities of the
Board and its role is largely unaffected by the IJB (as set out in
Appendix 8).

(vi)

Public Health Committee
This was established to address concerns that in its focus on safety,
quality and performance, the NHS Board was devoting too little time to
the substantial public health agenda. The Committee allowed a more
detailed analysis of priorities for population health and provided
assurance on progress up to the NHS Board.
One of the impacts of the IJB, as evidenced in the reduction in
Committee activities outlined above, is to create another tier of scrutiny
for safety, quality and performance issues. It could, therefore, be
argued that NHS Board will have greater capacity for direct discussion
of the public health agenda and reduce the need for a separate
governance committee. Bringing public health business directly to
NHS Board would also serve to increase the profile of some of the
fundamentally important work ongoing into community wellbeing and
health inequalities.
It is therefore proposed that this Committee ceases to exist and that
NHS Board agendas are restructured to address key aspects of public
health work.

Realignment of NHS Board Business
9.

Whilst the NHS Board has not lost accountability or responsibilities, there is a
clear opportunity to take advantage of the additional tiers of scrutiny
introduced by integration to streamline NHS Board business. One of the most
obvious examples of this is in the potential to realign Board agendas to try to
avoid multiple reviews of the same information.

10.

A suggested model agenda is set out in Table 1.
Table 1: Possible Board Agenda Template
Section 1
Quality and Safety Assurance Papers
Section 2
Performance Assurance Papers
Section 3
Finance and Infrastructure Papers
Section 4
Public Health & Strategic Planning Papers
Section 5
Governance Issues and AOB

11.

Given the additional scrutiny provided by the IJB on the first two sections, it
should be possible for the Board to devote a significant proportion of its time
to more strategic issues relating to population health and longer term resource
and infrastructure planning.
Assessment and Review
NOT PROTECTIVELY MARKED
Page 6 of 7
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12.

The proposals in this paper represent the assessment of how governance and
strategy can be managed in the new, more complex statutory environment. It
is, however, recognised that we will need to be flexible in approach in order to
adjust to any new practical considerations that become evident once the IJB
is fully functioning. A six month review of these new arrangements would,
therefore, be a prudent step; this would allow consideration of the
effectiveness of new arrangements and the impact of new ways of working on
the Board and its members.

Conclusions
13.

The creation of the IJB provides a huge opportunity to tackle complex
problems of health and care in a more integrated manner. It also, however,
creates a more complex scrutiny and governance environment which
necessitates changes to the Board’s traditional ways of working. The
proposed changes outlined in this paper are intended to address this with
minimum disruption and with no loss of focus on the NHS Board’s core
responsibilities.

NOT PROTECTIVELY MARKED
Page 7 of 7
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Appendix 1

NHS Dumfries & Galloway
Board
Management
Team

Audit & Risk
Committee

Performance
Committee

Healthcare
Governance
Committee

Staff
Governance
Committee

Person Centred
Health & Care
Committee

Public Health
Committee
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Management Team Structure
Management
Team
No groups
report in to this
committee
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Audit & Risk Committee Structure
Audit & Risk
Committee

Risk Executive
Group

Risk Steering
Group

Information
Assurance
Committee

PRSA Team

SASPI Team

Data Protection
Team

Internal Audit
Team

External Audit
Team

Acute Services
Redevelopment
Programme
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Performance Committee Structure
Performance
Committee
No groups
report in to this
committee
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Healthcare Governance Committee
Structure
Healthcare
Governance
Committee
Infection
Control
Team

Patient
Safety
Team

Complaints
Team

Infection
Control
Committee

Adult & Child
Protection
Committee
Health Child
Protection
Committee
Adult
Protection
Committee

Board
Donation
Committee

Resuscitation
Committee

Healthcare
Scientists
Advisory
Committee

Point of Care
Testing
Management
Group

Hospital
Transfusion
Committee

Quality and
Patient Safety
Leadership
Group
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Staff Governance Committee Structure
Staff Governance
Committee

Area Partnership
Forum
Corporate
Health & Safety
Committee

Remuneration
Committee
Discretionary
Points Awards
Group

Joint Negotiating
Committee
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Person Centred Health &
Care Committee Structure
Person Centred
Health & Care
Committee
No groups
report in to this
committee
Committee Themes
Spiritual Care
Staff Experience

Patient Experience
Building Community Resilience
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Public Health Committee Structure

Public Health
Committee
Health
Protection
Scheme

Immunisation
Steering Group

Health
Promotions
Team
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Appendix 2

Health and Social Care Integration
Public Bodies (Joint Working) (Scotland) Act 2014
Clinical and Care Governance Framework

1
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Background
Clinical and Care Governance Working Group

1. At the request of the Integration Governance and Accountability Group, a short-life

working group was established in May 2013 to look at Clinical and Care Governance.
The group was co-chaired by Dr Frances Elliot, Deputy Chief Medical Officer and Alan
Baird, Chief Social Work Adviser. Membership of the group was made up of senior
health and social care professional leads, and included representatives from scrutiny
bodies and the third and independent sectors. The group’s remit was to support the
development of guidance that may be required for Health Boards and Local Authorities
to assure clinical and care governance across the new integrated arrangements.

2. The group felt that it was essential to develop a framework for oversight of clinical and

care governance for those integrated services which will be the responsibility of
Integration Authorities. The framework has been developed on the understanding that
Integration Authorities will build on the existing professional and service governance
arrangements already in place within Health Boards and Local Authorities. This
document sets out this framework, based on the Governance for Healthcare Quality in
Scotland – An Agreement (2013) and also a comparable document which was produced
by Social Work Scotland. The working group agreed that due to the commonality across
the NHS and social work landscape one single framework should be created.

3. The Framework provides Integration Authorities with an overview of the key elements

and principles that should be reflected in the clinical and care governance processes
implemented by Integration Authorities. It can be used to determine how best to
integrate the governance mechanisms in place for services within partnerships,
highlighting areas where revised and new processes will be needed to deliver
requirements across all of the dimensions outlined. Integration Authorities will develop
local mechanisms to deliver clinical and care governance which will inform national
learning and further refinements of the framework and supporting resources.

2
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Public Bodies (Joint Working) (Scotland) Act 2014
1. The Public Bodies (Joint Working) (Scotland) Act 2014 requires that Health Boards and
Local Authorities integrate adult health and social care services. The minimum scope of
this integration covers adult social care, adult community health and a proportion of acute
hosptial provision that broadly relates to the emergency pathway of care, though this can
be extended locally, primarily to include children’s health and social care services.
2. What the Act does is draw together the planning and delivery of services to better support
the delivery of improved outcomes for the individuals who receive care and support
across health and social care.
3. The Act contains a number of integration principles (Annex A) that must be taken into
account when services are planned and delivered,and Scottish Ministers will put in
regulation nine national health and wellbeing outcomes (Annex B) that Integration
Authorities are required to improve and deliver.
4. To achieve these requirements, professionals and the wider workforce, will need to work
in an integrated way to ensure that the different skills, experience, knowledge and
perspectives they bring are best used and aligned to support the outcomes that
individuals seek from the care and support they receive. This will require an explicit
clinical and care governance framework within which professionals and the wider
workforce will operate and a clear understanding of the contributions and responsibilities
of each person.
5. It is important to note that the Act does not change the current or future regulatory
framework within which health and social care professionals practice, or the established
professional accountabilities that are currently in place within the NHS and local
government. These arrangements may need adaptation to the circumstances of each
Integration Authority to reflect the services and local circumstances of each partnership,
but the core principles of clinical and care governance must be consistently applied
across those services which are integrated and those which are not.

3
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Clinical and Care Governance Framework for Integrated Health and Social Care
Services in Scotland
Introduction
1. This framework outlines the proposed roles and focus regarding clinical and care
governance for the range of professionals and staff involved with the planning and
delivery of integrated health and social care services in Scotland.
2. The framework identifies the roles, accountabilities, responsibilities and actions that will
be required to ensure governance arrangements in support of the Act’s principles (Annex
A) and the required focus on improved health and wellbeing outcomes (Annex B). Neither
the Act, nor this guidance, change the regulatory arrangements for health and social care
professionals or their current professional accountabilities but describe a shared
framework within which professionals and the workforce discharge their accountabilities
and responsibilities. Key existing guidance is set out in Annex D.
3. Effective implementation of clinical and care governance for integrated health and social
care services in Scotland will require co-ordination across a range of services, including
the third sector. This rightly places people and communities at the centre of all activity in
relation to the governance of clinical and care services.
4. Healthcare Improvement Scotland, The Care Inspectorate and Scottish Ministers will use
this framework when reviewing the effectiveness of clinical and care governance
arrangements in place to support the delivery of safe, effective and person-centred health
and social care services within integrated services.
5. Annex C provides details in support of the implementation of clinical and care governance
for integrated health and social care services.

4
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People and communities
The people who use services or support and communities (both of need and locality) are at
the heart of this framework. They:
 Are recognised as having experience and expertise and are both encouraged and
enabled to contribute to the design, monitoring and improvement of the safety and quality
of care.
 Will be an essential and integral part of the service’s quality monitoring and improvement
systems, with a central role in designing and shaping of services – contributing to
assurance of the quality of integrated health and social care services and identifying
areas where improvements are required.
 Will have a single point of access to provide feedback or make a complaint about
integrated health and social care services.
NHS Chairs and Council Leaders, NHS Non-Executive Directors and Elected members
will:
 Create an organisational culture that promotes human rights and social justice, values
partnership working through example; affirms the contribution of staff through the
application of best practice including learning and development; is transparent and open
to innovation, continuous learning and improvement.
 Establish that integrated clinical and care governance policies are developed and
regularly monitor their effective implementation.
 Require that the rights, experience, expertise, interests and concerns of service users,
carers and communities inform and are central to the planning, governance and decisionmaking that informs quality of care.
 Ensure that transparency and candour are demonstrated in policy, procedure and
practice.
 Seek assurance that effective arrangements are in place to enable relevant health and
social care professionals to be accountable for standards of care including services
provided by the third and independent sector.
 Require that there is effective engagement with all communities and partners to ensure
that local needs and expectations for health and care services and improved health and
wellbeing outcomes are being met.
 Ensure that clear robust, accurate and timely information on the quality of service
performance is effectively scrutinised and that this informs improvement priorities. This
should include consideration of how partnership with the third and independent sector
supports continuous improvement in the quality of health and social care service planning
and delivery.
 Seek assurance on effective systems that demonstrate clear learning and improvements
in care processes and outcomes.
 Seek assurance that staff are supported when they raise concerns in relation to practice
that endangers the safety of service users and other wrong doing in line with local policies
for whistleblowing and regulatory requirements.

5
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 Establish clear lines of communication and professional accountability from point of care
to Executive Directors and Chief Professional Officers accountable for clinical and care
governance. It is expected that this will include articulation of the mechanisms for taking
account of professional advice, including validation of the quality of training and the
training environment for all health and social care professionals’ training (in order to be
compliant with all professionals regulatory requirements).
Chief Executives/Chief Officers/Directors of Health and Social Care and Senior
Managers of Health & Social Care Services will:
 Embed a positive, sharing and open organisational culture that creates an environment
where partnership working, openness and communication is valued, staff supported and
innovation promoted.
 Provide a clear link between organisational and operational priorities; objectives and
personal learning and development plans, ensuring that staff have access to the
necessary support and education.
 Implement quality monitoring and governance arrangements that include compliance with
professional codes, legislation, standards, guidance and that these are regularly open to
scrutiny. This must include details of how the needs of the most vulnerable people in
communities are being met.
 Implement systems and processes to ensure a workforce with the appropriate knowledge
and skills to meet the needs of the local population.
 Implement effective internal systems that provide and publish clear, robust, accurate and
timely information on the quality of service performance.
 Develop systems to support the structured, systematic monitoring, assessment and
management of risk.
 Implement a co-ordinated risk management, complaints, feedback and adverse
events/incident system, ensuring that this focuses on learning, assurance and
improvement.
 Lead improvement and learning in areas of challenge or risk that are identified through
local governance mechanisms and external scrutiny.
 Develop mechanisms that encourage effective and open engagement with staff on the
design, delivery, monitoring and improvement of the quality of care and services.
 Promote planned and strategic approaches to learning, improvement, innovation and
development, supporting an effective organisational learning culture.

6
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All those providing care and services will:
 Practice in accordance with their professional standards, codes of conduct and
organisational values.
 Be responsible for upholding professional and ethical standards in their practice and for
continuous development and learning that should be applied to the benefit of the public.
 Ensure the best possible care and treatment experience for service users and families.
 Provide accurate information on quality of care and highlight areas of concern and risk as
required.
 Work in partnership with management, service users and carers and other key
stakeholders in the designing, monitoring and improvement of the quality of care and
services.
 Speak up when they see practice that endangers the safety of patients or service users in
line with local whistle-blowing policy and regulatory requirements.
 Engage with colleagues, patients, service users, communities and partners to ensure that
local needs and expectations for safe and high quality health and care services, improved
wellbeing and wider outcomes are being met.
The Scottish Government will:
 Work with all stakeholders to develop strategic and policy direction for the delivery of
high quality care.
 Will make sure that clinical and care governance arrangements are appropriately
reflected in integration schemes.

7
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ANNEX A: Public Bodies (Joint Working) (Scotland) Act 2014
Integration Planning and Delivery Principles
(1)

The integration planning principles are:
(a) that the main purpose of services which are provided in pursuance of integration
functions is to improve the wellbeing of service-users
(b) that, in so far as consistent with the main purpose, those services should be
provided in a way which, so far as possible:
(i)

is integrated from the point of view of service-users

(ii) takes account of the particular needs of different service-users
(iii) takes account of the particular needs of service-users in different parts of the area
in which the service is being provided
(iv) takes account of the particular characteristics and circumstances of different
service-users
(v) respects the rights of service-users
(vi) takes account of the dignity of service-users,
(vii) takes account of the participation by service-users in the community in which
service-users live
(viii) protects and improves the safety of service-users,
(ix) improves the quality of the service,
(x) is planned and led locally in a way which is engaged with the community (including
in particular service-users, those who look after service-users and those who are
involved in the provision of health or social care)
(xi) best anticipates needs and prevents them arising
(xii) makes the best use of the available facilities, people and other resources.

8
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ANNEX B: Public Bodies (Joint Working) (Scotland) Act 2014
National Health and Wellbeing Outcomes
1.

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

2.

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

3.

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

4.

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

5.

Health and social care services contribute to reducing health inequalities.

6.

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

7.

People using health and social care services are safe from harm.

8.

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

9.

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

9
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ANNEX C: Clinical and Care Governance of Integrated Health and Social Care Services
What is Clinical and Care Governance?
1.

Clinical and care governance is the process by which accountability for the quality of health
and social care is monitored and assured. It should create a culture where delivery of the
highest quality of care and support is understood to be the responsibility of everyone working
in the organisation - built upon partnership and collaboration within teams and between health
and social care professionals and managers.

2.

It is the way by which structures and processes assure Integration Joint Boards, Health
Boards and Local Authorities that this is happening - whilst at the same time empowering
clinical and care staff to contribute to the improvement of quality - making sure that there is a
strong voice of the people and communities who use services.

3.

Clinical and care governance should have a high profile, to ensure that quality of care is given
the highest priority at every level within integrated services. Effective clinical and care
governance will provide assurance to patients, service users, clinical and care staff and
managers, Directors alike that:


Quality of care, effectiveness and efficiency drives decision-making about the planning,
provision, organisation and management of services;



The planning and delivery of services take full account of the perspective of patients and
service users;



Unacceptable clinical and care practice will be detected and addressed.

4.

Effective clinical and care governance is not the sum of all these activities; rather it is the
means by which these activities are brought together into this structured framework and linked
to the corporate agenda of Integration Authorities, NHS Boards and Local Authorities.

5.

A key purpose of clinical and care governance is to support staff in continuously improving the
quality and safety of care. However, it will also ensure that wherever possible poor
performance is identified and addressed. All health and social care professionals will remain
accountable for their individual clinical and care decisions.

6.

Many clinical and care governance issues will relate to the organisation and management of
services rather than to individual clinical decisions. All aspects of the work of Integration
Authorities, Health Boards and local authorities should be driven by and designed to support
efforts to deliver the best possible quality of health and social care. Clinical and care
governance, however, is principally concerned with those activities which directly affect the
care, treatment and support people receive.

Five Process Steps to Support Clinical and Care Governance
1.

Information on the safety and quality of care is received

2.

Information is scrutinised to identify areas for action

3.

Actions arising from scrutiny and review of information are documented

4.

The impact of actions is monitored, measured and reported

5.

Information on impact is reported against agreed priorities

10
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Five Key Principles of Clinical and Care Governance
1.

Clearly defined governance functions and roles are performed effectively.

2.

Values of openness and accountability are promoted and demonstrated through actions.

3.

Informed and transparent decisions are taken to ensure continuous quality improvement.

4.

Staff are supported and developed.

5.

All actions are focused on the provision of high quality, safe, effective and person-centred
services.

11
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ANNEX D: Existing Guidance on Governance and Accountability
Nursing and Midwifery Professional Assurance Framework for Scotland (2014).
Scottish Executive Nurse Directors & Chief Nursing Officer for Scotland.
Codes of Practice for Social Service Workers and Employers (2014)
Scottish Social Services Council
http://www.sssc.uk.com/about-the-sssc/multimedia-library/publications/60-protecting-the-public/61codes-of-practice/1020-sssc-codes-of-practice-for-social-service-workers-and-employers
Governance for Healthcare Quality in Scotland – An Agreement. (2013)
Scottish Government Health Directorates
http://www.tinyurl.com/qualitygovernance
Governance for Quality Social Care in Scotland – An Agreement. (2013).
Social Work Scotland – available via the Social Work Scotland website
http://www.socialworkscotland.org/
Practice Governance Framework: Responsibility and Accountability in Social Work Practice (2011)
http://www.scotland.gov.uk/Resource/Doc/347682/0115812.pdf
The Role of the Chief Social Work Officer (2010)
Scottish Government
http://www.scotland.gov.uk/Publications/2010/01/27154047/0
The Role of Registered Social Worker in Statutory Interventions: Guidance for local authorities
(2010)
Scottish Government
http://www.scotland.gov.uk/Resource/Doc/304823/0095648.pdf
Governance for Joint Services. Principles and Advice. (2007)
COSLA, Audit Scotland and Scottish Government.
http://www.chp.scot.nhs.uk/wp-content/uploads/Governance-for-joint-Services.pdf
NHS HDL (2001) 74 Clinical Governance Arrangements.
Scottish Executive
http://www.sehd.scot.nhs.uk/mels/HDL2001_74.htm
NHS MEL (2000) 29 Clinical Governance.
Scottish Executive
http://www.sehd.scot.nhs.uk/mels/2000_29final.htm
NHS MEL (1998)75 Clinical Governance
Scottish Executive
http://www.sehd.scot.nhs.uk/mels/1998_75.htm
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Appendix 3
Audit & Risk Committee
Agenda Item
A&RC Self Assessment
Agenda Setting Matrix
Annual Accounts
Annual Fraud Report
Annual Report Assurances Update - including Governance Statement
Annual Risk Management Report
Audit Scotland Reports Update
Board Diagnostic Self Assessment
Committee Assurance Statement
Compliance with SFIs
Controls Assurance - NSS / Financial Ledger Systems
Draft Internal Audit Plan
External Audit Annual Report
External Audit Plan
External Audit Progress Update
Family Health Services - Payment Verification
Financial Reporting Update
Fraud Update - CFS Alerts
Governance Statement
Governance Statement Update
Information Assurance Update and minute
Integration Financial Update
Internal Audit Activity
Internal Audit Annual Report
Limited Assurance Audit Updates
Management Update on Internal Audit Outstanding Actions
National Fraud Initiative Update
Notification from Sponsored Bodies Audit committee
Patient Private Funds Annual Accounts
Primary Care Development Annual report
Property Transactions Handbook Monitoring
Revised Fraud Policy
Risk Executive Group minute
Risk Management Update
SFI & Scheme of Delegation Update
Specific Programme Risks Register
Terms of Reference

Frequency
Annually
Annually
Annually
Annually
Annually
Annually
Quarterly
Annually
Annually
Quarterly
Annually
Annually
Annually
Annually
Quarterly
Annually
Quarterly
Quarterly
Annually
Annually
Quarterly
Quarterly
Quarterly
Annually
Quarterly
Quarterly
Annually
Annually
Annually
Annually
Annually
Every 2 years
Quarterly
Quarterly
Annually
Quarterly
Annually

IJB
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

NHS
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

Y
Y
Y

Y
Y
Y
Y
Y
Y
Y

Y
Y
Y
Y
Y
Y

Y
Y
Y
Y
Y
Y
Y
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Appendix 4
Healthcare Governance Committee
Agenda Item
Equality Report Update
HAI Report: Infection Control Performance
HCGC Committee Annual Report
HCGC Corporate Risks
IDEAS Team Annual Report
Minute - Adult Protection Committee
Minute - Board Donation Committee
Minute - Health Child Protection Committee
Minute - Healthcare Scientists Advisory Committee
Minute - Infection Control Committee
Minute - Point of Care Testing Management Group
Minute - Resuscitation Committee
Patient Experience Report
Patient Safety
Patient Story
Scottish Patient Safety Programme annual report

Frequency
6 monthly
Bi-monthly
Annually
Annually
Annually
Bi-monthly
Bi-monthly
Bi-monthly
Bi-monthly
Quarterly
Quarterly
Bi-monthly
Bi-monthly
Bi-monthly
Bi-monthly
Annually

IJB
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y

NHS
Y
Y
Y

Y
Y
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Dumfries and Galloway Clinical and Care Governance Committee Structure
D&G
Full Council

Non-integrated
Social Work
Services

Integration
Joint
Board

Child Protection
Committee
Adult Protection
Committee

WC & SH
Clinical
Governance
Group

NHS
D&G Board

Social Work
Committee

Community Planning
Partnership & Chief
Officers

A& D
Clinical
Governance
Group

D&G-Draft-C&CG-Structures-v5-180615

Wigtownshire
Clinical
and Care
Governance
Group

Appendix 5

Healthcare
Governance
Committee

Integrated Professional
Advisory Committee
(incorporating ACF)

Clinical
and Care
Governance
Committee

Stewartry
Clinical
and Care
Governance
Group
Page 315 of 552

Non-integrated
health services

Profession
Specific
Advisory
Committees
(multiple)

D & Nithsdale
Clinical
and Care
Governance
Group

A& E
Clinical
and Care
Governance
Group

MH & LD
Clinical
Governance
Group
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Appendix 6
Performance Committee
Agenda Item
Acute Services Redevelopment Programme
Annual Review Update
Asset Management Strategy Update
Capital Plan
Committee Assurance Statement
Corporate Financial Risk Register
Draft Local Delivery Plan
Financial Performance Update
Financial Plan
Financial Quarterly Review
Freedom of Information (Scotland) Act Performance
Performance Report
Prescribing Budgets and Expenditure
Review of HEAT targets & Standards
Salaried Dental Service Review update
Sustainable Development and Environmental Performance
Winter Plan Update

Frequency
Bi-monthly
Annually
Annually
Annually
Annually
Annually
Annually
Bi-monthly
Annually
Quarterly
Annually
Bi-monthly
6 monthly
Quarterly
Annually
Annually
Annually

IJB NHS
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
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Appendix 7
Staff Governance Committee
Agenda Item
APF Minute
Corporate Risk Register update
Remuneration Sub Committee Updates
Staff Governance Action Plan
Staff Health, Safety and Wellbeing Report
Staff Survey - Letter to HRDs
Staff Transition to 2020
Terms of Reference
Workforce Report

Frequency
Bi-monthly
Bi-monthly
Bi-monthly
Bi-monthly
Bi-monthly
6 monthly
6 monthly
Annual
Bi-monthly

IJB NHS
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
Y
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Appendix 8
Person Centred Health & Care Committee
Agenda Item
Annual Complaints Report
Patient Experience - Patient opinion Report
PCH&CC - Terms of Reference
PCH&CC Annual Report
Spiritual Care Update
Staff Experience

Frequency
Annually
Bi-monthly
Annually
Annually
Bi-monthly
Bi-monthly

IJB
Y
Y
Y
Y
Y

NHS
Y
Y
Y
Y
Y
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Agenda Item 13

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

2016-17 Final LDP Submission
Author:
Julie White
Chief Operating Officer

Sponsoring Director:
Julie White
Chief Operating Officer

Date: 4th April 2016
RECOMMENDATION
The Board is asked to note the final 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, shifting away from an emphasis
on achievement of HEAT targets and standards into a more strategic document and
taking on more of a narrative style.
The aim is to outline a broad range of plans, closely linked to the 2020 Route Map
for Health and Social Care and to do so it has required contributions from across a
range of directorates and areas of responsibility throughout the board, co-ordinated
into a coherent plan.
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 Finance Plan which forms part of the LDP is presented to the Board in a
separate paper.
The Integration Joint Board (IJB) will be formally established from 1st April 2016 and
the suite of measures and performance indicators contained within this LDP will be
used in conjunction with a range of other indicators produced by the IJB to measure
whole system performance over the coming year.

NOT PROTECTIVELY MARKED
Page 1 of 3
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GLOSSARY OF TERMS
NHS
HEAT
LDP
SIMD
CAMHS
A&E
IVF
CPP
SIGN
MRSA
ABI
ADP

-

National Health Service
Health Improvement, Efficiency, Access and Treatment Quality
Local Delivery Plan
Scottish Index of Multiple Deprivation
Child and Adolescent Mental Health Services
Accident & Emergency Department
In Vitro Fertilisation
Community Planning Partnership
Scottish Intercollegiate Guidelines Network
Methicillan-Resistant Staphylococcus Aureus
Alcohol Brief Intervention
Alcohol & Drugs Partnership

NOT PROTECTIVELY MARKED
Page 2 of 3
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MONITORING FORM
Policy / Strategy

Local Delivery Plan and HEAT Targets

Staffing Implications

None

Financial Implications

Contained within separate LDP Finance Paper to
Board

Consultation / Consideration

Across Board directorates

Risk Assessment

For initial Local Delivery Plan

Sustainability

See Financial Plan

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

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

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

Impact Assessment
Not Required

NOT PROTECTIVELY MARKED
Page 3 of 3
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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 1 April 2016 responsibility for planning and delivery of health and adult social care
services transfers formally to the new Integrated Joint Board partnership within
Dumfries and Galloway. The NHS Board will delegate 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.
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
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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 summarise these below.
Targets and standards
Given the financial and service pressures across the system, it will 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 2015/16 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 2015/16
is at risk and the financial challenge of 2016/17 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
1. Health Inequalities and Prevention
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 focussed 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:
1. To establish a shared understanding across partners of the causes of health
inequalities with reference to the wider inequalities within society.
2. To support organisations and partnerships in identifying and agreeing the actions
they can take to contribute reducing inequalities.
3. To support the shift to prevention and early intervention rather than dealing with
problems in health and social care after they have arisen.
4. To ensure that policies tackle social, economic and environmental inequalities.
5. To support action to prioritise disadvantaged groups and areas of deprivation
1
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6. To provide tools to ensure that those planning, designing and implementing
policies and interventions identify the impact of their work on inequalities (and
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 AntiPoverty 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.
During the next year a strategic action plan will be developed for the organisation to
support action to reduce health inequalities across all functioning 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 and 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
2
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once the financial settlement from the Scottish Government for Health and Wellbeing is
received along with the Outcome Focussed 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.

3
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2. Antenatal and Early Years
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.

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 Dec 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 2016/2017 are:


Family and Parenting Support for the most Vulnerable Families
4
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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 baseline whole time equivalent number (wte) of Health Visitors has grown from
33.9wte in March 2014 to 37.24 in February 2016 from additional funding allocated
from Scottish Government. The total allocation of additional funding from Scottish
Government will see the Health Visiting workforce grow to 44.41 wte, an additional
10.51wte Health Visitors from baseline by 2018.
Health Visitors are being supported to deliver the new Universal Pathway and the
Named Person role through training and development. Plans are in place for all Health
Visitors to have completed the NHS Education for Scotland Masterclasses 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 to self-evaluate and identify what support they
need to undertake the Named Person and Lead Professional roles. A calendar of
multi-agency training delivered locally is then available.
The established multi-agency Getting It Right For Every Child group is working to
implement the Children and Young People (Scotland) Act 2014 Revised Draft Statutory
Guidance for Parts 4, 5 and 18 (Section 96) (2015). This group reports directly to the
Children’s Services Executive Group [CSEG].
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 reviewing the
Community Children’s Nursing Service. This work is also being led by the Children,
Young People and Family Nursing Advisory Group.
5
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3. Safe Care
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 Preactice
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 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
falls prevention. We will work initially with one locality health & social care partnership.
SPSP Primary Care
6
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Year 2 of our local Primary Care PSP commenced in September 2014 with32 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 who 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 2015/6.
Maternity have made significant progress in reducing the incidence of still birth and post
partum haemorrhage through the introduction of safety briefs, CO monitoring and
MEWs.
The Neonatal team have demonstrated good compliance with PVC Management and
the Gentamicin Bundle and have been working to improve person centred care.
Our Paediatric team continue 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.
4. Person-Centred
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 focussing on ensuring
person centeredness is at the heart of our day to day business.
One of the ways in which NHSD&G will fulfil 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
7
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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 NHSD&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 public services. The PIP has a
Steering Group that will co-ordinate planned engagement activity across all the partners,
provide peer support for professionals and discuss feedback to improve the quality of
engagement activity. NHSD&G will be represented on the Steering Group and has
agreed to act as the Co-ordinator 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 undergoing and proposing on testing 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 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
8
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already helping with our design of services for the new hospital.
A successful pilot was run that involved the presence of a Physiotherapists and
Occupational Therapist being present at the Emergency Department and our Medical
Admissions Unit. 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 Focussed Booking. We are currently working, where
appropriate, to have services run their booking through PFB to ensure equity of access
and timeous appointment booking for outpatient appointments. Whilst booking, we are
following the guidance around providing individuals with offers of appointments that are
both reasonable and at a time that suits the individual themselves. Improvement work
within the AHP services have resulted in MSK services being the only board in Scotland
adhering to the four week timescale for receiving an appointment. 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 monitored and acknowledged.
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 personcentred 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 years 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 than before, ensuring that
contact is made with the complainant within the first three days. This allows a much
more relationship centred approach to resolving the complaint at the earliest opportunity.
Initial indications are good and work continues to ensure that more complex cases are
dealt within in 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.

9
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5. Primary Care
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.
2.
3.
4.

Leadership & workforce
Planning and Interfaces
Technology and Data
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 will formally start work in April, and is 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 also
have 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 police service will not continue under the current arrangements.
Fortunately however, we seem to be able to maintain the GP Out of Hours service
10
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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 Out of Hours
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 co-terminous 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 are about to appoint 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. He/she 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.
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.
11
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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 challenge
s 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
12
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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, 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
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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 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 precancer, 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 Associate Medical
Director in 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
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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 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 trainees and dental therapists, as well as providing services for patients.
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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 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:
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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, 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 data: In order to make the best use of this data we have appointed an analyst
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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 A&E and out of hours so that both services
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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 A&E 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.
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6. Integration
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 for us in the near future. 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.
7. Scheduled Care
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.
The Clinical and Service Change Programme will also support the process of transition
of services and staff, it will not only ensure that our staff are fully prepared for the move
to the new hospital in December 2017, but is also 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
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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 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 looking at a number of areas; for example, the development and
implementation of new models of care in the combined critical care unit and emergency
care centre; introduction of new ward profiles; improved patient pathways; introduction
of integrated teams; changes in the communication and link to our cottage hospitals.
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.
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 rota’s 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
hours 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. This will improve the waiting list management.
There has been a review of processes to re-align all theatre efficiency programs.
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.
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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.
8. Unscheduled Care
Following the release of the 6 Essential Actions to Improving Unscheduled Care, NHS
Dumfries and Galloway are supporting the to continue to share best practices and
engage all partners both locally and nationally.
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 give 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 be addressed. At the end of the morning huddle there is a debrief session
where any potential issues of flow or safety from the day before are identified and
where necessary action plans developed to resolve 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 16 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
23

163

Effective patient flow within Acute Services is dependant 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 in acute and community and
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 and IHI 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.
Following a recent test of change with Patient Flow Co-ordinators in DGRI managing
the flow of complex individuals ensuring that each individual is on the correct pathway
these posts have been made permanent. 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 community more smoothly. Further to this, flow coordinators across the Wigtownshire and Stewartry are being explored to link the whole
region and will provide additional support to 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 the 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 using a more outpatient led approach. Early indications are that this
has been successful in providing alternatives to admission.
Also currently in testing and proving highly successful is a model of frailty assessment
involving Occupational Therapy and Physiotherapy within the AMU and supporting the
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ED. The AHPs are assessing and providing early access to rehabilitation within the
AMU and the ED and providing the potential for outreach therapy to support early
discharge or admission avoidance.
Multidisciplinary processes supporting discharge are in place across the hospital on a
Monday to Friday basis with tests of change around criteria led discharge planned to be
introduced within Urology and Respiratory Services.
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 on a weekend until 4:30 pm in the case of
social work and 5pm in the case of pharmacy on both Saturday and Sunday.
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 16.
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 has 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 in 2016/17 the discussion
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.
9. Mental Health
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 and upcoming
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 take 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
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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.
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.
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 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 inpatient 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.
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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.
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Section Two:

LDP Standards
1. Detect Cancer Early

Board Lead: Nicole Hamlet - General Manager – Acute & Diagnostics
Current Performance:
Most recent
period of
measurement
December 2015
(Management
Information)

Waiting Time Standard

Target

Actual

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

95%

100.0%

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 on 2016.
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2. Dementia Post Diagnostic Support
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:
Annandale and Eskdale
Dumfries and Nithsdale
Stewartry
Wigtownshire
Regional

46%
54%
46%
50%
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
May
Jun
Jul
Aug
Sep
Oct
Nov
14
14
14
14
14
14
14
14
88.0
70.0
65.4
56.5
39.1
33.3
20.0
0.0

Dec
14
0.0

Jan
15
0.0

Scotland (figures provided as a percentage)
Apr
May
Jun
Jul
Aug
Sep
14
14
14
14
14
14
71.7
68.4
67.6
63.1
60.9
61.6

Dec
14
6.7

Jan
15
3.3

Oct
14
44.6

Nov
14
22.5

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.
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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.
3. Access Standards
Board Lead: Nicole Hamlet, General Manager Acute & Diagnostic Services
Inpatients / 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.

Inpatient/Daycases Treated Outwith Guarantee Date
Inpatient/Daycases Treated Within Guarantee Date
TTG Breach (%)

Jan 2015 - Dec 2015
406
10,325
3.8%

Unplanned absence is in itself variable in occurrence but these challenges can be
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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 specialities which will also improve our TTG performance.
Outpatients
Out-patient performance challenges have been similar to those seen for inpatients
throughout 2014. The main reason for patients not meeting their 12 week outpatient
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
Linked Pathways
Performance

Period
December 2015
December 2015

Target
90%
90%

Actual
95.4%
90.7%
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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.
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4. Early Access to Antenatal Care
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.
5. IVF Treatment Times
Board Lead: Angus Cameron – Medical Director
Current Performance: Current performance data is currently being sought from
tertiary centers
2016/17 Forecast: Patients from Dumfries and Galloway are referred when indicated
by national guidelines and when couples fulfil national access criteria into a service
delivered by a tertiary board Ongoing dialogue is taking place with the tertiary centre to
improve performance. Performance date is currently being sought from tertiary centre.
Dumfries and Galloway ‘continually’ work to ensure treatment is delivered to our
patients within 12 months.
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6. Faster Access to Mental Health Services – CAMHS
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 ’
% Under 18 Weeks

2015

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.
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7. Faster Access to Mental Health Services – Psychological Therapies
Board Lead: Frances Groves – Quality & Admin Manager – Mental Health, Learning
Disability & Psychology Directorate
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 will take up post in April 2016.
Numbers of referrals to Psychological Services continues to rise, 8% in the current
year.
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% could be achieved by December 2016.
8. SAB and C.Diff
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)

Actual Performance
Target

Apr 14 Mar 15
0.40
0.32

Jul 14 Jun 15
0.40
0.32

Oct 14 Sept 15
0.35
0.32

Jan 15 Dec 15
0.34
0.32

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;
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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 2016

Actual Performance
Target

Apr 14 Mar 15
0.29
0.24

Jul 14 Jun 15
0.26
0.24

Oct 14 Sept 15
0.27
0.24

Jan 15 Dec 15
0.31
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.
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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.
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9. Drug and Alcohol Referral to Treatment Standard
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.
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10. Alcohol Brief Interventions
Board Lead: Jackie Davies - ADP Coordinator
Current Performance:
Annual target of 1743
Between April and Dec 15, a total of 1168 ABIs were delivered. There is a possibility
that the annual target will not be achieved.
Primary
A&E
Care

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

2015/16

(ABIs)

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

Forecast 2016/17:
ABI’s 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 Antenatal record 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.
11. Smoking Cessation
Board Lead: Trish Grierson – Tobacco Control Service Manager
Current performance against 2015/16 target
Owing to a re-calculation of the smoking cessation HEAT target (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 HEAT target 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).
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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.
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12. GP 48hr Access / Advance Booking Standard
Board Lead: Linda Bunney – Head of Primary Care Development
Current Perormance
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.
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 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
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13. Sickness Absence Standard
Board Lead: Caroline Sharp - Workforce Director.
Current Performance:
D&G overall sickness absence rate for Dec 15 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 16/17 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 areas.
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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,
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, focussing 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.
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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

14. Emergency Department 4hr Access Standard
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 16/17 to end of January 16
is 96.9%, a minor improvement on year 15/16.
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 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.
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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 co-ordination
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 Associate 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
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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.
2.
3.
4.
5.
6.

A life course approach to physical activity
Collaborative working across sectors
Tackling health inequalities
Changing the behaviour of individuals
Building the capacity of individuals and the physical activity workforce
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 wideranging 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.
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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.
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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 Judgement 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
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ensure that the aims above are also met within out community. The supporting function
of e-rostering 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 aide 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 aide of Sir Lewis Ritchies 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 modelling the future staffing
models required within the large new Emergency Centre.
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 out GP practices.
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.
Workforce Projections
The Board is currently developing 2016/2017 workforce projections based on the
aforementioned detailed work. The workforce will change due to factors previously
mentioned, alongsidethe integration of health and social care, natural turnover and the
ongoing requirement to make CRES savings year on year.
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Integrated Workforce
Our 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 has been established under the
joint leadership of the NHS Workforce Director and the Council Head of HR and OD.
Membership includes third and independent sector, and staff side representatives. The
remit of the group is to oversee the implementation of the transitional integration OD
plan and associated funds agreed with Scottish Government. Additional joint HR and
OD resources have been appointed to support teams at locality level with this. The
work stream groups are in the process of commissioning a cultural diagnostic review
across Council, NHS, third, and independent sectors (including GP’s). This was
completed during the first quarter of 2015. The results of this review will inform the
future OD interventions and approaches required to support the IJB to set and embed a
vision, purpose and values for the future integrated system as part of its strategic work
plan in the 2015/16 shadow year.
The Partnership has drafted its first Integrated Workforce Plan which will be presented
to the Integration Joint Board in March 2016. This plan covers NHS, Local Authority, 3 rd
and Independent Sector staff.
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Sponsoring Director:
Katy Lewis
Director of Finance

Date: 22nd March 2016
RECOMMENDATION
The Board is asked to approve the Board’s Revenue Plan for the five year period
2016/17 to 2020/21 to the Scottish Government but to note the current level of
unidentified efficiency targets in ensuring a break-even position.
CONTEXT
Strategy / Policy:
Dumfries and Galloway Health Board is required to prepare a revenue financial plan
for the Scottish Government Health & Social Care Directorate (SGHSCD) as part of
the Board’s Local Delivery Plan (LDP), which was submitted in draft on 21st March
2016 and will be submitted as final draft on 31st May 2016 (updated to incorporate
the associated Integration Joint Board (IJB) and workforce plans), subject to
NHS Board approval.
This paper summarises the draft of the Board’s five year financial plan for 2016/17 to
2020/21 and the efficiencies required to deliver financial breakeven for 2016/17.
Note: The requirement to submit a five year plan arises due to the major capital
investment, which the Board is undertaking with the Acute Services Redevelopment
Project (ASRP) (otherwise only a three year plan is required).
Organisational Context /Why is this paper important /Key messages:
The Board is asked to support submission of the initial draft of the Revenue Plan for
2016/17.
The plan highlights the key financial challenges for the Board for 2016/17 onwards,
most significantly:
•
•
•

Continued delivery of a breakeven position
Delivery of a 5% Cash Releasing Efficiency Savings (CRES)
Management of on-going cost pressures, most notably medical locum costs
and secondary and primary care prescribing costs, as well as achieving
access targets
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•
•
•
•

The additional 7.5% top-slice on existing health bundles
20% reduction on the funding associated ADP services
Planning for the financial implications of the new hospital
Preparing for Health and Social Care Integration

This plan has been submitted to Scottish Government as a draft plan subject to NHS
Board for approval, to include further development of CRES schemes and review of
cost pressures and developments to close the financial gap for 2016/17.
This financial plan reflects an unprecedented level of financial risk for the Board with
an unidentified CRES gap of £2m, significant level of efficiency schemes through
non recurrent plans and 58% of CRES indentified as high risk.
In addition, work is required to agree budgets with the IJB in advance of final
submission of the LDP by the end of May 2016.
GLOSSARY OF TERMS
ASRP
ADP
AfC
CRES
CSCP
D&G
DGRI
FBC
ICF
IPTRS
LDP
NHS
NICs
NMF
NRAC
PDS
RRL
SG
SGHSCD
SMC

-

Acute Services Redevelopment Project
Alcohol and Drugs Prevention
Agenda for Change
Cash Releasing Efficiency Saving
Clinical and Service Change Programme
Dumfries and Galloway
Dumfries and Galloway Royal Infirmary
Full Business Case
Integrated Care Fund
Individual Patient Treatment Request
Local Delivery Plan
National Health Service
National Insurance Contributions
New Medicines Fund
National Resource Allocation Formula
Public Dental Service
Revenue Resource Limit
Scottish Government
Scottish Government Health and Social Care Directorate
Scottish Medicines Consortium
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MONITORING FORM
Policy / Strategy Implications

Achieving Financial Balance

Staffing Implications

Not Applicable

Financial Implications

Part of the financial planning and reporting cycle

Consultation / Consideration

Not Applicable

Risk Assessment

Part of paper

Sustainability

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

Compliance
Objectives

with

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

Single
(SOA)

Outcome

Best Value

Agreement Not Applicable

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

Impact Assessment
Financial decisions are impact assessed at the point of service and financial
planning and therefore no specific action required for this paper.
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Introduction
1.

All Boards are required to produce LDPs, supported by Strategic Financial
Plans to demonstrate how delivery of a balanced financial position can be
achieved and how performance targets can continue to be delivered. The
Board is required to submit a draft financial plan to the Scottish Government
Health & Social Care Directorates (SGHSCD) as part of the Board’s LDP.

2.

The Board has a statutory financial target to deliver a breakeven position
against its Revenue Resource Limit (RRL). For 2016/17, the efficiency savings
requirement has increased to 5% as a result of the lower allocation levels and
exceptional cost pressures.

3.

Overall, the Board has delivered its financial targets year on year and has
banked £7m of a surplus with the Scottish Government to provide non-recurring
support for the commissioning and double running costs of the new acute
hospital and implementation of the clinical and service change programme.

4.

The LDP guidance 2016/17 sets out the performance contract between the
Scottish Government and NHS Boards.

5.

This year, NHS Boards are asked to submit final Finance LDP templates
updated to incorporate the strategic commissioning plans agreed with Health
and Social Care Partnerships and workforce, as well as the spending plans
announced in the draft Scottish Budget for 2016/17.

6.

The Scottish Government will provide feedback on submitted draft LDPs during
March, with the submission of final LDPs to be signed-off by NHS Boards
before 31st May 2016.

7.

To ensure that Boards plan over the longer term, more detailed financial plans
are required for a three year period, however a five-year plan is required where
any of the following apply; major infrastructure development; brokerage
arrangements are in place; an underlying deficit greater than 1% of baseline
resource funding; or major service redesign. All Boards are required to submit
a five year plan in relation to capital.

Financial Planning Principles
8.

The scale of the challenges that NHS Scotland faces over the coming financial
period means that fundamental reform and change needs to be delivered to the
way the NHS delivers care. Recent years have witnessed unprecedented
levels of pressures facing public sector financial resources and the financial
planning period over 2016/17 to 2020/21 will be ever more challenging.

9.

The Scottish Government’s ‘2020 Vision’ for Health and Social Care is a key
policy initiative to increase healthy life expectancy. Increasing healthy life
expectancy will mean that people live longer in good health, increasing their
capacity for productive activity and reducing the burden of ill health and long
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term conditions on people, their families and communities, public services and
the economy generally.
10. 2016/17 will see the full transition towards integrated Health and Social Care,
which, given the nature and scale of the challenges facing both the NHS and
Councils in delivering the required level of system change, means that
fundamental reform and change of services will be necessary to successfully
deliver this magnitude of transformation.
11. This report sets out the background against the current financial planning cycle
and provides a high level summary of the pressures facing NHS Dumfries and
Galloway during the five years between 2016/17 to 2020/21.
Draft Scottish Budget 2016/17/ Board Allocations
12. The draft budget for Health presented by John Swinney in December 2015 for
2016/17 includes an additional investment of £511m (5.3%) in Health with a real
terms increase in the overall budget from 2015/16. This uplift delivers the
Scottish Government’s commitment to pass on in full the £397m of health
resource consequentials.
13. NHS Territorial Boards will receive £476m (5.5%) of the overall uplift, with
Special Health Boards receiving £35m (3.3%). The full breakdown of this is
detailed in Table 1 below:
Table 1
NHS Scotland
Territorial Health Boards
Special Health Boards
Total baseline uplift
Breakdown of Territorial Boards’uplift
Real terms uplift
NRAC Parity Funding
Social Care Funding
Board Baseline Adjustments

£m
476
35
511

%
5.10
3.30
5.30

147
30
250
49

1.70
0.40
2.90
0.50

14. The draft budget proposes that the resource allocation for Territorial Boards will
increase by £476m (5.1% uplift). The £250m funding for Social Care is to be
directed towards Health and Social Care Partnerships to ensure improved
outcomes in social care.
15. Indicatively, £125m of this funding is to be used towards existing pressures in
social care with the remaining £125m earmarked for “additionality”. Alongside
this, the Scottish Government has set a requirement that the living wage for
care at home workers is implemented from 1st October 2016 from within this
resource.
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16. The key point relating to this funding is that none of it can be directed towards
Health Care Pressures, despite being funded from the NHS Scotland Health
budget.
17. £30m has been set aside to fund those Boards deemed to be below National
Resource Allocation Formula (NRAC) parity, which NHS Dumfries and
Galloway are not one of.
18. The Board baseline adjustment of £49m is not new money, but rather funding
that has been released during 2015/16 to NHS Boards’ recurring baseline
budgets. This includes the previous funding for Delayed Discharges and
Specialist Children’s services.
19. The total resource for NHS Dumfries and Galloway is summarised in the table
below:
Table 2
NHS D&G Resource Uplift
Resource Budget
Base Uplift
Social Care Funding
Board Baseline Adjustments
NRAC Parity

2016/17
£m
%
267.281
4.544
1.70%
7.600
2.90%
1.500
0.50%
0.0
0.00%

Subtotal

13.644

TOTAL

280.925

5.10%

20. However, when the increased allocations identified are considered alongside
the commitments already made against these funds, the under-lying baseline
uplift available to NHS Dumfries and Galloway is reduced to 1.36% as
summarised in the table below:
Table 3
NHS D&G Resource Uplift
Overall Uplift for Dumfries and Galloway

£m
13.644
Social Care Funding to be decided and can’t be used for General
(7.6)
Health priorities
Baseline adjustments - reflects funding we already have received
previously and allocated
Outcomes Framework - 7.5% CRES
ADP funding reduced
Revised Position

%
5.10%
(2.90%)

(1.5)

(0.50%)

(0.5)
(0.4)
3.644

(0.19%)
(0.15%)
1.36%

21. There is an ongoing requirement for Boards to continue to deliver 5%
efficiencies for 2016/17. These efficiencies can either be delivered as cash or
productivity efficiencies.
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22. The Scottish Government has also requested that Boards plan on baseline
uplifts of 1.8% beyond 2016/17.
Funding Banked with Scottish Government
23. The Board has banked a total of £7m with the Scottish Government in previous
financial years to provide non-recurring support for the commissioning and
double running costs of the new acute hospital and implementation of the
Clinical and Service Change Programme (CSCP). It is anticipated that funding
will be required to be returned to the Board as per the table below and this has
been reflected in the planning assumptions in the draft financial plan for
2016/17 onwards.
Table 4
Brokerage
In year carry forward banked with SG
Required by the Board

Banked
to date 2016/17 2017/18 2018/19
£m
£m
£m
£m
7.0
4.0
3.0

2016-17 CRES Targets
24. NHS Dumfries & Galloway has identified the need to deliver efficiency savings
of £11.769m in 2016-17 to support the delivery of a balanced financial plan.
The current financial plan shows a recurring gap on efficiency of £1.9m which in
the 16/17 plan has been further reduced by £0.9m to £1m, following a review of
reserves and provisions. Therefore, the CRES requirement for 2016/17 is
currently estimated at £12.769m (4.67% of baseline).
25. Efficiency savings continue to be explored and discussed via the
Efficiency Group and a series of workshops with input from all stakeholders,
Management Team discussions with General Managers. In addition a
Prescribing Workshop, attended by GPs and pharmacists has already taken
place to develop plans and discuss ideas to identify the level of savings
required for the forthcoming year. The requirement for continued efficiencies
remains a high profile agenda item at all directorate team meetings.
26. Historically, we have focussed on delivering operational savings when exploring
efficiency savings opportunities. The significant increased expectations on
delivering CRES in this current five year planning cycle will require a larger
emphasis on identifying tactical and strategic themes with different approaches
required for each.
27. Operational savings have been the most common way of making savings so
far, which includes ongoing reviews at directorate, level looking at new ways to
operate and staff existing services more efficiently when opportunities arise,
such as natural turnover. Tactical and Strategic changes, such as, redesign of
service models and disinvestment in services of limited clinical value has been
far less prominent, but has the potential to unlock larger savings.
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28. The financial plan for 2016-17 sets out the anticipated allocation from
Scottish Government and any other income (sources) and the areas where
those funds will need to be allocated (the application of the funding). The
anticipated recurring shortfall between sources and application is £12.769m.
29. After cross system savings (such as prescribing) are known, the remainder is
targeted against corporate areas and operational directorates i.e.
Health Services. In 2016-17, the requirement is to make a saving, which
equates to 5% of Health Services and Corporate budgets. Table 5 sets out
CRES targets against operating directorates grouped together as ‘Health
Services’, the overall Corporate Directorate target and the target against crosssystem initiatives.
Table 5
Directorate

Cash Target

Percentage
Target

Health Services Directorates

£7.69m

5%

Corporate Directorates

£1.08m

6.5%

Prescribing

£2.5m

5.8%

Cross System Savings

£1.50m

-

£12.77m

4.67%

2015-16 CRES Total

30. As the plan for 2016-17 develops the schemes will be assessed in terms of risk
of delivery (low, medium, high) and adherence to the ‘Making Difficult
Decisions’ standard operating process as agreed by Management Team in
January 2016 and NHS Board in February. It is recognised that some of the
schemes are likely to require Board or Performance Committee approval and it
is therefore envisaged that an update paper will be presented to Performance
Committee in May 2016 on progress and highlighting some of the likely
schemes, which will be coming forward.
31. The current draft of the plan, as summarised in table 6 below, has a gap of £2m
as compared to the target of £12.77m. However, a significant proportion of the
schemes identified to-date is around system-wide non-recurrent flexibility
envisaged throughout 2016/17.
Table 6

Operational
Corporate
Pharmacy & Prescribing
Other Cross-System Savings
Total

Savings
Target
2016-17

Recurrent

£m
7.69
1.08
2.50
1.50
12.77

In Year
£m
2.59
0.51
2.00
0.45
5.56

2016-17 In Year Impact
Risk of Delivery
Non-recurrent
Total
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In Year
£m
0.75
0.50
0
3.96
5.21

In Year
£m
3.34
1.01
2.00
4.41
10.77

Shortfall
In Year
£m
(4.35)
(0.07)
(0.50)
2.91
(2.00)

198

32. Delivery of 5% CRES savings in 2016-17 is an unprecedented requirement for
the Board. This represents the most challenging of times yet for the
organisation, as opportunities to make operational savings have diminished to
the point where the only viable options are those in the tactical and strategic
categories, which to date have been viewed as very high risk.
33. Work is continuing with the service management teams and finance to develop
innovative solutions in the weeks ahead to help bridge the gap. It is expected
that additional non-recurrent schemes will need to be identified during the
course of the year to enable time for transformative solutions to be developed
and implemented for 2017/18.
34. The current level of risk associated with CRES plans identified to-date across
each Directorate is summarised in table 7 below:
Table 7
Directorate
Operational
Corporate
Pharmacy & Prescribing
Other Cross-System Savings
Unidentified savings

Total

High
7%
0%
63%
100%
100%
58%

Medium Low
29%
65%
18%
82%
37%
0%

16%

25%

35. National workstreams continue to be progressed across themes identified by
the Scottish Government and Chief Executives (including prescribing, medical
locums and other productive opportunities). It is expected that these
workstreams will provide further support to developing solutions to our current
level of financial gap against the CRES schemes. Appendix 1 provides further
detail of CRES schemes by Directorate and classification.
Acute Services Redevelopment Project (ASRP)
36. The financial plan for 2015/16 recognised the full Board financial commitment
for ASRP by making provision for the recurring revenue implications of this
development of £8.8m. This recognises the increased cost identified in the Full
Business Case (FBC) and provides a contingency of £0.6m to reflect
inflationary and other potential increases between FBC approval in December
2014 and the hospital operational date of November 2017. During 2014/15, it
was agreed that £1m of this would be released recurrently to support the
Clinical and Service Change Programme (CSCP), which is being led by the
Chief Operating Officer with a further £0.75m released during 2015/16.
37. The balance of this recurring reserve (£8.8m less the £1.75m for CSCP =
£7.05m) is available to be used on a non-recurrent basis for 2016/17 until the
new hospital is operational when the funding will be required to support the
additional costs of the new hospital and the clinical and service changes
strategy, which the Board is implementing. The opening of the new hospital
and clinical change programme remains a significant financial risk and is being
actively monitored and managed by the finance team.
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38. Since the original Business Case was agreed, there continues to be significant
areas of risk which may impact upon the total level of resource required as we
transition towards the opening of the new hospital. These are as follows:
•
•
•
•

Inflationary impact since FBC was approved
Increased risk around the Board’s property strategy and double running
period
Potential increased costs required for the new clinical model, especially
related to medical and nursing staff, critical care models and the
staffing of the Emergency Medicine Department
Equipment strategy changes and the associated increased cost of new
technology to what was envisaged in the original Business Case

39. These risks are well documented and understood, with two senior members of
the finance team being an integral part of each of the work-streams around the
new ASRP project team.
40. In particular, their roles and responsibilities afford a certain level of ‘critical
challenge’ to changes being proposed and discussed, as well as working with
each of the teams to understand how these changes can be best fit into the
overall affordability of the recurrent funding set-aside.
41. It is important to highlight, however, that there remains a level of risk associated
with changes to patient safety requirements and on-going developments in the
provision of healthcare that need to be flagged to the senior management as
significant potential cost pressures when the new hospital is opened.
Financial Plan 2016/17
42. The Financial Plan for 2016/17 onwards is included at Appendix 2. The
current draft of the financial plan has the following pay and non-pay
assumptions. These have been modelled through the budget setting process
for pay and non-pay assumptions will be monitored as the year progresses with
funding only released as and when increased inflation can be demonstrated.
Table 8

Medical Pay Award
Other Pay Award
Medical Incremental Drift
Other Incremental Drift
National Insurance
General Inflation Detail
External Contracts
Drugs - Secondary care
Drugs - Primary Care

2016/17
Inflation
rate
1.0%
1.4%
1.6%
1.0%
2.0%
2.0%
1.7%
20.3%
10.7%

2017/18
Inflation
rate
1.0%
1.1%
1.6%
0.9%

2018/19
Inflation
rate
1.0%
1.1%
1.4%
0.7%

2019/20
Inflation
rate
1.0%
1.1%
1.3%
0.6%

2020/21
Inflation
rate
1.0%
1.1%
1.1%
0.4%

2.0%
1.8%
13.5%
7.1%

2.0%
1.8%
13.5%
7.1%

2.0%
1.8%
13.5%
7.1%

2.0%
1.8%
13.5%
7.1%
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Pay Uplifts and Pressures
43. The Scottish Government’s Public Sector Pay Policy states:
•
•
•
•
•

A 1% cap on the cost of the increase in basic pay
Continuing with specific measures for supporting the lower paid, including
a minimum pay increase of 1% or £400 (whichever is the highest)
Maintaining the suspension of non-consolidated performance related pay
Retaining discretion for individual employers to reach their own decisions
about pay progression, outwith the 1% on basic pay award
Maintaining the policy of no compulsory redundancy

44. The Scottish Living Wage will be paid with a minimum uplift in the basic pay
award for all staff earning less than £21,500 to £400 in 2016-17, with some low
paid members of staff likely to receive increases of up to 2%. Inflation
increases for the Board have been calculated on this basis, and used for
financial planning estimates.
45. It is also anticipated that the additional costs associated with eliminating the
band 1 payscale and uplifting all existing staff within this grade to band 2, will
cost an additional £106k this year (with additional costs of £107k, £108k, £138k
and £154k in each of the remaining years in the plan).
46. Increased employer national insurance contributions (NICs) this year have
increased by £491k than originally anticipated in the 2015/16 financial plan.
This is due to revised information around the actual % rebate change being
made available in October. This national increase relates to the removal of the
rebate employers previously received at 3.4%. This gives rise to a total
increase in NICs of £2.3m for all staff, £1.95 of which relates to Agenda for
Change (AfC) staffing.
47. The overall expected increase in AfC staff costs of £4.58m, which includes
incremental drift and agenda for change staff pay inflation in 2016/17. Similarly,
Medical and Dental pay costs are anticipated to increase by £0.96m for
incremental drift, pay inflation and discretionary point awards, as well as NICs.
Primary Care Prescribing
48. The uplift figure in the 2016/17 plan for prescribing of £2.8m (10.7%) reflects
the combination of both volume and tariff changes experienced throughout
2015/16. In particular, volume increases have accounted for a forecast
increase of £0.4m in 15/16, whilst tariff increases have resulted in an estimated
increase of £1.0m in the year. Continued growth into the next financial year,
together with slippage on the 2015/16 CRES plan make up the remaining
balance of this growth.
49. In total, this is approximately £1.6m higher than what was previously anticipated
when estimating the LDP for 2016/17, resulting in a combined increase of
10.7% overall to the recurring baseline. More detail is provided in the
prescribing budget setting paper.
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Secondary Care Drugs
50. Whilst assessing the overall impact for the increase in hospital drugs for
2016/17, a detailed review is underway of 2015/16 activity to understand this
increase. This reflects the continued increases in growth of approved drugs by
the Scottish Medicines Consortium (SMC), with the New Medicine Fund (NMF)
assumed to be available to off-set the costs of drugs relating to Ivacafator,
historic Individual Patient Treatment Requests (IPTRs), new IPTRs and what
are known as Orphan/ultra orphan drugs. In total, this represents an increase
of £3.367m above expenditure levels in 2015/16.
51. It has been assumed that financial support from the Scottish Government to
fund these drugs will continue, albeit at a slightly reduced level due to the
reduction in discounts expected from pharmacy companies, which enables the
Government to provide additional funding. Whilst it has yet to be confirmed
how much funding will be made available to each Health Board, indications
suggest that the NMF will reduce by £0.5m for NHS Dumfries and Galloway to
£2.4m. The table below provides a high level summary of the assumed
increases in expenditure relating to the NMF for 2016/17.
Table 9: NMF Requirement

52. This results in an overall percentage increase of 21.3% in 2016/17. The largest
area of growth being forecast remains around the growth in cancer drugs, with
£1.4m of the increase over last year relating to these drugs alone. This is far in
excess than was originally anticipated and is one of the largest increases being
forecast by all Boards across Scotland. These estimates, whilst based upon
the most up-to-date information available, will continue to be refined as the
latest horizon scanning documentation becomes available from the SMC/NMF.
53. The graph below shows the increase year on year on secondary care
prescribing, with projections for 2015/16 outturn and estimates for 2016/17
illustrating the significant increase being forecast:
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Graph 1

General Non-Pay Uplifts
54. General supplies increases have been assumed at 2% for all non-pay budgets
including energy. Whilst previous years have seen significant increases in
energy costs, these appear to have flattened out now with more sustainable
energy solutions now the norm, and the fuel price reductions in the global
market impacting positively on costs.
Outcomes Framework
55. The 2016/17 draft budget creates a new Outcomes Framework of over £200m
for in-year funding to focus on strategic priorities such as health inequalities.
Whilst Boards will now get greater flexibility on how this resource is allocated to
deliver clearly defined outcomes, the total funding is being top-sliced by 7.5%.
56. This is estimated to be a reduction in resource across all the health bundles we
currently receive by £0.35m (including eHealth, Maternity Services and
Effective Prevention). This has been added to the efficiency target but work is
ongoing to mitigate the financial and service impact of this reduction and details
of both the performance management framework and the actual allocations
included as still awaiting confirmation from Scottish Government.
57. In addition, it has been highlighted that next year’s (Public Dental Service) PDS
allocation will be reduced by 5%, but at this stage we are still awaiting
clarification whether the reduction will be based upon the 2015/16 outturn
position or actual 2015/16 allocation.
58. The final allocation that has been advised to be reduced as part of the health
bundles review is the Alcohol and Drugs Prevention (ADP) allocation, which is
assumed to reduce by £400k (20%) for NHS Dumfries and Galloway overall.
Boards have been requested to support this from general board uplifts with
discussions ongoing going with the ADP to agree budgets for 2016/17 in
partnership with the statutory and third sector partners around priorities.
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Developments and Cost pressures
59. A recurring sum of £2.5m and a non-recurring sum of £5.0m for 2016/17 (total
£7.5m) has been set aside to cover the costs of future regional and national
developments, cost pressures and any other critical or must do developments.
60. A detailed review is being undertaken by the Senior Finance Team to capture
all pressures in discussion with General Managers and Directors to assess the
scale of financial risk for 2016/17 onwards, and will impact on the proposed
financial strategy in the LDP for 2016/17 onwards.
61. This assessment shows that the total level of cost pressures identified to-date
equate to over £9.4m, split between recurring costs of £2.8m and non-recurring
costs of £6.7m. This is greater than the sums set aside in the financial plan and
decisions will need to be made about the priorities and requirements associated
with the current list of cost pressures and developments. If these costs are not
negated, then an additional non recurring CRES target of £1.9m will be required
to afford this level of investment. However historically we have always seen a
level of slippage on this reserve and this will be reviewed further in detail during
quarter one.
62. A summary of the scale of cost pressures facing the Board in 2016/17 is
highlighted in table 10 below:
Table 10
Cost Pressure

2016/17
Recurring
£000s

2016/17
Non
Recurring
£000s

Total
£000s

215
1,614

50
944
160
211

265
2,558
160
361
127
1,300
4,650
9,421

Change in practice
Growth/Activity
Information Technology
Price changes
Target Driven
Pay changes/increases
Medical Locum
Total

150
127
650
2,756

650
4,650
6,665

63. The ongoing requirement to increase the non-recurring resource requirement
for 2016/17 mainly arises from the increasing need to sustain medical staffing
cover with locum and agency workers, which have an increased cost to the
Board. The recurring locum reserve that was created originally remains at
£850k, with an on-going requirement of a further £4.65m to be provided to fund
the estimated costs of medical locum staff in 2016/17.
64. No additional provision has been made in year to support waiting times
pressures within the Acute and Diagnostics Directorate, with £700k invested
non recurrently in 2015/16 to support delivery of targets. The Directorate have
been requested to bring forward details of how this would impact on target
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delivery to Management Team and also to have discussions with Scottish
Government about whether additional financial support will be available for this
in year.
65. It should be noted that not all of this is for vacancies. The locum reserve
supports sickness cover, gaps in junior doctor rotas, maternity leave and other
cover requirements, in addition to the consultant and other medical staffing
vacancies which have regularly been reported to Board.
Health and Social Care Integration
66. This year’s 5 year LDP needs to be considered alongside the guidance for
Health and Social Care Partnerships on strategic commissioning and Scotland’s
spending plans and draft budget for 2016/17.
67. The budgets which the Board will delegate to the IJB need to be agreed and a
formal budget proposal will be developed for the IJB. This will be in line with
planning assumptions contained within this report and will include resource for
the budgets and services which the Board has agreed will be delegated to the
IJB.
68. Agreement of budgets between Health and the Local Authority to be delegated
to the IJB will need to be concluded by the final version of the LDP that requires
submission by the end of May 2016. This will also include resources made
available to the partnership for the Integrated Care Fund (ICF), Delayed
Discharges and the Social Care Fund.
69. Further work is required on agreeing the uplifts for volume and price increases
for prescribing pressures as well as the associated growth with high cost
medicines. Cost pressures are currently under review and will be collated
alongside the overall budgets that are being assessed, with the requirement for
medical locum reserve being re-assessed in light of on-going vacancies and
gaps across junior doctor rotas. It is expected that these budgets will be
allocated as part of the budget resource to the IJB.
Financial Risks
70. The financial plan requires the delivery of recurring efficiencies of £12.77m (5%)
to achieve financial balance for 2016/17. It is recognised that this will be
extremely challenging and will remain the biggest financial risk throughout
2016/17 in achieving a break-even position. The current CRES plan has a
recurring gap of over £7.2m, with non-recurrent schemes and flexibility
identified of £5.2. This leave an unidentified gap of £2m that has been
submitted as part of the draft LDP process to Scottish Government, but it is
accepted further work is required to develop both recurring and non-recurring
solutions in advance of the final LDP submission in May.
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71. Whilst the spending review confirms the settlement position with an uplift of
£4.5m (1.7%) for 2016/17, future years pay settlements beyond 2016/17 are
unknown and, whilst a 1.8% uplift has been assumed beyond next year’s plan,
it may prove difficult to support uplifts at this level, considering the Treasury
forecasts as set out in the UK Spending Review. There remains a level of
uncertainty around expectations of how resources will be used in the future in
relation to future policy commitments. The graph below is a useful summary of
current UK Government forecasts for Health Care Funding as a whole.
Graph 2

72. Whilst the revenue plan identifies a range of financial risks and estimates, there
are also risks that may potentially arise in relation to the Acute Services
Redevelopment Project. Flexibility is likely to be required between financial
years to manage the double running costs of the new hospital and work
required to make this happen.
73. Appendix 3 provides a summary table of the key financial risks to be submitted
as part of the LDP process.
Overall Position
74. The Board is looking to achieve a balanced financial plan for 2016/17 onwards
and has a statutory requirement to breakeven. This financial plan reflects an
unprecedented level of financial risk for the Board with an unidentified CRES
gap of £2m, significant level of efficiency schemes through non recurrent plans
and 58% of CRES indentified as high risk.
75. Provision will be made for all known cost pressures/developments/inflationary
impacts and changes to costs, which have been quantified to ascertain the level
of financial risk.
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76. The £7m carry forward banked in 2012/13 and 2013/14, is not planned to be
called down until 2017/18 at the earliest to support the significant double
running costs which we will inevitably incur, and we will need to consider adding
to this fund as non-recurring resources are identified. This will be reviewed
through the year to ensure the timing of this financial pressures associated with
the new hospital can effectively be managed.
77. It is recognised that any future material movements in costs will need to be
factored into future iterations of the Board’s 5 year Revenue Plan.
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Evaluation of Identified Efficiency Schemes - 2016/17
Gross 16/17
R
Achieved
Further Schemes Identified

3,416
2,524

Unidentified CRES/ GAP

Risk ratings of Schemes

1,250
3,964

(162)
(223)

4,504
6,265

2,000

0

0

2,000

7,940

5,214

(385)

12,769

Gross 16/17
R

Low
Medium
High (incl £2m unidentified)

Potential Re- Total in-year
investment 16-17 Saving
R
NR+R

16-17
NR

2,547
1,690
3,703
7,940

16-17
NR
850
400
3,964
5,214

Potential Re- Total in-year
investment 16-17 Saving
R
NR+R
(162)
0
(223)
(385)

3,235
2,090
7,444
12,769

17-18
R
720
1,353
2,073

17-18
R
687
463
924
2,073

%
25%
16%
58%

High Level Directorate Schemes Identified - 2016-17

Directorate
Corporate Depts
Estates and Clinical Support
Acute and Diagnostics
Primary And Community Care
Mental Health
Women and Childrens
Directorates Sub-total
Corporate Work-streams
Procurement
External SLAs/Activity
Prescribing
Other - NR schemes
Corporate Work-streams - Total
Grand Total

Gross 16/17
R

16-17
NR

Potential Re- Total in-year
investment 16-17 Saving
R
NR+R

17-18
R

Proposed
Target 5% 16/17 Gap

513
220
734
879
745
400
3,491

500
0
750
0
0
0
1,250

0
0
(230)
0
0
(155)
(385)

1,013
220
1,254
879
745
245
4,356

500
150
883
0
0
211
1,743

1,079
840
3,653
1,325
937
935
8,769

(67)
(620)
(2,399)
(446)
(191)
(691)
(4,414)

200
250
2,000

0
0
0
3,964
3,964
5,214

0
0
0

200
250
2,000
3,964
6,414
10,770

0
330
0

500
1,000
2,500

330
2,073

4,000
12,769

(300)
(750)
(500)
3,964
2,414
(2,000)

2,450
5,941

0
(385)

Recurring
Gap

(67)
(470)
(2,267)
(446)
(191)
(480)
(3,920)
0
(300)
(420)
(500)
0
(1,220)
(5,140)
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NHS DUMFRIES AND GALLOWAY FINANCIAL PLAN 2016- 2021
2016/17

SUMMARY
R
£000's

Baseline Allocation

2017/18

NR
£000's

TOTAL
£000's

116

R
£000's

2018/19

NR
£000's

116

0

4,867

TOTAL
£000's

R
£000's

2019/20

NR
£000's

0

1,802

198

4,867
3,040
640
2,409
4,000
23,307

4,955

3,040
640
2,409
4,000
23,109

TOTAL
£000's

R
£000's

2020/21

NR
£000's

1,802

2,442

200

4,955
3,040
640
2,409
3,000
22,907

5,044

3,040
640
2,409
3,000
22,707

TOTAL
£000's

R
£000's

NR
£000's

2,442

1,587

200

5,044
3,040
640
2,409
0
22,946

5,135

3,040
640
2,409
0
22,746

TOTAL
£000's

1,587

SOURCES
Baseline Allocation uplift
Integration Fund

4,520

7,050

4,520
3,040
912
2,409
0
3,302
(500)
7,050

4,379

16,470

20,849

5,065

33,198

38,263

6,957

31,796

38,753

7,686

28,835

36,521

6,922

28,835

35,757

2,298
898
2,210
360
106
849
2,818
3,367
765

0
0
0
0
0
0
0
0
0

2,298
898
2,210
360
106
849
2,818
3,367
765

2,135
766
0

0
0
0

2,115
778
0

0
0
0

0
0
0

0
0
0

108
882
2,000
2,000
780

0
0
0
0

138
900
2,000
2,000
795

0
0
0
0

2,108
752
0
0
138
900
2,000
2,000
795

2,101
727
0

0
0
0
0

2,115
778
0
0
108
882
2,000
2,000
780

2,108
752
0

107
865
2,000
2,000
780

2,135
766
0
0
107
865
2,000
2,000
780

154
918
2,000
2,000
810

0
0
0
0

2,101
727
0
0
154
918
2,000
2,000
810

0

3,579

3,579

0

2,492

2,492

0

2,502

2,502

0

2,702

2,702

0

2,902

2,902

0
0
0
2,477
0
0
0

3,040
912
2,409
5,030
1,000
0
500
0

3,040
912
2,409
7,507
1,000
0
500
0

0
0
0
2,110
0
0
0
0

3,040
640
2,409
903
4,000
0
0
0
12,094
9,422

3,040
640
2,409
3,013
4,000
0
0
0
12,094
9,422

0
0
0
3,352
0
0
0
0

3,040
640
2,409
1,470
3,000
0
0
0
4,067
17,110

3,040
640
2,409
4,822
3,000
0
0
0
4,067
17,110

0
0
0
4,906
0
0
0
0

3,040
640
2,409
539
0
0
0
0
3,943
17,149

3,040
640
2,409
5,445
0
0
0
0
3,943
17,149

0
0
0
3,925
0
0
0
0

3,040
640
2,409
293
0
0
0
0
4,189
17,149

3,040
640
2,409
4,218
0
0
0
0
4,189
17,149

TOTAL APPLICATIONS

16,148

16,470

32,618

10,763

35,000

45,763

12,015

34,239

46,254

13,599

30,423

44,022

12,635

30,622

43,257

CRES Requirement
CRES Balance B/Fwd
Total CRES Requirement in year

11,769
1,000
12,769

11,769
1,000
12,769

7,500

7,500
0
7,500

7,500

7,500
0
7,500

7,500

7,500
0
7,500

7,500

0

1,802

(0)

2,442

(0)

1,587

(0)

1,787

Delayed Discharge Funding
New Medicine Fund
Banked Funding Released
Anticipated allocations (inc Ncore)
Reduction in Health Bundles (7.5%)
Acute Services Redevelopment Project

TOTAL SOURCES

243
(500)

3,040
912
2,409
0
3,059

0

0

3,040
640
2,409

5,135
3,040
640
2,409

200

22,746

22,946

0

0

APPLICATIONS
Uplifts:
Pay Uplifts - Agenda for Change
Pay Uplifts - Medical Staff
National Insurance Increases
Low Paid Pay Award
Band 1 to Band 2 increases
Price Uplifts including energy
Primary Care Drugs
Secondary Care Drugs (incl NMF and SMC)
External Contract Indexation
Non recurring spend inc Non-Core (matching ringfenced
allocations)

Developments & Existing Pre Commitments
Integration Fund

Delayed Discharge Funding
New Medicines Fund
Cost Pressures
Acute Redevelopment
Contingency Reserve
Spend to Save Schemes
Other
Non Core
ASRP

NET POSITION

0

0

7,500
(1,802)

7,500
(2,442)

7,500
(1,587)

7,500
0
7,500

7,500
(1,787)

0
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LDP Financial Plan 2016/17 Submission
Risks & Assumptions

Allocation Uplift

Risk rating (please select
from drop-down)
High Risk

CRES Delivery

High Risk

Of the Current CRES requirement of £12.77m, there still remains a high level of unidentified element,
with £2m still remaining to find in year with a significant recurring gap. There is also a high degree of
risk and uncertainty within the plans identified to-date that will need to be remedied in time for the final
submission of the LDP. This is by far the highest level of risk facing NHS Dumfries and Galloway as it
prepares for the new financial year ahead.

Prescribing (General)

High Risk

Prescribing in general (both secondary and primary care) has been successful in identifying savings
over the last few financial years. The current financial year has seen a significant level of
underachievement against the planned level of savings, signifying the unprecedented pressures across
both Primary and Secondary Care Prescribing. Opportunities to continue to deliver the level of savings
required are not as robust as in recent years. Whilst the plan has assessed the on-going financial risks
of new drugs and increasing growth (taking into account national indicators and local knowledge), there
remains a significant level of risk associated with new drugs that will continue to be approved by SMC.
The current budget setting paper sets out the methodology and risks associated with the expected
level of increases moving forwards.

Prescribing - New Medicines
Fund

High Risk

An assessment has been undertaken with in the plan to incorporate estimates of likely growth of drugs
in this area. It is assumed that these will be matched with funding within the 5 year plan from the New
Medicines Fund. However there is an expectation that the funding available will be less than previously
indicated due to a fall in PSP receipts nationally.

Key Assumptions / Risks

Impact / £
Only 2016/17 uplift has been confirmed by the Scottish Government to date, with a request from the
Scottish Government to assume 1.8% for 2017/18 and beyond. This is a high risk when considered
alongside the Treasury indications of anticipated forecasts as set out in the UK Spending Review.
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Key Assumptions / Risks
Workforce/Recruitment

Risk rating (please select
from drop-down)
High Risk

Impact / £
Despite significant effort to reduce the level of medical vacancies within the Board, the vacancy rate
remains high. In particular 20% of our consultant workforce remains covered by high-cost locum posts.
In addition there has been a rise in teh level of gaps across the junior doctor rotas (especially within
GP training posts) which are not expected to be remedied in the forth-coming financial year. This is an
increasing problem across Scotland and the UK as a whole. Whilst appropriate provision has been
made in the financial plan (£4m NR) to continue to absorb these costs, this is not a sustainable model
and will need resolution in the short to medium term in order to ensure financial balance in the future,
in time for the opening of the new hospital.

Health and Social Care
Integration

High Risk

Plans for Health and Social Care integration are under development locally. No financial provision / risk
is assumed in the LDP beyond ensuring provision has been made for supporting and resourcing the
implementation within the allocation identified going forward. NHS D&G has made good progress with
Council Colleagues in recent months in progressing H&SCI, however a significant level of system risk
remains in ensuring resources around the delegated budgets are sufficient to deliver the planned level
of service within the Strategic Plan.

DGRI Maintenance

High Risk

The backlog maintenance issue at DGRI will continue to be a risk and require expenditure in the period
that the hospital remains operational. The resources available to fund backlog maintenance are
severely restricted and areas of investment will require to be prioritised.

Externals (OOA SLAs)

High Risk

Growth in complex conditions and continued growth in referrals across D&G has seen a substantial
increase in activity undertaken outwith Board boundaries. Whilst financial provision has been made in
the plan, increases relating to complex and high cost services (particularly across Cancer and
Cardiology services) remain a high risk to the Board.

Health Bundles

Medium Risk

Inflation Uplifts

Medium Risk

With a 7.5% top-slice against previously ear-marked allocations now being implemented the new
Outcomes’ Framework will need to be clearly understood so priorities can be re-aligned to the level of
funding being made available.
In addition to building in the known inflation costs (including pay, incremental drift and NI increases)
already announced, an indepth review of historic trends, combined with best available knowledge has
been modelled in determining projected increases. Information has been shared and discussed with
colleagues across the Corporate Finance Network, providing further assurance on the appropriateness
of planning assumptions.
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Key Assumptions / Risks
Developments and Cost
Pressures

Risk rating (please select
from drop-down)
Medium Risk

Impact / £
A recurring sum of £2.5m and a non-recurring sum of £5.0m for 2016/17 has been set aside to cover
the costs of future regional and national developments, cost pressures and any other critical or must do
developments.

Pay Inflation/Incremental Drift

Medium Risk

Robust financial planning information exists to allow accurate estimates of basic pay settlements for
2016/17 and beyond (based upon current assumptions of 1% pay awards). Provision has also been
made this year of the potential impact of low-paid and increases of Band 1 staff to Band 2.

Statutory Change/Changes to
legislation

Medium Risk

The financial plan reflects the current known position in relation to any statutory compliance in relation
to VAT/ NI and pensions. Any future changes to current regulations and compliance would impact on
the overall financial plan. These are reviewed regularly by the central financial team and any changes
reflected through financial estimates.

Clinical Change Programme

High Risk

Whilst monies have been set aside in future years to reduce the financial risk of developing the new
DGRI, the scale of the clinical change programme required to bring about the necessary transformation
in service delivery reflect a significant risk as we approach the opening of the new hospital.

Capital Receipts

Medium Risk

Funding from retained receipts in future years is not guaranteed. The Capital Plan assumes this will be
agreed in order for associated programmes of work to commence.

Carry Forward

Low Risk

The retained carry-forward of £7m from prior years is banked for future double running and associated
costs of the new hospital. This is low risk because it has been confirmed by the Scottish Government.
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Agenda Item 15

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

Draft Capital Plan 2016/17 – 2020/21
Author:
Susan McMeckan
Deputy Director of Finance

Sponsoring Director:
Katy Lewis
Director of Finance

Date: 15th February 2016
RECOMMENDATION
The Board is asked to approve the draft Capital Plan which will form part of the
2016/17 Local Delivery Plan (LDP) submission to the Scottish Government Health &
Social Care Directorate (SGHSCD).

Strategy / Policy:
This report provides a refresh of the Boards 5 year Capital Plan and will form part of
the LDP submission for 2016-17.
Organisational Context / Why is this paper important / Key messages:
The Board has a requirement to submit a draft Local Delivery Plan to Scottish
Government by 21st March 2016. The Board’s five year capital and revenue plans
form part of this submission, including further discussions with Scottish Government.
This paper provides a draft of the capital element of the financial plan and comprises
of known Board commitments, such as the Acute Services Redevelopment Project
(ASRP) and the Board’s rolling replacement and backlog maintenance programme
supported by formula allocation.
The values and profiling of this plan will continue to be refined until the LDP
submission.
A further update of the submitted LDP position will be presented in due course.

GLOSSARY OF TERMS
ASRP
CIG
CRL

-

Acute Services Redevelopment Project
Capital Investment Group
Capital Resource Limit
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GLOSSARY Cont/.....
DGRI
FBC
HUB

-

IM&T
LDP
NPD

-

PAMS
SFT
SGHSCD

-

Dumfries and Galloway Royal Infirmary
Full Business Case
Initiative by Scottish Government Health Department to bring
together local public sector organisations to increase joint
working and the shared delivery of sustainable community
developments.
Information, Management & Technology
Local Delivery Plan
Non Profit Distributing model which is a revenue funded model
for design, build, finance and maintenance of a building
Property and Asset Management Strategy
Scottish Futures Trust
Scottish Government Health and Social Care Directorate
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MONITORING FORM
Policy/Strategy Implications

•

Capital Plan, Property Strategy & IM&T Strategy

Staffing Implications

•

Not Applicable

Financial Implications

•

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

Consultation / Consideration •

Capital Investment Group, Management Team and
Performance Committee

Risk Assessment

•

No

Sustainability

•

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

Compliance with Corporate •
Objectives

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

Single Outcome Agreement •
(SOA)

Not applicable.

Best Value

•

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

Impact Assessment
•

Not Applicable
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Background
1.

This report provides a refresh of the Boards draft 5 year plan for Capital
commencing 2016-17. The Board is required to submit a draft capital plan to
the Scottish Government Health and Social Care Directorates (SGHSCD) as
part of the Board’s LDP by the 21st March 2016.

2.

The Board has a statutory financial target to deliver a breakeven position
against its Capital Resource Limit (CRL).

3.

The national capital budget has been set by Scottish Government. The capital
budget increases from £202.5m to £494.5m for 2016-17. The uplift includes
£215m for NPD projects to match expenditure which includes the Boards new
district general hospital; £23.5m for Diagnostics and Treatment Centres; and
£53.5m which mitigates the need for revenue to capital transfer.

4.

The paper below describes the proposed source and application of capital over
the next five years as described below and is summarised in Appendix 1.

Anticipated Sources
Formula Allocation
5.

A formula allocation of £3.475m has been notified; this is a reduction of
£0.365m from what the Board received in 2015-16 and had previously
anticipated for 2016-17 onwards.

6.

For planning purposes, the Board have been advised to assume a flat position
on capital formula in future years therefore a total of £17.375m in capital
resource formula allocation is anticipated over the 5 year period.

Receipts
7.

As previously reported, SGHSCD ability to fund specific projects is in part as a
result of the reliance placed on the generation of capital receipts. These are
returned centrally and redistributed as required to support approved projects.

8.

The variability in the delivery of these requires to be managed through Board
and national capital plans. In 2015-16, slippage of £17m on an original
estimate of £31m was required.

9.

The Board are proposing receipts of £1.2m to return to SGHSCD over the five
year period. Any slippage on this is likely to have to be managed locally.

NPD Enabling Funding
10. This allocation supports the capital costs identified and approved as part of the
Full Business Case for the ASRP. The timing and profiling of this allocation is
agreed in conjunction with SGHSCD. Funding of £55m is anticipated over the
5 year period.
NOT PROTECTIVELY MARKED
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11. In addition this allocation provides the capital coverage for the building being
built under the Non Profit Distributing (NPD) model, a total of £133m over the
period to 2017/18.
12. A total of £188m is expected over the five year period.
Project Specific Allocations
13. In addition to the formula allocation, SGHSCD also provide project specific
funding support for existing commitments against approved projects. At this
time, the Board have no approved schemes which receive this funding support,
with the exception of a small contribution towards implementing the Property
Strategy which was agreed a number of years ago. No confirmation has been
received on this from SGHSCD at this time and therefore continues to be
planning estimate.
14. A notional allocation has been reflected to highlight to the Scottish Government
that additional project specific funding is likely to be required to support the
Clinical Change Programme. This is not agreed and requires a business case.
15. Funding of £16.185m is currently estimated over the 5 year period.
2015-16 slippage returned
16. The final allocation anticipated is for the return of the £3.9m transfer between
years which was agreed with SGHSCD in 2015-16; £0.9m in respect of the
equipment replacement programme ring fenced to support the equipment
requirements for the new build; and £3m in respect of timing of the ASRP fibre
and foul water works.
Capital Grant
17. Work continues on the tender for the provision of fibre between the new
hospital and existing site, the current working assumption is that this will be a
capital grant to Dumfries and Galloway Council.
18. A budget of £1.092m is currently assumed to transfer out of the capital
allocation as a capital grant however there is a risk that this may need to be recategorised at a capital to revenue virement.
19. Work will continue with colleagues locally and within SGHSCD to confirm the
classification.
Capital/Revenue Virements
20. It is anticipated that £2m of the capital programme will be of a revenue nature;
this is in relation to the foul water works which will be novated to Scottish Water
following completion. This is being funded from the original budget set aside as
part of the ASRP project and a top up from the Boards formula allocation.
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21. As highlighted above there is a risk that this may require to be increased by
£1.092m to re-classify the fibre project.
22. In addition, funding for backlog maintenance which does not qualify as capital
may require funding to be transferred from the capital plan. This will be
considered as part of the in year prioritisation of the replacement programme.
23. At this stage no internal revenue to capital virement has been assumed in the
draft 5 year plan; however, if non recurring revenue flexibility becomes
available, this could be prioritised in year to support the Property Strategy and
wider capital programme.
Anticipated Application
Replacement Programme
24. £2.975m per annum has been set aside from the formula allocation to support
the rolling programmes which provide funding for the ongoing business
requirements in Information Management & Technology (IM&T), Equipment
and Property (£2.623m in 2016-17 as a result of the additional foul water
funding requirement).
25. In addition, in 2016-17 the £0.9m carried forward has been included in this
budget.
26. The allocated budget includes a £0.200m contingency that will be retained and
managed by the Director of Finance on behalf of CIG to cover any breakdowns
or replacements which are required but were not anticipated.
27. As in 2015-16, CIG will prioritise the total allocation early in 2016 across all
categories to ensure funding is being allocated where the service priorities lie.
28. Planning for the new hospital equipment replacement programme is an integral
part of the prioritisation of this funding. All equipment purchases are
considered in light of the new hospital timescale; no equipment purchases are
approved which are not transferrable.
29. During 2016/17 and 2017-18, equipment will be purchased to support the
transition, allowing for familiarity to happen in advance of the new build where
this option is available, and also for equipment which requires a significant
amount of commissioning in advance of new build to be purchased.
30. Following the prioritisation of the replacement programme, any balance
remaining will be re-allocated to the wider capital programme or discussed with
SGHSCD in terms of carry forward.
31. A budget of £15.423m has been currently set for the replacement programme
over the 5 year period.
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Development Programme
32. The balance of the formula allocation £0.5m will be used to support locally
approved development projects across IM&T, Equipment and Property and will
depend on the priorities coming forward each year.
33. In addition, for 2016-17 the allocation received for the property strategy
implementation is included in this budget. This will be prioritised by CIG.
34. A budget of £2.685m has been currently set for the development programme
over the 5 year period.
Acute Services Redevelopment Project
35. The ASRP has a number of capital costs which are not covered by the NPD
funding model. This includes the cost of land acquisition, on-site enabling
works, off site enabling works to Cresswell as well as equipping costs.
36. The profile of expenditure has been reviewed and timing between financial
years will be managed in liaison with the SGHSCD. The total approved budget
is £62.911m and to end of 2015/16, £4.8m has been drawn down from
SGHSCD, the balance is required within this 5 year expenditure plan.
37. An increase in costs for the foul water solution, utility connections and borehole
have been offset in part by the savings from the road works, however, currently
the budget is showing an overall overspend of £0.46m which is being supported
by the Board.
38. Funding is included within the overall project budget of £21.451m for
refurbishment of Cresswell and Site Services on the existing DGRI site,
however, a further business case is required to be approved before this
funding is released (with the exception of fees). The estimated value and the
profile of spend may be impacted by the business case; this will be done in full
conjunction with SGHSCD.
Clinical Change
39. As highlighted above under allocations, a notional amount has been set aside
to take forward the Clinical Change Programme. A separate Project
Governance structure has been set up to take forward this work which includes
reviewing the provision of services in the community. Any identification of
potential capital requirements will need to be progressed as business cases
and dialogue with the Scottish Government around securing capital support for
these developments.
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Property and Asset Management Strategy
40. The Board is required to refresh its Property and Asset Management Strategy
before the end of March 2016. This is currently under development and whilst
this is led through our estates team, identification of service priorities is being
developed through CIG.
41. To support CIG in prioritising the total allocation across all service priorities;
property, IT, vehicles and equipment lead officers have been assigned to take
forward the completion of sections within the 2016 Property and Asset
Management Strategy (PAMS).
42. Any capital projects identified from this exercise will require to be supported
through the replacement and development programme budgets allocated.
Health and Social Care Integration
43. As the Board moves towards integration of Health and Social Care through the
development of the integration scheme and Strategic Plan, it is critical that the
linkages are made and that the Integration Joint Board and Locality Teams
have appropriate access to capital resources. The role, remit and membership
of the CIG will be reviewed as we move forward with this work.
Anticipated Receipts
44. A number of receipts have been included in the plan; as in previous years the
proceeds are returned to SGHSCD to support the overall capital programme.
The plan includes the following forecast receipts over the five years;
Huntingdon, Cameron House, Garrick, Charles Street clinic in Annan,
Cromarty, Ladyfields, Artesian Well & Maiden Bower. The timing and values
will continue to be refined in line with the PAMS document.
Risk Assessment
45. There are a number of residual risks within the five year plan.
46. SGHSCD have highlighted as part of the draft budget that there will be minimal
scope to accommodate any further expenditure pressures in 2016-17. As a
result, the Board will be required to deliver the overall capital plan within the
resources set out in this paper.
47. The backlog maintenance issue at DGRI will continue to be a risk and require
expenditure in the period that the hospital remains operational. The resources
available to fund backlog maintenance are restricted and areas of investment
will continue to require to be prioritised.
48. There is limited flexibility within the draft capital plan to deal with any unplanned
events which require immediate action. Contingency within the rolling
programme budget will provide some support.

NOT PROTECTIVELY MARKED
Page 8 of 9

220

49. As in previous years, any non recurring flexibility identified in year can
potentially be prioritised to accelerate the capital plan, where appropriate,
however timing can prove challenging with this.
Conclusion
50. The position presented in Appendix 1 reflects the first draft of the Capital Plan
for the five years ahead.
51. Work will continue with colleagues locally and within SGHSCD to review and
refine the values and profile of both allocations and expenditure, specifically in
relation to the ASRP.
52. Board are asked to approve this draft for incorporation into the LDP.
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DUMFRIES & GALLOWAY NHS BOARD - 5 YEAR CAPITAL PLAN

ANTICIPATED ALLOCATIONS
2016-17
£000s
Formula allocation
3,475
Asset sale proceeds reapplied
(262)
Hub/NPD Enabling funding - Acute Services
103,000
Project specific funding - Property Strategy Implementation
185
Project specific funding - Clinical Change Programme
2,000
Return of 2015/16 virement
3,900
Transfer to Non Core - Capital Grant
(1,092)
Revenue to Capital transfer
(2,000)
TOTAL CAPITAL RESOURCE LIMIT ( CRL)
109,206

2017-18
£000s
3,475
(598)
70,036
0
4,000
0
0
0
76,913

2018-19
£000s
3,475
(200)
9,500
0
4,000
0
0
0
16,775

2019-20
£000s
3,475
(75)
4,000
0
4,000
0
0
0
11,400

2020-21
£000s
3,475
(68)
1,691
0
2,000
0
0
0
7,098

Total
£000s
17,375
(1,203)
188,227
185
16,000
3,900
(1,092)
(2,000)
221,392

ANTICIPATED EXPENDITURE
2016-17
£000s
Replacement Programme
3,523
Development Programme
685
Clinical Change Programme
2,000
ASRP - Transportation/Road Works/Signage
0
ASRP - Equipment
2,000
ASRP - Cresswell/DGRI
260
ASRP - NPD Addition
101,000
TOTAL GROSS CAPITAL EXPENDITURE
109,468
Asset sale proceeds reapplied
(262)
TOTAL NET CAPITAL EXPENDITURE
109,206

2017-18
£000s
2,975
500
4,000
201
31,822
6,000
32,013
77,511
(598)
76,913

2018-19
£000s
2,975
500
4,000
0
0
9,500
0
16,975
(200)
16,775

2019-20
£000s
2,975
500
4,000
0
0
4,000
0
11,475
(75)
11,400

2019-20
£000s
2,975
500
2,000
0
0
1,691
0
7,166
(68)
7,098

Total
£000s
15,423
2,685
16,000
201
33,822
21,451
133,013
222,595
(1,203)
221,392

0

0

0

0

0

0

Check in Balance
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DUMFRIES and GALLOWAY NHS BOARD
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Health and Social Care Strategic Plan
Author:
Viv Gration
Programme Manager

Sponsoring Director:
Vicky Freeman
Acting Head of Strategic Planning

Date: 1st March 2016

RECOMMENDATION
The Board is asked to
•

note the Dumfries and Galloway Integration Joint Board Health and Social Care
Strategic Plan, 2016 -19

•

note the statement of consultation relating to the above noted strategic plan

CONTEXT
Strategy / Policy:
Health and social care integration as laid out in the Public Bodies (Joint Working)
(Scotland) Act 2014 (the Act) requires that each integration authority prepares a
strategic plan.
Organisational Context / Why is this paper important / Key messages:
Full details of the process of development of the health and social care strategic plan
for Dumfries and Galloway and the levels of engagement and involvement with this
process are contained within a ‘statement of consultation’ (appendix 1).
This statement of consultation was published at the same time as the Dumfries and
Galloway Integration Joint Board Health and Social Care Strategic Plan, as required
by the Act.

GLOSSARY OF TERMS
IJBs – Integration Joint Boards
SPG – Strategic Planning Group
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MONITORING FORM
Policy / Strategy

Public Bodies (Joint Working) (Scotland) Act 2014
Final draft of health and social care strategic plan
and link documents strategies included within
appendix 2 of the document

Staffing Implications

Staffing implications are laid out in detail in a
separate integration workforce plan.

Financial Implications

The strategic plan includes an integration finance
plan. This document is an annex to the strategic
plan and can be seen in ‘Part’ two of the strategic
plan

Consultation / Consideration

The strategic plan has been subject to two public
consultation periods – full details of this are
contained within a statement of consultation (at
Appendix 1).

Risk Assessment

Failure to have an agreed strategic plan in place by
31 March 2016 is a significant risk to the
organisation. Legislation requires IJBs to have a
published plan in place for the 1st April 2016

Sustainability

Not applicable

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate The strategic plan considers each of the corporate
objectives within it.
Agreement Priorities 3 and 4 are directly addressed within the
strategic plan.
The strategic plan addresses vision and leadership;
effective partnerships; performance management

Impact Assessment
The strategic plan was impact assessed on 8 October 2015. The summary report is
available on the Dumfries and Galloway Council website and can be access by
following this link Strategic Plan Impact Assessment. The impact assessment
summary report is included as an appendix to the final plan.
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Health and social care strategic plan
Health and social care integration, as laid out in the Public Bodies (Joint Working)
(Scotland) Act 2014 (the Act), requires that each integration authority prepares a
strategic plan. Full details of the development of the Health and Social Care
Strategic Plan are contained within the statement of consultation at Appendix 1. This
includes:
•
•
•
•
•
•
•

Engagement with Dumfries and Galloway Strategic Planning Group (SPG)
Completed the development of a consultation document
First period of wider stakeholder consultation – 22nd June to
28th August 2015
Further engagement with the SPG
Consultation document redrafted into the draft strategic plan
Second period of wider stakeholder consultation – 18th October to 11th
December 2015
Final draft health and social care strategic plan completed

The plan sets out the case for change, key challenges, priority areas of focus and
integration joint board commitments for the next three years. The annexes to the
strategic plan are provided in part 2 of the strategic plan. These are the:
•
•
•
•
•
•

Strategic needs assessment
Locality plans
Finance plan
Market facilitation plan
Performance management framework
Dumfries and Galloway Integration Scheme

The final version of the strategic plan parts 1 & 2 and each of the locality plans is
attached within Appendix 1.
Statement of consultation
Section 33 of the Act states that “at the same time as publishing a strategic plan, an
integration authority must also publish a statement of the action which took place in
pursuance of section 33” (i.e. preparation of a strategic plan). A full statement of
consultation is attached within appendix 1. This document details:
•
•
•
•
•

How consultation activities relating to the development of the strategic plan
followed the guidance contained within the National Standards for
Community Engagement
Involvement of the Strategic Planning Group
Steps of development of the strategic plan
Stakeholder groups included within the consultation
Numbers of people engaged as part of the consultation process and the
numbers of comments received
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The full statement of consultation will be published on the DG-Change website
(www.dg-change.org.uk/strategic-plan) by the end of March 2016 and a summary
document is included as an appendix to the strategic plan.
Agreement of strategic plan
The final draft document has been endorsed by the third sector on the 2nd of March
2016, the independent sector and the NHS Board Performance Committee on the 7th
March 2016. Dumfries and Galloway Council endorsed the plan on 24th March 2016.
The IJB agreed the final health and social care strategic plan on 17 March 2016.
Recommendation
The NHS Board is asked to:
•

Note the Dumfries and Galloway Integration Joint Board Health and Social
Care Strategic Plan, 2016 -19

•

Note the statement of consultation relating to the above noted strategic plan
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Appendix 1:
Strategic plan – part 1
Strategic plan – part 2
Annandale and Eskdale locality plan
Nithsdale locality plan
Stewartry locality plan
Wigtownshire locality plan
Statement of consultation

Background Papers
Dumfries and Galloway Health and Social Care Partnership Draft Strategic Plan
D&G Strategic Plan
Scottish Government ‘Strategic Commissioning Plans Guidance’, June 2012 SG
Strategic Commissioning Guidance
Joint Improvement Team ‘Health and Social Care Integration – Locality Planning
Conversations September 2014 – April 2014’ Locality Planning Conversations
NHS Scotland: A route Map to the 2020 Vision for Health and Social Care 20:20
Vision
Dumfries and Galloway Integration Scheme, 2015 D&G Scheme
Public Bodies (Joint Working) (Scotland) Act 2014 Public Bodies (Joint Working)
(Scotland) Act 2014
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Health and Social
Care Strategic Plan
Statement of Consultation
23 February 2016
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1. Introduction
The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) section 33 sets particular
requirements for the preparation of a strategic plan for health and social care integration. It
states that integration authorities must:
1. Prepare proposals for what the strategic plan should contain and seek the views of
The Strategic Planning Group (SPG)
2. Take account of the views of the SPG and prepare a first draft of a strategic plan for
further consultation
3. Prepare a second draft of the strategic plan taking account of views expressed and
further consult with persons it considers appropriate
4. When finalising the plan, take account of any views expressed during consultation
This document provides information on the involvement, communication and engagement
activities undertaken as part of the development of the Dumfries and Galloway Health and
Social Care Strategic Plan. This meets the requirement set out in section 35 (2) of the Act
that “at the same time as publishing a strategic plan, an integration authority must also
publish a statement of the action which took place in pursuance of section 33” (i.e.
preparation of a strategic plan).
2. National Standards for Community Engagement
In undertaking the consultation on the strategic plan for Dumfries and Galloway, the 10
National Standards for Community Engagement (2005) (National Standards for Community
Engagement) were applied. A supplementary advice note to the national standards relating
specifically to remote rural practice (Remote Rural Advice Note) provided further guidance.
Visioning Outcomes in Community Engagement (VOiCE), a four step, (analyse, plan, do
review), online planning and evaluation tool designed to assist the design and delivery of
effective community engagement was also used.
A self assessment ‘scorecard’ which provides evidence of work to meet the nine national
standards and the remote rural practice advice note is attached as Appendix 1 of this
document.
3. Strategic Planning Group
The SPG was established in February 2015. It has a wide representation from across a
range of stakeholders with forty-three members in total; a copy of the membership is
attached at Appendix 2. The ongoing role of this group is to shape, influence and review the
strategic plan.
4. Aims of the strategic plan consultation
The aims of consultation on the strategic plan were to:
•
•
•
•

Involve people in shaping the future of health and social care
Develop a better understanding of what matters to people
Inform people about the drivers for change and seek their views on what they thought
were/should be priority areas of focus
Give as many people as possible, across the region, the opportunity to engage with
the consultation on the strategic plan
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5. Stakeholder Groups included within the consultation
•
•
•
•
•
•
•
•
•
•
•

Communities
People who use services
Carers
Provider organisations (including provider and non-provider third sector,
independent sector and public sector health and social care organisations)
Staff groups across health and social care
Housing
Diversity groups
Staff side representatives
Locality representatives
Boards and committees
General Practitioners

6. Development of the strategic plan (February 2015 – March 2016)
Phase One – Engagement on the consultation document – February 2015 to August 2015
February – August 2015
3 February 2015
March – June 2015
14 May 2015
22 June – 28 August 2015

Completion of the strategic needs assessment
Engagement with strategic planning group
Development of the consultation document including plain English
and easy read versions
Engagement with strategic planning group
First period of consultation undertaken
(for methods of communication and engagement activities please
see Appendix 3)

Phase Two – August 2015 to December 2015
August 2015
1 – 29 September 2015
September 2015
September/October 2015

September/October 2015
14 and 15 September 2015

6 October 2015
8 October 2015
19 October – 11 December
2015

Engagement with key stakeholders to identify the “we will”
commitments for each of the 10 priority areas of focus
Review of all comments received during the consultation process to
inform the development of a draft strategic plan
Identifying communities or groups of people that did not
comment/engage to inform the planning of future consultation events
Consultation planning group (CPG) established with representation
from key stakeholders and networks to plan and co-ordinate the
second period of community engagement. Members of the CPG
include representation from building healthy communities, public
health, health improvement teams, community learning, third and
independent sectors, localities, strategic planning and integration
programme team
Develop a draft strategic plan (including plain English and easy read
versions)
Further engagement with strategic planning group to share
comments received during the first period of consultation and to
seek their views on the draft ‘we will’ commitments
Strategic plan workshop with the integration joint board
Impact assessment of draft strategic plan
Second period of community engagement
(alongside consultation of locality plans and other supporting
documents contained within the strategic framework) (for methods of
communication and engagement activities please see Appendix 3).
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Phase three – December 2015 to March 2016
14 December 2015 – 26
January 2016
15 and 18 January 2016

16 February 2016
7 – 24 March 2016
17 March 2016

Review of all comments received during the second period of
consultation to inform the re-drafting of the strategic plan into a final
draft document
Engagement with Strategic Planning Group to share comments
received during the second period of consultation and provide a final
opportunity, at this stage, for shaping and influencing this document
Strategic plan workshop with the integration joint board
Share the final draft strategic plan with management groups, NHS
Board, Council, Partners
Seek agreement of the final draft plan at the Integration Joint Board

7. Level of consultation and comments received
Over the course of the two periods of engagement there were 260 opportunities to discuss
the strategic plan and associated documents such as conferences, team meetings, focus
groups and consultation events. A full list of engagement activities is attached at Appendix
4.
It is believed that there was engagement with over 4,410 people throughout both periods of
engagement. This number is an estimation based on information from:
•
•
•

online questionnaire returns (171)
equality monitoring forms (332)
the number of people recorded at engagement events

Engagement activity resulted in 4,589 comments.
Comments
All comments received were:
• recorded into a single comments document and scrutinised to capture/identify any
emerging themes and
• forwarded to relevant lead officers and teams for their consideration in the revision of
documents
1,286 of the 4,589 comments related directly to the strategic plan and annexes.
The remainder related to the locality plans (3303).
•
•
•
•
•

216 comments related to the Annandale and Eskdale plan
747 comments related to the Nithsdale plan
1801 comments related to the Stewartry plan
495 comments related to the Wigtownshire plan
73 comments related to all plans

The numbers of comments received as noted above, reflect that:
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•

•

each of the four locality teams has taken different approaches in how they have
engaged with their communities i.e. these numbers reflect the levels of engagement
during the consultation period only whereas, some localities have been engaging
with their communities over a much longer period and
Variation in recording the number of comments received

8. Next Steps
Build on the learning from the consultation on the strategic plan to inform the development of
the participation and engagement strategy to improve future consultations
Identify key learning from VOiCE to also improve future consultations
Develop a consultation and engagement template to ensure more consistent recording of
consultation and engagement across the region
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Appendix 1 – National Standards for Community Engagement Scorecard

Scottish Community Development Centre - National Standards for
Community Engagement Scorecard
Select the Standards which apply to the example of community engagement.
Score on a scale of 1 – 5 how well you have met each element of the standard (1 is lowest and 5 highest.)
Summarise the evidence for your score.

1. Involvement
Parties with an interest in the subject of engagement are identified and involved.

1

2

1.1 All groups of people whose interests are affected by the issues that the engagement
will address are represented
1.2 Agencies and community groups actively promote the involvement of people who
experience barriers to participation
1.3 Agencies and community groups actively promote the involvement of people from
groups that are affected but not yet organised to participate
1.4 The people who are involved, whether from agencies or community group have the
authority of those they represent to take decisions and actions

3

4

5

√
√
√
√

1.5 The people who are involved, whether from agencies or community group maintain
a continuing dialogue with those that they represent

√

Evidence

• Strategic planning group established with key stakeholders represented
• Consultation Planning Group established before second period of engagement with representation from key networks and
stakeholders (building healthy communities, public health, community learning, third and independent sectors, localities,
strategic planning and integration programme team)
• Equality and diversity monitoring forms shows reasonable spread across Dumfries and Galloway demographics and protected
characteristics (no specific information on pregnancy and maternity and two postcodes not represented during first period of
engagement)
• Existing networks across localities and through stakeholders
• Advice sought from Scottish Health Council and Building Healthy Communities teams
• Use of participation appraisal (PA) approach which helped reach hard to reach groups. The PA approach uses people from
within rural communities who understand local issues and trained to support consideration of wider trends and changes that
may not affect that particular community.
• Ongoing dialogue anticipated through new IJB Participation and Engagement Strategy and Locality Participation and
Engagement Groups (Consultation Planning Group for the second consultation involved in the development of the strategy).
Plans underway locally to revive Public Involvement Panel. The PIP should also help support involvement of people who are
affected but not yet organised to participate.
• Anonymity and confidentiality for people who commented on the plan was considered – online survey anonymous; equality
and monitoring form was separate from comments; people were not asked for personal information at any events

2. Planning
Evidence of need and resources is used to agree purposes and actions

1

2

3

4

2.1 All parties are involved from the start in identifying and defining the issues that the
engagement should address
2.2 All parties are involved from the start in identifying and defining the issues that the
engagement, and the options for tackling them choosing the methods of engagement
that will be used
2.3 Participants express views openly and honestly
2.4 Public policies that impact on the engagement are explained to the satisfaction of
the participants and the wider community
2.5 Participants identify existing and potential resources available to the engagement
process and to achieving its purpose/s (for example money, people, equipment)
2.6 Intended results, that are specific, measurable and realistic, are agreed and
recorded
2.7 The participants agree the timescales for the achievement of the purpose/s
2.8 The participants assess the constraints, challenges and opportunities that will be
involved in implementing the plan
2.9 The participants agree and clarify their respective roles and responsibilities in
achieving the purpose/s
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2.10 Plans are reviewed and adjusted in the light of evaluation of performance
•
•
•
•
•

√

Evidence

Strategic Plan Workstream has representatives from across all stakeholders and planned the first period of engagement.
Consultation planning group was established for second engagement (see evidence in 1. Involvement for membership)
Strategic Planning Group had a key role in planning and supporting community engagement
Sam’s story was a helpful resource in explaining complex system change
Response to the question in strategic plan consultation questionnaire about whether strategic plan explained integration was
broadly positive.
• The second period of engagement was strongly influenced by experiences of the first. Throughout both periods of
engagement a flexible approach was taken to meet requests and changes
• A full record of all activities and comments received is established within the strategic planning team
• A full briefing pack with resources and clear instructions was shared with colleagues involved in community engagement – on
reflection we do think that some could have used more support to understand link between strategic plan and locality plans.

3. Support
Support needs of the participants will be identified and met.

1

2

3

4

3.1 The participants identify what support each representative needs to participate

√

3.2 There are no practical barriers to participants in community engagement.

√

3.3 There are no financial barriers to participants in community engagement

√

3.4 Impartial professional community development support is available to groups
involved in community engagement
3.5 Specialist professional advice is available to groups involved in community
engagement
•
•
•
•
•
•
•

5

√
√

Evidence

All plans were subject to ‘plain English’ review and easy read versions of the plans were provided
Accessible venues were used
Participation appraisal approach was used to facilitate work with hard to reach groups and advice from Building Health
Communities, health improvement teams and Scottish Health Council teams was sought to support engagement.
Transport costs were not provided however, a wide range of events were arranged throughout the region and where
possible sessions were arranged for existing group meetings
Timely response to requests from groups for facilitated sessions, eg Day Centre Network, Travellers session and additional
evening session in one area
Integration is a complex system change and so requires in depth conversation to reach the issues – therefore wide survey on
the spot is not appropriate
Staff engagement could have been better – alerting them to consultation was predominantly through email, wage slip
promotion or newsletter, however, we found that small group sessions were more meaningful as we believe staff do not
make the connection between their job and the broad strategic agenda.

4. Methods of engagement
Methods of engagement are identified and agreed.

1

2

3

4

4.1 The range of methods used is appropriate for the purposes of the engagement
4.2 Methods used identify, involve and support excluded groups
4.3 Methods are chosen to enable diverse views to be expressed, and to help resolve
any conflicts of interest
4.4 Methods are fully explained and applied with the understanding and agreement of
all participants
4.5 Methods are evaluated and adapted in response to feedback
•
•
•
•
•

Evidence

√
√

5

√

√
√

A broad range of methods of engagement was used, see methods of engagement in section 6 above
Methods of consultation were reviewed between first and second engagement period and a flexible approach was taken to
respond to request and opportunities to present information about the consultation periods.
Easy read versions of all the locality plans and strategic plan were available
Existing methods to reach potentially excluded groups was used, for example audio letter to visually impaired
Facilitated group meetings with potentially excluded groups included hard of hearing groups, visually impaired groups,
learning disabilities groups, multicultural groups.
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5. Working together
Procedures for how the parties will work with one another are agreed and
implemented. The parties:
5.1 Behave openly and honestly – there are no hidden agendas, but participants also
respect confidentiality
5.2 Behave towards one another in a positive, respectful and non-discriminatory
manner
5.3 Recognise participants’ time and other commitments

1

2

3

4

5

√
√
√
√

5.4 Encourage inclusion and openness by communicating with one another using plain
language
5.5 Take decisions on the basis of shared knowledge

√

5.6 Ensure that conflicts are recognised and addressed

√

5.7 Manage change effectively

√
√
√

5.8 Use resources efficiently, effectively and fairly
5.9 Support the process with administrative arrangements that enable the structure to
work

Evidence

• The Consultation Planning Group was used to ensure everyone had opportunity to contribute to the planning of the second
community engagement session.
• Programme Manager, Project Manager and Administrator support team in place to co-ordinate all activities and support
colleagues across the region. Council call centre used as central point of contact for public were provided with sufficient
information about events etc to be able to respond to any requests.
• Due to time constraints we linked with people who are already skilled in community engagement, using existing networks and
supports to make maximum impact.
• Funding was available to develop consistent resources in promotional materials, plans and facilitate group meetings
• No real conflicts arose other than around diary commitments and by working together these were quickly responded to and
resolved
• Briefing pack included guidance on involving everyone in group sessions, being respectful and behaving positively. Experienced
staff were involved in every event to ensure this.

6. Sharing information between the participants
Agreement is reached and implemented about how information will be communicated
between the participants.
6.1 Information relevant to the engagement is shared between all parties

1

2

3

4

√
√

6.2 Information is accessible, clear, understandable and relevant, with key points
summarised
6.3 Information is made available in appropriate formats for its users
6.4 Information is made available in time to enable people to fully participate and
consult others
6.5 All participants identify and explain when they are bound by confidentiality and
why access to such information is restricted
6.6 Within the limits of confidentiality, all participants have equal access to all
information that is relevant to the community engagement

Evidence

5

√
√
√
√

• Two periods of community engagement with wide circulation of information, using strategic plan workstream, strategic planning
group, partners and stakeholders, registered community groups, staff groups
• DG Change website host site for all information, details promoted widely
• promotional information from posters and flyers, business card size flyers to advertisements in newspapers, websites and
newsletters
• resources adapted for participation activities – eg multi cultural association session
• plain English and easy read versions available
• consultation planning group met regularly in planning stage and shared information regularly via email
• all information and resources co-ordinated from single point of contact for clarity of access and ensure consistency of style
• Timescales for the community engagement was short – so some opportunities were missed, eg particular community council
meetings. However information was shared with all community councils and registered community groups with the offer of
arranging a particular event or encouraging members to participate by returning a questionnaire either online or by post.
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7. Working with others
Agreement is reached and implemented about how the participants will work with
others. The parties to the engagement:
7.1 Identify other structures, organisations and activities that are relevant to their work

1

2

3

4

5

√
√

7.2 Establish and maintain effective links with such other structures, activities and
organisations
7.3 Learn about these structures, activities and organisations, to avoid duplication of
their work and complement it wherever possible
7.4 Learn from others and seek improvement in practice

√
√
√

7.5 Encourage effective community engagement as normal practice

Evidence

• Existing structures and networks were used to engage with community and staff
• Second period of engagement adapted from lessons learned from the first period of engagement
• Consultation planning group and strategic planning group were key to support learning about community structures and
activities.
• Engagement with area committees’ public meetings also helped avoid duplication
• Encouraging effective community engagement as normal practice will come through the new IJB Participation and
Engagement Strategy and Locality Participation and Engagement Groups, supported by Public Involvement Panel

8. Improvement
Skills, knowledge and confidence of the participants are developed.
8.1 All parties to the engagement process are committed to maximising the
understanding and competence of community and agency participants
8.2 All participants have access to support and opportunities for training or reflection
on experience to enable them and others to participate in an effective, fair and
inclusive way and meet the standards set out in this document
8.3 Each party identifies its own learning and development needs and together the
participants regularly review their ability to play their roles
8.4 Where needs are identified, potential of the participants is developed and
promoted
8.5 The competence and understanding of the engagement system as a whole is
regularly evaluated by the participants as it develops
8.6 Resources, including independent professional support, are made available to
maximise the competence and understanding of individual participants and the
engagement system as a whole
8.7 There is adequate time for competence and understanding to be developed
8.8 Methods used to improve competence and understanding reflect diverse needs and
are fit for purpose
8.9 Participants share their skills, experience and knowledge with community and
agency colleagues

1

2

3

4

5

√
√
√
√
√
√
√
√
√

Evidence

• Due to time constraints there was not sufficient time to formally train and support new staff in the skills required for community
engagement. Staff and partners with these skills were identified to lead sessions and senior staff attended all public drop-in
sessions. Any staff development therefore was informal.
• The Consultation Planning Group did provide the opportunity to share with experienced colleagues the aims and objectives of
integration in general and the engagement period particularly.
• The briefing pack provided details of key messages and had guidance on how to engage effectively.
• Colleagues from third sector, building health communities, health improvement teams, participation appraisal network, locality
teams, strategic planning and public health teams all supported this development informally.
• The forthcoming participation and engagement strategy and the work involved in developing public involvement panels and
participation and involvement groups within each locality should address the need for staff development.

9. Feedback to those who are affected
Results are fed back to the wider community and agencies affected.

1

9.1 Organisers of community engagement regularly feed back, to all those affected, the
options that have been considered and the decisions and actions that have been
agreed. This is done within an agreed time, to an agreed format and from an identified
source
9.2 Feedback is provided regularly to communities and organisations on the outcomes
and impact of these decisions and actions, within an agreed time, to an agreed format
and from an identified source
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3

4

√

√

5
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9.3 Explanations as to why decisions and actions have been taken are shared along with
details of any future activity
9.4 Information identifies opportunities for involvement in community engagement
and encourages positive contributions from groups in the community
9.5 Information promotes positive images of all population groups in the community
and avoids stereotypes
•
•

•

√
√
√

Evidence

This statement of consultation is published with the strategic plan to feedback to communities about the community
engagement.
Information from both first and second periods of engagement have been shared with strategic planning group which has
representatives from all key stakeholders and localities. It is anticipated that experience from these community engagement
activities will also inform the forthcoming participation and engagement strategy and participation and engagement groups
within each locality.
The IJB has also received information about both periods of engagement and recognises the importance of transparency and
robust community engagement.

10. Monitoring and evaluation
Performance of the engagement is monitored and evaluated.

1

10.1 The engagement process and its effects are continually evaluated to measure
progress, develop skills and refine practices
10.2 Progress is evaluated against the intended results and other changes identified by
the participants
10.3 The participants agree what information needs to be collected, how, when and by
whom, to understand the situation at the start of the engagement and as it progresses
10.4 Relevant participants collect and record this information

2

3

4

√
√
√
√
√

10.5 The information is presented in a user friendly and accurate way
10.6 The participants agree the lessons to be drawn from the evidence of the results
and changes
10.7 The participants act on the lessons learned
10.8 Progress is celebrated
10.9 The results of the evaluation are fed back to the participants and the wider
community
10.10 Evidence of good practice is recorded and shared with other agencies and
communities
•
•
•

Evidence

5

√
√
√
√
√

The national standards for community engagement, including the remote and rural advice note and the Visioning Outcomes in
Community Engagement (VOiCE) online tool have been used to provide a structure to analyse, plan, do and review the
community engagement regarding the strategic plan.
This scorecard as part of the statement of consultation contributes to the monitoring and evaluation of the community
engagement activities.
There has been very positive feedback from strategic planning group, integration joint board and others. This will be fed back
to the consultation planning group and other colleagues involved in the community engagement in order to ensure
recognition of good efforts across the region
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Appendix 2 - Membership of the strategic planning group
Representing users of healthcare services
Jeff Holt – Scottish Health Council
Carolyn Little – User and Carer Involvement (UCI) - Users and Carers Group (also
representing users of social care services)
Vanessa Martin
Stella McPherson
Representing Carers of people who use health and social care services
Claudine Brindle – Dumfries and Galloway Carers Centre
Jim McColm
Martin Rogan
Alex Russell
Representing health professions
Moira Cossar –Area clinical forum
Ken Donaldson –Medicine
Charles Dunnett – General Practice
Graham Gault –NHS general management group
Joan Pollard – Allied health professions
Alice Wilson – Nursing
Representing independent sector
Jim Gatherum – Care home provider
Sue Newberry - Scottish Care
Representing social care professions
Graham Abrines –Social work
Kate Macleod – Care and facilities
Fiona Wright – Occupational therapy
Representing users of social care services
Louise Boustead – Enable learning disability service user (supported by Jack Collet)
Representing housing (non-commercial providers and local authority strategic housing)
Jamie Carruthers – Scottish land and estates
David McMillan – Community council
Jim O’Neill – Council strategic housing
Representing third sector
David Coulter –Third Sector Dumfries and Galloway
Tony Freeman – Care Training Consortium
Martyn Robert Hawthorn – Royal British Legion
Martin Holmes – Community Integrated Care
Richy Lewis – Key Community Supports
Gerry McCoy – Alzheimer Scotland
Jane Middleton – Care Training Consortium
Hugh Robertson – Addaction
Alex Thorburn – Dumfries &Galloway Disability Access Panel
Representing diversity groups
Joseph Kidd-Bentley, LGBT Plus
Frank Smith, DG Voice
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Representing staff
Jimmy Beattie – Unison
Ann Farrell – Unite
Ewan Kelly –NHS Dumfries and Galloway Spiritual Lead
Brian Morton – Royal College of Nursing
Representing localities
Gary Sheehan – Locality Manager, Annandale & Eskdale
Mhairi Hastings – Interim Locality Manager, Wigtownshire
Alison Solley – Locality Manager, Nithsdale
Stephanie Mottram - Locality Manager, Stewartry
Commercial providers of healthcare services
(included in independent sector Representatives)
Non commercial providers of healthcare services
(included in third sector representatives)
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Appendix 3 - Methods of communication and engagement
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

circulation of emails containing consultation details and link to the online survey
mail shot to known community groups inviting focus groups or attendance at public
events
articles in the local newsletters and briefing notes
adverts in the local papers
article on BBC Radio
column on partners of integration web sites
information in NHS wage slips
articles on NHS and council staff intranet
email signatures included survey link
dg-change website and council consultation pages
posters, flyers, credit card resources at community buildings and public events
documents available to download online
weekly social media updates, including team twitter accounts
provision of engagement facilitation pack to staff involved in facilitating
discussions(included power point, press releases, facilitation guides)
public events and drop in sessions
facilitated focus groups
partner organisations staff events
presentations and discussions at existing meetings across all sectors and community
groups
presentations to area committees
presentations at conferences
display materials at exhibition events
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Appendix 4 – list of engagement and involvement activities
Groups involved in the development of the initial consultation document

DATE
03.02.15
19.02.15
02.04.15
15.04.15
17.04.15
17.04.15
21.04.15
30.04.15
05.05.15
06.05.15
07.05.15
14.05.15
25.05.15
28.05.15

ITEM
Strategic Planning Group
GP Sub Committee
Strategic Planning & Commissioning team
Joint Strategic Plan Editorial team
NHS Management team
Wider Strategic Planning & Commissioning team
Locality Planning Event
HSCI Programme Board
Joint Strategic Plan Group Drop-in
Joint Strategic Plan Group Drop-in
Joint Strategic Plan Group Drop-in
Joint Strategic Planning Group
Social Work Tactical Group
Integration Programme Board

VENUE

Crichton Hall
Garden Hill Health Centre
Crichton Hall
Crichton Hall
Crichton Hall
Crichton Hall
Chocolate Factory Castle Douglas
Dialogue Room, Nithbank
DGRI
GCH
Lockerbie Medical practice
Easterbrook Hall Duncan Rooms
Irish Street
Crichton Hall

Phase 1 – 22 June to 28 August 2015

DATE
15.06.15
01.07.15
01.07.15
07.07.15
10.07.15
10.07.15
13.07.15
15.07.15
15.07.15
21.07.15
27.07.15
27.07.15
27.07.15
28.07.15
28.07.15
29.07.15
30.07.15
30.07.15
03.08.15
03.08.15

ITEM
Interim Integration Joint Board
Nithsdale Area Committee
Wigtownshire Area Committee
Older People’s Consultative Group
Annandale Locality Workshop
Rotary Club
Non Executive Board meeting
Annandale & Eskdale Area Committee
Stewartry Area Committee
Nithsdale Integration event
Sensory Impairment Support Group
Gatehouse Public Engagement
NHS staff Well Being event in Stranraer
Newton Stewart Day Centre - Riverside
Newton Stewart Public Engagement
ACF meeting
Nithsdale Public Engagement
Nithsdale Public Engagement - evening
Castle Douglas Public Engagement
Castle Douglas Public Engagement - evening
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VENUE
Council Offices, English street
Ryan centre, Stranraer
Galloway Hospital, Stranraer
Buccleauch Centre, Langholm
Lockerbie Comrades Club
Crichton Hall
Crichton hall
Annan Town Centre
Castle Douglas Health Centre
Nithbank Committee Room
Fire station, Newton Stewart
Gatehouse Community Centre
Cancer drop in room, GCH, Stranraer
NS Day Centre
Newton Stewart Health Centre
Margaret Barty room, Education
centre, DGRI
DGRI
DGRI
Castle Douglas Health Centre
Castle Douglas Health Centre
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04.08.15
04.08.15
04.08.15
05.08.15
05.08.15
06.08.15
06.08.15
10.08.15
11.08.15
11.08.15
11.08.15
12.08.15
13.08.15
14.08.15

Safe and Healthy Action Partnership
NHS Board meeting
General Managers meeting
Gretna Public Engagement
Langholm Public Engagement
Stranraer Public Engagement
Stranraer Public Engagement - evening
Kaleidoscope
Nithsdale Public Engagement
Nithsdale Focus Group session
Dumfries writing club
Annandale & Eskdale Public Engagement
Annandale & Eskdale Public Engagement
Social work tactical group

14.08.15

Locality managers meeting

14.08.15
17.08.15
17.08.15
18.08.15
18.08.15
19.08.15
19.08.15
20.08.15
24.08.15
24.08.15
26.08.15
26.08.15

Staff forum in DGRI
Stewartry Public Engagement
Stewartry Public Engagement - evening
Nithsdale Public Engagement
Nithsdale Public Engagement - evening
WEST Care Providers meeting
Stewartry Sensory Impairment Group
EAST Care Providers meeting
Carers Interest Network
Wigtownshire Public Engagement
Annandale & Eskdale Public Engagement
Annandale & Eskdale Public Engagement - evening

Annan
Crichton Hall
Crichton Hall
Richard Greenhow Centre, Gretna
Buccleauch Centre, Langholm
Galloway Hospital
Ryan centre, Stranraer
Dumfries
Lochside Community Centre
Lochside Community Centre
NHC Northwest Resource Centre
Moffat Hospital
Lockerbie Town Hall
Garden hill Health centre Castle
Douglas
Garden hill Health centre Castle
Douglas
DGRI
Dalbeattie Health centre
Kirkcudbright Health Centre
Thornhill Hospital
Sanquhar Town Hall
Wigtown Community Halls
Castle Douglas Community centre
Cairndale Hotel Dumfries
Crichton Hall
Galloway Hospital
Annan town hall
Annan town hall

Phase 2 – 19 October to 11 December 2015

ITEM

VENUE

03.09.15
10.09.15

Hard of hearing volunteers
Federation of Community Councils

Castle Douglas Bowlers Hall
Beattock

14.09.15

Strategic Planning Group - Focus Groups, 2 East
meetings
Strategic Planning Group - Focus Groups, 2 West
meetings
DGHP Tenants event
Nithsdale Consultation Event: Staff Event
Integrated Joint Board - information workshop
Nithsdale Consultation Event: Staff Event
Wigtownshire Consultation Event: Health & Well being
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Annan, Dumfries

DATE

15.09.15
24.09.15
05.10.15
06.10.15
07.10.15
12.10.15
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Kirkcudbright, Dumfries
Easterbrook Hall
Thornhill Hospital rehab unit
Crichton Hall
Station Hotel, Dumfries
Burns House
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12.10.15
13.10.15
13.10.15
13.10.15
14.10.15
14.10.15
15.10.15
16.10.15
20.10.15
20.10.15
21.10.15
20.10.15
21.10.15
22.10.15
22.10.15
22.10.15
23.10.15
26.10.15

Partnership
Nithsdale Flu Vaccination Event
Nithsdale Flu Vaccination Event
Nithsdale Consultation Event: Area Committee
Wigtownshire Consultation Event: Presentation on
consultation approach
Wigtownshire Consultation Event: Staff Session
Nithsdale Flu Vaccination Event
Nithsdale Flu Vaccination Event
Nithsdale Flu Vaccination Event
University West of Scotland
Management Team meeting
Wigtownshire Consultation Event: Band 5 RGN
Roadshow
Nithsdale consultation event: Staff
Nithsdale Consultation Event: Public Event
Wigtownshire Consultation Event: Staff Session
Nithsdale Consultation Event: Public Event
Strategic Planning and Commissioning: reviewed the
approach
Nithsdale Consultation Event: Public Event
Nithsdale Consultation Event: Public Event

26.10.15
26.10.15
27.10.15
27.10.15

Nithsdale Consultation Event: Public Event
Flu Clinic Wigtownshire
Nithsdale Consultation Event: Public Event
Wigtownshire Consultation Event: Extraordinary
Locality Forum Meeting, Third Sector

27.10.15
27.10.15
27.10.15
27.10.15
28.10.15
27.10.15
28.10.15
28.10.15
29.10.15
29.10.15
29.10.15
30.10.15
30.10.15
02.11.15
02.11.15
03.11.15

Wigtownshire Consultation Event: Staff Session
Nithsdale Consultation Event: Public Event
Nithsdale Consultation Event: Public Event
Wigtownshire: Community Resilience Meeting
Wigtownshire: Health improvement Team meeting
Nithsdale Consultation Event: Public Event
Nithsdale Consultation Event: Public Event
Federation of Tenants and Residents regional meeting
Nithsdale Consultation Event: Public Event
Wigtownshire Consultation Event: Public Event
HSCI Programme Board
Nithsdale Consultation Event: Public Event
Wigtownshire Consultation Event: Flu Clinic
Nithsdale event
Wigtownshire Consultation Event: Cancer Drop In
General Managers meeting: Chair representing HSCI
Consultation
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St Georges Church Hall
St Georges Church Hall
Troqueer Primary School
Fire Station, Stranraer
North West Castle, Stranraer
St Georges Church Hall
St Georges Church Hall
St Georges Church Hall
Dudgeon House
New Board Room, CRH
North West Castle
St Michaels medical centre
Municipal Chambers Dumfries
Drummore Practice
Morrison’s, Dumfries
Crichton Hall
Lochthorn Library
Dumfries College, student
association area
DGRI Foyer
Newton Stewart Health Centre
DGRI Foyer
Burns House
Merrick Practice
Sanquhar Health Centre
Social work offices, Kirkconnel
Newton Stewart Health Centre
Locality offices, Stranraer
Hard of hearing group
DGRI Foyer
Crichton Golf Course
DGRI Foyer
Library, Stranraer
New Board Room, Crichton Hall
DGRI Foyer
NSHC
Georgetown Library
Cancer Drop in Centre
Crichton Hall, New Board room
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03.11.15
03.11.15
04.11.15

Wigtownshire Consultation Event: LGBT Plus
Stewartry Consultation Event: Community Mental
Health Team Event
SHAP Development Event (Cross Sector and Community
Groups)
Nithsdale Consultation Event: Public Event
Older People’s Consultative Group
GP Sub meeting

04.11.15
04.11.15
04.11.15

Wigtownshire Consultation Event: Flu Clinic
Wigtown Practice Visit
Newton Stewart Hospital & Community Staff/Whithorn

04.11.15

Carers Event: WEST

04.11.15
05.11.15
05.11.15
05.11.15

10.11.15

Nithsdale event
First meeting of IJB
Wigtownshire Consultation Event: Flu Clinic
Stewartry Consultation Event: Managers Briefing Staff
Event
Social Work Managers Tactical Group
Cairnvalley Medical Practice
Annandale & Eskdale Consultation Event: Public Event
Nithsdale consultation event: closed event
Nithsdale Consultation Event: Staff Event
Nithsdale Consultation Event: Public Event
Third Sector Conference
Wigtownshire Consultation Event: Cancer Drop Sessions
Wigtownshire Consultation Event: Order St John
Meeting
Wigtownshire Consultation Event: A&E Department
Annandale & Eskdale Area Committee
Wigtownshire Consultation Event: Dancercise Group
Wigtownshire Consultation Event: Cairnsmore Practice
Visit
Stewartry Consultation Event: LGBT Event

09.11.15
10.11.15
10.11.15
11.11.15
11.11.15
11.11.15
11.11.15
11.11.15
12.11.15

Nithsdale consultation event: closed event
Nithsdale consultation event: closed event
Nithsdale consultation event: staff event
Nithsdale Consultation Event: Staff Event
Wigtownshire Consultation Event: Day Surgery Suite
Wigtownshire Consultation Event: Day Surgery Suite
Nithsdale consultation event: closed event
Nithsdale consultation event: closed event
Nithsdale Consultation Event: Public Event

03.11.15
03.11.15
03.11.15

05.11.15
05.11.15
06.11.15
05.11.15
05.11.15
06.11.15
09.11.15
09.11.15
09.11.15
10.11.15
10.11.15
10.11.15
10.11.15

NOT PROTECTIVELY MARKED
Page 18 of 22

Burns House
Gardenhill Health Centre
Town Hall
North West Resource Centre
Georgetown community centre
Gardenhill Health Centre, Castle
Douglas
Creetown Surgery
Wigtown Practice
Newton Stewart Hospital, Staff
Room

Creebridge House Hotel, Newton
Stewart
Ewart Library, Catherine Street
Brooms Rd Fire Station, Dumfries
Newton Stewart Health Centre
Gardenhill Health Centre
Room 1 Irish Street
Dunscore Medical Practice
The Bruce Restaurant, Annan
Craft Group, NWRC
Food Train
Thornhill Hospital Rehab Unit
Easterbrook Hall, Dumfries
Cancer Drop In Centre
St John’s room , GCH
Galloway Hospital
Lockerbie Town Hall
Isle of Whithorn
Cairnsmore Practice
Carlingwark Outdoor Centre, Castle
Douglas
Left to write group, BHC
DG2 Café, NWRC
Gillbrae medical centre
Station Hotel, Dumfries
Day Surgery Suite
Care at Home service
Inkspirations group, NWRC
Tai Chi group, BHC
Sanquhar Health Centre

245

12.11.15
12.11.15
13.11.15
16.11.15
16.11.15
16.11.15
16.11.15
16.11.15
16.11.15
16.11.15
16.11.15
16.11.15
17.11.15
17.11.15
17.11.15
17.11.15
17.11.15
17.11.15
18.11.15
18.11.15
18.11.15
18.11.15
18.11.15
18.11.15
17.11.15
17.11.15
17.11.15
18.11.15
19.11.15
19.11.15
19.11.15
19.11.15
19.11.15
19.11.15
19.11.15
20.11.15
20.11.15
20.11.15
23.11.15

Nithsdale Consultation Event: Public Event
Stewartry Consultation Event: Mental Health &
Substance misuse Staff group
Nithsdale consultation event: closed event
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Stewartry Consultation Event: Public Event
Stewartry Consultation Event: Alzheimer & Dementia
event
Stewartry Consultation Event: Employer staff group
Wigtownshire Consultation Event: Monday Club
Wigtownshire Consultation Event: Cancer Drop In
sessions STAFF
Wigtownshire Consultation Event: ARC, Newton
Stewart
Stewartry Consultation Event: Public Event
Stewartry Consultation Event: Public Event
Annandale & Eskdale Consultation Event: Public Event
Nithsdale Consultation Event: Public Event
Wigtownshire Consultation Event: Public Event
Wigtownshire Consultation Event: Public Event
Day Centre Network
Stewartry Area Committee
Wigtownshire Consultation Event: Practice visit
Wigtownshire Consultation Event: Band 5 RGN
Roadshow
Wigtownshire Consultation Event: Arts Group
Wigtownshire Consultation Event: Tai Chi for Health
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Public Event
Primary and Community Care Management Board
Wigtownshire Consultation Event: BHC Office
Wigtownshire Consultation Event: Hard of Hearing
Group
Wigtownshire Consultation Event: Cluster meeting
Stewartry Consultation Event: Public Event
Get Ready for Winter: Red Cross event
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Public Event
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Hillview Leisure Centre
Castle Douglas Parish Church
Greyfriars medical practice
Lochthorn Medical Centre, Dumfries
Needles and pins sewing group
Crafternoons
Kirkcudbright Community Centre
St Ninians Church, Castle Douglas
Cream O Galloway
BHC Machars
Cancer Drop In Centre
ARC, Newton Stewart
Dalbeattie Day Centre
YMCA, Gatehouse of Fleet
Richard Greenhow Centre, Gretna
North West Resource Centre
Whithorn practice
McMillan Hall, Newton Stewart
Dalbeattie Day Centre
Kirkcudbright Primary School
Sandhead Practice
North West Castle
Isle of Whithorn
Portpatrick Community Hall
DG2 Café, NWRC
Health & Social Care reference group
Diabetes Support group
Tesco Extra, Glasgow Road
Gardenhill
Whithorn
Turner's Smiddy
Whithorn
New Galloway Lesser Town Hall
Colvend Hall
BHC Drop in
Gillbrae medical centre
Tai Chi group, BHC
Reiki, BHC group
Thornhill Health Centre
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23.11.15
23.11.15
24.11.15
24.11.15
25.11.15
25.11.15
25.11.15
23.11.15
24.11.15
24.11.15
25.11.15
25.11.15
26.11.15
26.11.15
26.11.15
26.11.15
26.11.15
27.11.15
27.11.15
30.11.15
30.11.15
30.11.15
30.11.15
30.11.15
30.11.15
30.11.15
01.12.15
01.12.15
01.12.15
01.12.15
01.12.15
02.12.15
01.12.15
01.12.15
02.12.15
02.12.15
02.12.15
02.12.15
03.12.15

Wigtownshire Consultation Event: Staff Event
Stewartry Consultation Event ; Learning difficulties
Annandale & Eskdale Consultation Event: Public Event
Wigtownshire Consultation Event: Apex Centre
Stewartry Consultation Event: Physical Difficulties event
Wigtownshire Consultation Event: ARC Stranraer
Scottish Interfaith Week event
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Public Event
Area Clinical Forum
Annandale & Eskdale Consultation Event: Public Event
Annandale & Eskdale Consultation Event: Public Event
HSCI Programme Board
Nithsdale Consultation Event: Public Event
DICE Event
Stewartry Consultation Event: LTC Staff group
Nithsdale Consultation Event: Public Event
Social Work Leads Tactical Group (Lillian Cringles) 15
min slot
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Public Event
Door to door at Travellers site in Collin
Wigtownshire Consultation Event: Community Council
Wigtownshire Consultation Event: Child Healthy Weight
Health & Physical Activity HSCI Event
Nithsdale Consultation Event: Public Event
Wigtownshire Consultation Event: Kirkcowan Primary
School
Wigtownshire Consultation Event: Life skills Group
SHAP
Wigtownshire Consultation Event: Belted
Galloway/Healthy Connections
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Public Event
Third Sector Thematic Forum
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Wigtownshire Consultation Event: Boccia group,
Glenluce Bowling Club
NOT PROTECTIVELY MARKED
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Cancer Drop In Centre, Galloway
Castle Douglas Community Centre
Moffat Town Hall
Apex Scotland Building
Castle Douglas Community Centre
ARC Stranraer
The usual Place, Café, Dumfries
Heathhall friendship club
Hard of hearing group
ADSSWS group
Thornhill Inn
DGRI Education centre
British Legion Club, Langholm
Thomas Hope Hospital, Langholm
Woodbank, Dumfries
Georgetown Community Centre
The usual Place, Café, Dumfries
Castle Douglas Community Centre

Kirkconnel Pharmacy
Irish Street
Salvation Army drop-in
MS Group drop in
DGRI Foyer
Collin
Ryan Centre
Kirkcowan
Easterbrook Hall
DGRI Foyer
Kirkcowan Primary School
Douglas Ewart School, Newton
Stewart
Town Hall, Annan
Newton Stewart Hospital
Alzheimer Scotland Day centre
Visibility, The usual place
DGRI Foyer
Dumfries and Galloway Citizen
Advice Bureau 81-85 Irish Street
Hard of hearing group
Third sector form
Glenluce Bowling Club
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03.12.15
03.12.15
03.12.15
03.12.15

Wigtownshire Consultation Event: Risky Behaviours Sub
Group
Nithsdale Consultation Event: Public Event
Carers Event: EAST
Nithsdale Consultation Event: Closed group

04.12.15
04.12.15
04.12.15

Annandale & Eskdale Consultation Event: Public Event
Nithsdale Consultation Event: Public Event
Health and Social Care: Reablement, Support, Care and
Lifelong Learning Conference

04.12.15
04.12.15
07.12.15
07.12.15
07.12.15
08.12.15
08.12.15
08.12.15

10.12.15
10.12.15
10.12.15
10.12.15

Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Wigtownshire Consultation Event: Stranraer Academy
Nithsdale Travellers Group meeting
Nithsdale Consultation Event: Public Event
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Stewartry Consultation Event: Hard of Hearing focus
group
Wigtownshire Consultation Event: HSCI Stakeholders
meeting
Stewartry Consultation : Speech and Language Therapy
Staff Group
Stewartry Consultation: Staff
Stewartry Consultation: Staff
Annandale & Eskdale Consultation Event: LGBT Group
Wigtownshire Consultation Event: Park Childrens
Services Centre
Wigtownshire Consultation Event: Park Childrens
Services Centre
Multi Cultural Association
Nithsdale Consultation Event: Staff event
Nithsdale Consultation Event: Closed group
Nithsdale Consultation Event: Closed group
Stewartry Consultation Event: Health & well being
partnership
Stewartry Consultation: Staff
Stewartry Consultation: Partners and Staff
Wigtownshire Consultation Event: Area Committee
Nithsdale Consultation Event: Closed group

11.12.15

Nithsdale Consultation Event: Public Event

14.12.15
14.12.15
16.12.15

Stewartry Consultation: Staff
Stewartry Consultation: Third Sector Staff
Stewartry Consultation: Smoking Matters Service

08.12.15
09.12.15
09.12.15
09.12.15
09.12.15
09.12.15
09.12.15
09.12.15
09.12.15
10.12.15
10.12.15
10.12.15

NOT PROTECTIVELY MARKED
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Locality Offices, Stranraer
DGRI Foyer
St Georges Church Hall, Dumfries
Dumfries & Galloway ME Network ,
Midsteeple
The Comrades Club, Lockerbie
DGRI Foyer
Dumfries and Galloway College
Charlotte street medical practice
D&G College Conference
Stranraer Academy
Collin School, Collin
Social work offices, Kirkconnel
Nurses retirement fellowship
Greyfriars medical centre
Church Hall, Blair Street, Dalbeattie
Fire Station, Stranraer
Nithview, Dumfries
Gardenhill Health Centre
Gardenhill Health Centre
Town Hall, Lockerbie
Park Childrens Services Centre
Park Childrens Services Centre
MCA HQ, Irish St, Dumfries
Nithbank canteen
New Abbey Surgery
ARC Dumfries
Garden Hill Health centre
Gardenhill Health Centre
Craignair Health Centre
Stranraer Academy
Movement disorder, Parkinsons
clinic: rehab
D&G College, Student Association
Area
Gardenhill Health Centre
Community Centre, Castle Douglas
Gardenhill Health Centre
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18.12.15
21.12.15

Stewartry Consultation: Dalbeattie Day Centre
Committee
Stewartry Consultation: Learning Difficulties

NOT PROTECTIVELY MARKED
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Dalbeattie Day Centre
Castle Douglas Community Centre

249

2016 – 2019

WO

R K I N G TO G E T

HE

Part 1

CIAL CAR
D SO
E

STRATEGIC PLAN

F U TU R E O F
HE
AL

AN

HEALTH AND
SOCIAL CARE

FO

HE
RT

TH

R

D U M F R I E S A N D G A L L O W AY I N T E G R AT I O N J O I N T B O A R D

DUMFRIES AND GALLOWAY

Health and Social Care

250

Contents		
Foreword

4

1

5

Introduction

1.1 What is the integration of health and social care?

5

1.2 Local principles of integration

6

1.3 What is this strategic plan?

7

1.4 Who is this plan for?

8

2

9

Vision and purpose

2.1 What is our vision and purpose?

9

2.2 What are we trying to achieve?

9

2.3 Mrs Galloway – before and after integration

10

3

11

The case for change

3.1 Demographic change

11

3.2 Multiple long-term conditions

13

3.3 Financial background

14

4

Key challenges

16

5

How we plan to achieve our vision

18

5.1 Enabling people to have more choice and control

18

• Self-directed support
• Commissioning for outcomes
• Self-management
• Independent advocacy
5.2 Supporting Carers

21

5.3 Developing and strengthening communities

22

5.4 Making the most of well-being

23

5.5 Maintaining safe, high quality care and protecting vulnerable adults

24

• Adult support and protection
• Patient safety programme
5.6 Shifting the focus from institutional care to home and community based care 25
• Developing new models of care and support
• Care at home and care homes
• Housing
5.7 Integrated ways of working

27

• Integrated workforce plan
5.8 Reducing health inequalities

2

29

251

5.9 Working efficiently and effectively

30

• Innovation
• Clinical and service change programme
• Tackling variation
• Buildings, land, equipment and vehicles
5.10 Making the best use of technology

31

• Information and communication technology (ICT)
• Technology enabled care
5.11 Summary table

32

6

37

Good governance and evaluating the strategic plan

Glossary of terms

38

Appendices
Appendix 1 - Membership of Strategic Planning Group

41

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

43

Appendix 3 - Services included within the Integration Joint Board in 		
Dumfries and Galloway
45
Appendix 4 - Impact assessment summary

46

Appendix 5 - Statement of consultation

48

Part 2
The annexes to the strategic plan are provided in part 2, which is a separate
document.
www.dg-change.org.uk/Strategic-Plan
Annex 1 - Strategic needs assessment
(executive summary and link to full document)
Annex 2 - Locality plans
(executive summary and link to full documents)
Annex 3 - Finance plan
Annex 4 - Market facilitation plan – key messages
Annex 5 - Performance management framework
Annex 6 - Dumfries and Galloway integration scheme
(description and link to full document)

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

3

252

Foreword
‘The Public Bodies (Joint Working) (Scotland) Act 2014’ requires
us to join together health and adult social care in Dumfries and
Galloway. This will create a single, responsive and flexible health
and social care system for the region that will deliver better
outcomes for those people who need care and support, their
families and communities. It also offers us an unprecedented
opportunity to work innovatively with the people of Dumfries
and Galloway, who are our greatest asset. Together we will work
towards our vision:

“Making our communities the best place to live active,
safe and healthy lives by promoting independence,
choice and control”.
This strategic plan was developed by consulting with, and listening to, people who
use services, their families, Carers, members of the public, people who work in health
and social care, and third and independent sector partner organisations. It sets out
the case for change, priority areas of focus, challenges and opportunities, and our
commitments over the next three years. The financial context for this and how we
propose to measure progress on achieving outcomes is included within part 2 of the
plan.
Taking a people-centred approach, with a community focus, that empowers people
and provides greater resilience, choice and control, is essential to achieving our
vision. This plan provides a framework for people to develop new relationships, new
partnerships and new cultures. This in turn will create opportunities for different
conversations that lead to innovative solutions that address key challenges such as
reducing health inequalities.
This is the first strategic plan for the Dumfries and Galloway Integration Joint Board
(IJB). Every year we will produce a delivery plan which will describe the progress that
we expect to make in the year ahead.
I am delighted to be the first chair of the integration joint board for the region and
am looking forward to working with staff, partners, people who use services and the
general public to make sure we deliver our shared ambitions.

Jim Dempster
Chair of Dumfries and Galloway Integration Joint Board (IJB)
March 2016

4
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1. Introduction
1.1 What is the integration of health and social care?
The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) sets a legal framework
for integrating (combining) health and social care in Scotland. This legislation says
that each health board and council must delegate (transfer) some of its functions to
new integration authorities. By doing this, a single system for planning and delivering
health and social care services is created locally.
The main purpose of integrating health and social care is to improve the well-being
of people who use those services, particularly those whose needs are complex and
require support from health and social care at the same time.
For people to have the best possible experience and outcomes, care and support
needs to be:
• personalised - designed and developed with the person, their family and their
Carers (as appropriate)
• regularly reviewed and reshaped to meet
the changing needs of a person
• focused on a person’s well-being
• forward-looking – avoiding a ‘crisis
management’ approach
• well co-ordinated between different
sectors and services

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

The integration authority in this region came into existence in the form of Dumfries
and Galloway Integration Joint Board on 1 April 2016. The responsibility for the
planning and delivery of the majority of adult health and social care services are
delegated from the council and NHS to this new body. (For a detailed list of delegated
services, see Appendix 3).
Across Scotland, integration authorities are responsible for delivering a range of
nationally agreed outcomes (as set out in section 2.2 of this document). To do this,
integration joint boards, along with council and NHS, must strengthen the role of
staff, localities, communities, and third and independent sectors.
Integration joint boards will make sure that integrated health and social care budgets
are used effectively and efficiently to achieve quality and consistency, and to bring
about a shift in the balance of care from institutional to community based care.
(Institutional based care is defined by the Scottish Government Information Services
Division as “hospital based care and all accommodation based social care”.)

5
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1.2 Local principles of integration
Local principles of integration for Dumfries and Galloway were agreed some time
ago. (Dumfries and Galloway Integration Scheme – see link in Appendix 2)
These include:
• integration must focus on improved health and well-being outcomes for local
people: quality of care and the needs of the individual are central to how we
plan and provide services
• self-determination and a commitment to a person-centred approach to care are
central in our considerations and decisions
• all adult health and social care services, including acute services, will be included
from the outset – opportunities to extend integration across other services will
be actively explored
• services will be provided at community or locality level wherever possible and
we will avoid unnecessary hospital admissions and duplication of professional
input
• local GPs must be at the heart of our community and locality services
• clear and robust decision-making structures will fully reflect the unique and
different roles of the NHS and the local authority, retaining the respective
accountability for resources, outcomes and performance and quality of services
through a continuing commissioning approach
• the integration joint board will have oversight of the delivery of all
commissioned services
• health and social care services in each locality will be accountable to their local
communities through the area committees and to the integration joint board
• clear and robust structures will provide for full delegation and empowered
decision-making
• professional leadership and oversight and practice development should remain
with senior professional officers in each organisation
Integrated ways of working are much more than simply ‘joining’ public sector health
and social care staff and services together. Whilst the council and the NHS locally have
a long and successful history of working together with partners, we need to be much
more proactive in involving people who use services, their Carers and families, and
communities, in planning and delivering care and support. The third and independent
sectors, and other key providers such as the Scottish Ambulance Service and NHS 24,
are also central to providing and maintaining effective care and support.
“Social care ....needs
to be chased up then you
have to go through whole
story again regarding
mum’s care to different
people.”

6

The independent sector is the largest social services employer in Scotland
and in Dumfries and Galloway. It has a major role in providing care with
most social care services delivered by them. ‘Scottish Care’ is the umbrella
organisation in Scotland that represents the largest group of health and
social care sector independent providers.
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The third sector in Dumfries and Galloway is made up of a wide range of
organisations, some of which are run as social enterprises. The range of services and
the opportunities they provide include health, social care and support, information,
advocacy and volunteering. ‘Third Sector, Dumfries and Galloway’ is the organisation
that acts as the local link for this sector, supporting them to make a lasting
contribution to the well-being of the people and communities of Dumfries and
Galloway.
1.3 What is this strategic plan?
It is an exciting and opportune time in Dumfries and Galloway to plan new ways of
working. As well as the integration of health and social care services, we will have a
new acute district general hospital by the end of 2017.
This plan sets out the nine national health and well-being outcomes for people that
we are seeking to achieve, key challenges for the region, the priority areas of focus
for health and social care and our commitments within each of these areas of focus.
In developing the strategic plan and establishing a process for regular review, the
integration joint board is supported by a strategic planning group (see Appendix 1).
This group (as required by legislation) includes representation from a wide range of
people as required by legislation.
This strategic plan is supported by the following documents which are included in
part 2 of the plan (www.dg-change.org.uk/Strategic-Plan ).
Annex 1 - A short summary of the
strategic needs assessment

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

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

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

Annex 3 - Finance plan

A summary of the overall resources relating
to integration, covering the financial years
2015/2016 to 2018/2019.

Annex 4 - Market facilitation plan
key messages

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

Annex 5 - Performance management
framework

A document which describes how we will
monitor progress on integration and the
achievement of the commitments within the
strategic plan.

Annex 6 - Dumfries and Galloway
integration scheme

Overview of the local arrangements for
integration with a link to the full document.

7
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The planning and policy landscape is complicated. Therefore it is critical that planning
and delivery are strongly connected to achieve improved outcomes for local people.
This strategic plan aims to build on the learning from previous years and existing
good practice.
We have developed the plan using:
• national and local policies and guidance
• learning from a wide range of programmes such as ‘Putting You First’
• legislation such as the Self-Directed Support (Scotland) Act 2013
• external inspections such as the Joint Adult Services Inspection
• the Dumfries and Galloway Single Outcome Agreement (SOA) 2013 – 2016.
We have included details and links to some of these in Appendix 2.

1.4 Who is this plan for?
All adult social care, adult primary care, community and acute health care services,
as well as some elements of housing, have been delegated to the integration joint
board. A full list of services included in the integration joint board is in Appendix 3.
The plan covers adults:
• with long-term conditions or disabilities
• who have unpaid caring responsibilities
• who have a degree of vulnerability or are in need of protection
• who need an intensive or acute level of service
• who are experiencing health or social care inequalities (see section 5.8 for more
information)
The strategic plan is also for people who are well and want to maintain or improve
their current level of health and well-being.
In Dumfries and Galloway there is also a Children’s Services Plan (see the link in
Appendix 2).

8
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2. Vision and purpose
2.1 What is our vision and purpose?
This plan is shaped around our vision:

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

2.2 What are we trying to achieve?
The Scottish Government has set out nine national health and well-being outcomes
for people.

People are able to look after
and improve their own health
and well-being and live in good
health for longer

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

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

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

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

Health and social care
services contribute
to reducing health
inequalities

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

People using health
and social care services
are safe from harm

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

9

258

2.3 Mrs Galloway – before and after integration
Mrs Galloway is a woman who lives in Dumfries and Galloway. She is 48 years old and
requires care and support as a result of a range of long-term health and social care
problems. She has been diagnosed with severe anxiety and depression, high blood
pressure, and recently had high blood sugar levels indicating that she may also have
type 2 diabetes. Mrs Galloway has a low paid job working at the local supermarket
and is a Carer for her profoundly disabled son who also receives support and care
from the local authority.
Before integration

Uncoordinated care and support

Confusing messages

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

Increased anxiety
Reduced confidence
Leading
to

Poorer health and well-being
Not feeling listened to
Feeling overburdened by
caring role

Having to repeat information
Small social support network

Feeling lonely

Falling into crisis

After integration

Coordinated care and support

Improved health and well-being

Telling the story only once

Reassured that plans are in
place

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

10

Leading
to

Increased confidence and
self-worth
Feeling involved in care and
support
Feeling involved in the
community
Feeling valued as a Carer
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3. The case for change
At a time of rising demand for services, growing public expectations and increasing
financial restrictions, it is essential to make sure that community and hospital services
work well together. If this does not happen, gaps or weaknesses in one part of the
system will have a negative effect elsewhere. For example, where there is an inability
to provide an adequate level of care and support at home for someone who needs
it, this can result in an unnecessary admission to hospital. Similarly, over-reliance
on hospital or residential care focuses resources on these areas and away from
community services.
The Scottish Government consultation exercise on integration (Integration of Adult
Health and Social Care in Scotland: Consultation on Proposals May 2012) highlighted:
• inconsistency in the quality of care for people and the support provided to Carers
across Scotland, particularly in terms of older people’s services
• that people are too often unnecessarily delayed in hospital when they are
clinically ready to leave
• that the services needed to enable people to stay safely at home or in a homely
setting are not always available quickly enough, which can lead to unnecessary
admissions to hospital
• that there is little association between the amount spent on health and social care
services and the outcomes achieved
• evidence of disjointed care
There is recognition and acceptance that the existing models for providing care
and support are no longer a realistic option. This is based on the evidence from the
Scottish Government (see above), the specific local key challenges we have identified
in this plan (section 4) and the collection of evidence set out in the strategic needs
assessment (Annex 1). To address these challenges whilst ensuring that we continue
to meet the increasing health and social care needs of our population, we must
deliver change now and at a scale and pace that we have never achieved before.
3.1 Demographic change
Demographic (the study of populations) trends in
Dumfries and Galloway show that in future, on
average, people will be living much longer. This
is good news but critically, despite this increase
in overall life years, the number of years that
people live in good health has not increased.

There are approximately
12,500 people in Dumfries
and Galloway who are
living with 2 or more
chronic illnesses, with this
increasing by about 300
people every year.

11
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Healthy life
expectancy
and life
expectancy

77.1
years
Ill Health

Healthy
Life

81.1
years

16.3

19.2

60.8

61.9

The 5 year
average for 2009
to 2013 figures
show that men
can expect to
spend 21% of
their life in
ill health and
women 25% of
their life.

Ill Health

Healthy
Life

Source: ScotPHO 2013

Our demographic trends also show that:
• there is estimated to be a reduction in the number of working-age people, from
87,400 in 2012 to 75,000 in 2037, resulting in fewer people to work in the health
and care sectors
• there will be an increase in the number of people living with two or more long
term conditions. This is estimated to be 300 more people per year
• the number of older people (aged 75 and over) living alone is likely to nearly
double by 2037, from 6,400 in 2011 to 11,700 in 2037
• the number of children aged 0 – 14 years is expected to decrease by 2,500 (9%) by
2037. This will have a significant impact on the future workforce.

Changes in
population

94,966

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

65-84 years
29,254
23,308
2011

2037

151,324

141,617

Source: National Records of Scotland 2012

12

3,796
2011

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

Over 85 years
2017

2022

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

2027

2032

2037
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87,398

Dependency
ratio

working
age

63,430
non
working
age

66,724
non
working
age

74,940
working
age

2037
2012

For every 10 working

For every 10 working

people there are

people there are

9 non-working

7 non-working people

people

Source: National Records of Scotland 2012

As a result of this demographic profile, those providing care and support are
challenged with balancing increasing levels of need with available capacity.
3.2 Multiple long-term conditions
There are growing numbers of people of all ages with long-term (sometimes called
chronic) conditions such as heart disease, anxiety disorders, lung disease and diabetes.
Increasingly, people have more than one long-term condition and this can lead to
complex and, at times, disjointed care.
Someone who suffers from multiple long-term conditions is more likely to be affected
by health inequalities than someone who does not. This is made worse if one of the
long-term conditions is a mental health condition. (Multi-morbidity Advice Note 2014
– see link in Appendix 2)

Long term conditions in Dumfries and Galloway
25,301

High blood pressure
Asthma
Diabetes

9,897
8,596

Coronary heart disease

8,150

Depression

7,017

Chronic kidney disease

4,941

Chronic obstructive
pulmonary disease (COPD)

4,286

12,496

Cancer

4,104

Stroke and transient
ischaemic attacks (TIAs)

have two or more
long term conditions

3,822

Source: Information Services Division Scotland: Quality and Outcomes Framework 2013/14 and SPARRA
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Dementia is a condition strongly associated with age therefore, as the number of
older people rises in the population, so too will the number living with dementia.

The number of people predicted to be
living with dementia across Dumfries
and Galloway

5,925

4,000

3,430

2017

2022

2037

Sources: EuroCoDe and National Records of Scotland 2012

3.3 Financial background
In Scotland, approximately one third of the budget for health and social care for
older people is spent on unplanned emergency activity in acute hospital care. This
includes emergency admissions to hospital and unnecessary days spent in hospital due
to discharges being delayed.
Other social work
£0.2bn

National health
and social
care spend for
older people by
activity – total
£4.6bn

Care homes
£0.6bn

Emergency
hospital
admissions
£1.4bn

Home care
£0.4bn

Family health
services
£0.4bn

Prescribing
£0.4bn
Community based care
£0.4bn
Sources: Scottish Government

14

Other hospital
care
£0.8bn
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This strategic plan and its associated programmes will have to be delivered within the
existing resources available to all partner organisations.
Given the recent announcements made in the draft budget for 2016-17 onwards, the
unprecedented scale of the economic challenge facing public services as a whole, as
we move toward an integrated health and social care budget, will require a higher
level of savings that have previously been delivered in recent times. The expectation is
that savings of at least 5% are anticipated for the 2016-17 financial year for Dumfries
and Galloway. This is around £15million across the system.
The draft integrated budget for the Dumfries and Galloway partnership is
summarised below.
Combined integrated draft finance plan – 2015 - 2019
2015/16

2016/17

2017/18

2018/19

£million

£million

£million

£million

62.1

62.4

62.9

63.4

NHS services

234.0

236.1

236.3

236.5

Total integrated finance plan

296.1

298.5

299.2

299.9

Council services

More details of the financial background including
the assumptions used for inflation, a more
detailed breakdown of spend, growth and
efficiency can be found in the finance plan. (See
Annex 3 in part 2 of the strategic plan.)

General Practice
prescribing accounts for
approximately £30million
worth of medicines each
year in Dumfries and
Galloway

15
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4. Key challenges
In consultation with all stakeholders, and reflecting the main messages from the
strategic needs assessment, we have identified the following key challenges for
Dumfries and Galloway in health and social care:
• health inequalities leading to poorer outcomes for people’s health and wellbeing
• increasing number of people with multiple long-term conditions, including
dementia, requiring higher levels of support to enable them to live
independently and at home or in a homely setting in the community
• projected housing need and demand in areas where people wish to live, creating
unsustainable and imbalanced communities
• increasing number of Carers requiring greater levels of support to reduce any
negative impact of their caring role on their own health and well-being
• maintaining high quality, safe care and protecting vulnerable adults in the face
of increasing need and reducing resources
• future sustainability of community based services (including GP, out of hours
and care at home services)
• fewer people to provide care and support to an increasing number of older
people
• national challenges in relation to the recruitment of health and social care staff
• present and anticipated rise in hospital admissions and delayed discharges
resulting in increased pressures across all of health and social care

While the rural nature of Dumfries and Galloway brings some advantages and
benefits, we recognise that it can also further complicate each of the key challenges
noted above. Additionally, rurality can impact on how we provide care and support to
a dispersed population efficiently and effectively. Other negative impacts of rurality
may include physical and social isolation, loneliness and limited access to suitable
transport.

16
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Scottish Government 6 fold urban rural classification
1 Large urban areas

Settlements of 125,000 or more people.

2 Other urban areas

Settlements of 10,000 to 124,999 people.

3 Accessible small towns

Settlements of 3,000 to 9,999 people and within 30 minutes drive of a
settlement of 10,000 or more.

4 Remote small towns

Settlements of 3,000 to 9,999 people and with a drive time of over 30
minutes to a settlement of 10,000 or more.

5 Accessible rural

Areas with a population of less than 3,000 people, and within a 30
minute drive time of a settlement of 10,000 or more.

6 Remote rural

Areas with a population of less than 3,000 people, and with a drive time
of over 30 minutes to a settlement of 10,000 or more.

Number of
people in
Dumfries and
Galloway by
urban rural
classification

29,531

Remote rural

19%

43,798

29%

Accessible rural
Remote small town
Accessible small town

39,573

26%

26,463

18%
11,465

Other urban areas
Large urban areas

8%
Source: Scottish Urban Rural Classification 2013-14: National Records Scotland Small Area Popluation Estimates 2012

Population density - number of people per hectare (10,000m2)

Glasgow City 33

Scotland average 0.7

Dumfries & Galloway 0.2

Source: Census 2011
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5. How we plan to achieve our vision
To deliver our vision and the nine national health and well-being outcomes, we need
to effectively tackle the key challenges. To do this, we have identified ten priority
areas of focus:
• enabling people to have more choice and control
• supporting Carers
• developing and strengthening communities
• making the most of well-being
• maintaining safe, high quality care and protecting vulnerable adults
• shifting the focus from institutional care to home and community based care
• integrated ways of working
• reducing health inequalities
• working efficiently and effectively
• making the best use of technology
In the following section, under each of these areas of focus are a number of
commitments (‘we will’ statements). These commitments will be the basis for
measuring how we put this plan into practice, so that we achieve our vision and the
nine national health and well-being outcomes.
The commitments are summarised in 5.11, set against the nine national health and
well-being outcomes and the ten local priority areas of focus.
5.1 Enabling people to have more choice and control
We need to enable people to have more choice and control of their lives, drawing
on support from their families, friends and communities to make the most of their
potential and abilities. New approaches must be much more person-centred, with the
person being in control of their own care and support and being an equal partner in
making decisions about their care.
We will enable people, especially vulnerable adults and those important to
them, to decide their own personal outcomes.
We will work to overcome barriers to people being involved in their own
care.
We will use feedback from people to develop new approaches to delivering
outcomes.
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This approach of putting the person at the centre is supported internationally as
shown in the World Health Organisation diagram below.

Conceptual framework for people-centred and integrated health services

World Health Organisation (2015)

Self-directed support
The local authority has a duty to offer a choice of four options to enable people to
decide how their care and support should be delivered.
Option 1 - the person chooses to arrange their support through a direct payment.
Option 2 - the person chooses their support to be managed by someone else.
Option 3 - the person chooses their support to be managed by the local authority.
Option 4 - a mixture of the first three options.
The Social Care (Self-directed Support) (Scotland) Act 2013 (see link in Appendix 2)
puts people in control of the process of asking for care and support through a
supported self-assessment. This can include professional input to help develop a
personal plan with clear outcomes. The plan includes identifying the resources
available from the person and their family and community networks, as well as any
need for input from health, social work or other agencies to support the achievement
of the identified outcomes.
We will develop an online learning tool that enables staff across the
partnership to have a better understanding of self-directed support and
embed it in practice.
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Commissioning for outcomes
The Scottish Government defines the strategic commissioning process as analysing,
planning, implementing and reviewing what we do. Categorising people into groups
such as older people, people with mental health problems, people with physical
and sensory impairments or Carers, forms the basis for traditional approaches to
commissioning.
We have also generally contracted and monitored services based on levels of activity
or inputs. Commissioning for outcomes is central to delivering self-directed support
as it is based on the benefits a person can get from the appropriate level of good,
joined-up care and support rather than from the service itself. The approach:
• recognises people have increasing multiple long-term conditions and the
associated complexity and connections of a range of factors that need to come
together to deliver the right outcomes for people
• gives sectors and organisations an incentive to work in an integrated way
We will change the focus of contracting from
specifying levels of input activity to delivering
health and well-being outcomes for people.
Self-management

“I felt so enabled
and empowered by the
anaesthetist I saw for my
chronic pain that I feel that
I can now effectively selfmanage my own condition.”

Self-management is the term used when people make
decisions about, and manage, their own health and
well-being. It means people moving away, or being
helped to move away, from passively receiving care to
taking a leading and more proactive role. It can apply to people who are healthy and
well, those managing their own long-term conditions or those who are acutely ill.

To do this, people need to develop their knowledge, skills and confidence to make
informed decisions. There are various training programmes that support both people
and providers of health and care support. We need to make far better use of the selfmanagement models that exist and identify and develop these further.
We will support more people to be able to manage their own conditions, and
their health and well-being generally.
We will develop, as part of a Scottish Government initiative, online access to
information and tools that give people the power to take responsibility for
their own care.
Independent advocacy
We are committed to ensuring that there is support available to safeguard people
who are:
• at risk
• in situations where they may be vulnerable
• unable to speak up for themselves
• in need of help to express their views and make their own decisions and
contributions
We will make sure that people have access to independent advocacy if they
want or need help to express their views and preferences.
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5.2 Supporting Carers
As the responsibility for delivering care falls ever more on unpaid Carers (i.e. families,
friends, partner or significant other and neighbours), providing support to Carers
becomes an increasing local and national priority. They are the largest group of care
providers in Scotland, providing more care than the NHS and council combined.
A Carer is generally defined as a person of any age who provides unpaid help and
support to someone who cannot manage to live independently without the Carer’s
help due to frailty, illness, disability or addiction. The term ‘adult Carer’ refers to
anyone over the age of 16, but within this group those aged 16 – 24 are identified as
‘young adult Carers’.
At the 2011 census, 10% of the population of Dumfries and Galloway identified
themselves as Carers (14,995 – this includes ‘children’ who are Carers).

Carers in Dumfries and Galloway

Carers over 16
years old

616 (14.5%)
in bad or very
bad health
4,255 (29%)
provide
support
over 50
hours per
week

14,673

Source: Census 2011

The current Dumfries and Galloway Carers Strategy (see link in Appendix 2) was
developed in consultation with local Carers. It outlines the overarching themes and
priorities for Carers and sets out a local plan for action.
‘Equal Partners in Care’ (EPiC – see link in Appendix 2) provides training resources for
staff on involving Carers in the planning and decision-making processes for the person
they care for.
The Carers (Scotland) Bill (see link in Appendix 2) states that Carers should be better
supported on a consistent basis so they can continue to care (if this is what they want)
in good health and well-being, and have a life alongside of caring. This is already
recognised within the current Dumfries and Galloway Carers Strategy.
The provision of short breaks is one way in which Carers can be supported in their
caring role. Short breaks are breaks from routine
and can be time spent apart or together with
“It’s good to know that there are
extra support. ‘Respite’ is the positive outcome
people looking out for you and your
of the short break and should benefit both the
health as people like myself are
person being cared for and their Carer, supporting
sometimes too busy looking after
their relationship and offering opportunities and
everyone else and tend to forget
experiences.
about ourselves.”
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Short breaks are usually arranged on a planned basis but can also be a means of
providing immediate support in a crisis situation. However, a preventative, forwardlooking plan to avoid crisis situations should be the approach used.
We are committed to creating a supportive working environment for Carers within
the Dumfries and Galloway Partnership. ‘Carer Positive’ is an award for employers in
Scotland who achieve this.
We will provide support to Carers (including the provision of short breaks)
so that they can continue to care, if they so wish, in better health and have a
life alongside caring.
We will develop a consistent approach across the workforce to make sure
that the needs of the Carer are identified and that Carers are supported in
their own right.
We will work towards developing ‘Carer Positive’ as an approach across the
partnership, identifying staff who are Carers and supporting them in their
own personal caring roles.
5.3 Developing and strengthening communities
The physical, mental and social well-being of the local population is greatly
influenced by issues such as deprivation, employment, education, housing and the
environment. There is evidence that using low level community and social supports
can greatly increase a person’s potential to better manage their health, live well in
their homes and communities for longer, and reduce loneliness.
Identifying and making best use of the assets and resources that exist at both an
individual and community level is therefore a valuable starting point to do this. Assets
can be individuals, families, communities, knowledge, skills, buildings, groups or
money. There is a real willingness and enthusiasm within communities, community
planning partners and the third and independent sectors to support this ‘asset-based
approach’.
The value of volunteers to communities is well documented, as are the benefits of
volunteering to the individual. There is evidence that volunteering can improve wellbeing, increase confidence and strengthen someone’s links with their community.
This way of working encourages real partnerships which mean listening to what
people say they need and what would make a difference. It also means involving
people in decision-making, so that they can be in control rather than passively
receiving services.
We know that to work effectively with communities:
• requires a significant investment of time and resources
• needs to be maintained over the longer term
• requires a specific set of skills
We will work with people to identify and make best use of assets to build
community strength and resilience.
We will actively promote, develop and support volunteering opportunities.
We will strengthen public involvement at all levels of planning health and
social care and support.
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5.4 Making the most of well-being
Making the most of and maintaining health and well-being is always better than
treating illness. Where possible the aim is to prevent ill health or, where health or
social care needs are identified, to make sure there are appropriate levels of planning
and support to prevent further deterioration.
A proactive approach is required to achieve this aim, including:
• action from an early age and across the whole of a person’s life
• an awareness of the potential impacts of physical, spiritual, psychological and
social influences on a person’s well-being
• identification of issues that can impact negatively on a person’s overall well-being
such as loneliness, isolation, financial poverty
We will support people to lead healthier lives.
We will provide opportunities and support for people to develop and review
their own forward-looking care and support plans.
We will work to identify people who have an increased risk of reaching crisis
and take early steps to avoid this.

Alcohol
consumption

41%
of adults drink more than the recommended
daily or weekly limits

Source: ScotPho 2015 - well-being profile
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5.5 Maintaining safe, high quality care and protecting vulnerable adults
Adult support and protection
All adults have the right to live free from physical, sexual, psychological or emotional,
financial or material neglect and failure to act, discriminatory harm or abuse. This is a
key priority for the integration joint board.
National policy to protect people has moved
forwards significantly over the last 10 to 20 years
with new laws for adults with incapacity, mental
health care and treatment and, most recently, adult
support and protection (see link in Appendix 2).

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

Under the Adult Support and Protection (Scotland)
Act 2007, public sectors have a duty to report concerns relating to ‘adults at risk’ and
the council must take action to find out about and, where necessary, intervene to
make sure vulnerable adults are protected.
The necessary procedures and frameworks to deliver this are in place. However, these
need further development and are being reviewed and monitored through the Adult
Protection Committee. Key partners are fully aware of their shared responsibility in
the protection of vulnerable adults.
We will make sure that all staff can identify, understand, assess and respond
to adults at risk.
We will support the provision of a Multi-Agency Safeguarding Hub to ensure
a joined-up approach in terms of identifying, sharing information about and
responding to adults at risk of harm.

Adult support
and protection

Reasons for
referral

Number of
referrals

176

Psychological harm
Physical harm

163

Self harm

108

Financial harm

105
93

Neglect
Domestic abuse

629
adults were referred to
the adult support and
protection team in 2014/15

Source: Dumfries and Galloway Council
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Other types of harm recorded include: institutional,
discriminatory, human rights, sexual
People may have been referred for more than one
type of harm.
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Patient safety programme
There are a number of programmes aiming to reduce the risk of harm to people. The
Scottish Patient Safety Programme (SPSP), launched in 2008, is one of these. While at
first this programme was focused on acute (hospital based) care, it now includes:
• acute adult care
• maternity and children’s care
• mental health care
• primary care
We will make care as safe as possible and identify opportunities to reduce
harm.
5.6 Shifting the focus from institutional care to home and community based
care
Developing new models of care and support
New models of care and support should reflect and promote the shift towards greater
choice and control for people and make a positive difference to their outcomes. As
a result, it is crucial that people who use services, and their Carers and families, are
involved in designing them.
To achieve positive differences we need to develop clinical and care pathways that:
• shift the point where care is delivered from institutions to home and community
based settings
• shift responsibility for managing and delivering care towards
people and their communities
• shift care and support from managing crises to preventing
them in the first place and taking action early
The Scottish Government recognises health and social care
partnerships as the main way through which these ‘shifts’ will
happen.

Emergency admissions to
hospital (in Dumfries and
Galloway) for people aged 85+
have gone up 18% over the last
four years (1,600 in 2009/10 to
1,900 in 2013/14)

Options for tackling this include developing new models of delivering care such as:
• consultants supporting community based, multi-disciplinary teams
• developing advanced practitioner roles for nurses and allied health professionals
• identifying more appropriate pathways of care for people who do not require an
acute level of care but are not quite fit enough to return home
• adopting re-ablement approaches, i.e. supporting people to achieve their best
possible level of independence
We will adopt re-ablement as both a first approach and as an ongoing model
of care and support.
We will deliver healthcare within community settings as the norm and only
deliver it within the district general hospital when clinically necessary.
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Number of unnecessary bed days in DGRI, Community
and Cottage Hospitals due to discharges being delayed
12,835
3,042

2011/12

2014/15

Source: NHS Dumfries and Galloway

Care at home and care homes
Care at home (i.e. personal care provided by a paid
carer in someone’s own home) and care homes (i.e.
residential care homes and/or nursing homes) are
critically important resources within the current
delivery of health and social care.

897 people in D&G
currently receive 10 or
more hours of care at
home per week

The challenge is to make sure that appropriate levels
of care and support are available and sustainable to
meet increasing needs within existing resources. To achieve this, a programme of work
involving all four sectors has been set up to review both care at home and care homes
across the region.
In moving forward it is essential that:
• care providers are supported to be innovative,
to collaboratively develop new models of care
and to work in new ways with partners
• workforce recruitment and retention
challenges are addressed

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

We will work with providers to support them to pay the national living
wage.
We will identify with partners and people who use services, models of
care at home and care home provision that deliver improved outcomes for
people.
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Housing
Housing is critical to the success and continued sustainability of health and social care
and support.
Certain limited aspects relating to housing are within the scope of health and social
care integration, for example ‘Care and Repair’. However, the broader aspects of the
housing sector also provide a significant contribution to the national outcomes for
health and well-being, including helping people to stay in their own homes. These
include:
• information and advice on housing options
• low level preventative services
• housing support based on an individual assessment of need
• physical adaptations to properties
• investment in new affordable homes
• involving tenants in a range of community based activities
• services to homeless people
A new ‘housing need and demand assessment’ (HNDA) will feed directly into a future
update of the strategic needs assessment (see Annex 1) and will be the evidence base
for the new local housing strategy. It is likely this work will result in opportunities to
redesign sheltered and very sheltered housing and develop a range of intermediate
care options.
The council has recently established a new ‘life-time homes fund’ from council tax
second homes income. This will provide additional funding to housing associations in
the region to build a percentage of all new housing to an enhanced specification with
a more flexible design to support people with particular needs. This will avoid the need
for retro-fit solutions after the homes have been let.
We will combine the information from the housing need and demand
assessment with the strategic needs assessment to help us with planning.
We will develop housing related services and new affordable housing that is
designed to reduce both unplanned admissions to hospital and the number of
people unnecessarily delayed in hospital.
A housing contribution statement has been developed (see link in Appendix 2.)
5.7 Integrated ways of working
A skilled and motivated workforce across health and social care is critical to delivering
national and local outcomes. Our aim is that integrated ways of working will value and
recognise the contribution of all staff, provide opportunities for developing careers
and roles, and support people in developing creative solutions.
We will achieve new, effective integrated models of care by supporting and helping
our collective workforce, and their representatives, to develop and work together
in integrated ways. This will be supported further by improving social enterprise,
volunteering and commissioning based on outcomes.
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It is important that we acknowledge and accept that different cultures exist within
each sector (council, NHS, third and independent sectors) and that there are minicultures within each of the cultures. It helps us to develop our understanding and
to respect each other’s values and beliefs. The diversity of these cultures brings
opportunities offering new and different viewpoints and a more multi-dimensional
view of what we are trying to achieve. However, diversity also brings challenges that
can act as barriers to integrated ways of working.
By challenging these barriers we will work towards achieving:
• a healthy organisational culture
• a sustainable workforce
• a capable and empowered workforce
• an integrated workforce
• effective leadership with a focus on:
-- cross-sector working
-- using approaches that are driven by values
-- honest dialogue
-- strengthening management
-- leading teams and involving people
We will support staff to be informed, involved and motivated to achieve
national and local outcomes.
We will involve staff to develop a new culture that promotes different ways
of working for the future.
We will provide opportunities for staff, volunteers, Carers and people who
use services to learn together.
Integrated workforce plan
An integrated workforce plan for the integrated services across all sectors will help to
make sure that we have the right people with the right skills in the right place at the
right time. A successfully integrated workforce will need leaders locally to commit to a
shared ambition, shared goals and who support staff to work across role, geographical
or organisational boundaries.
New roles will emerge as service models change, and this will mean building on
existing skills and developing new ones for our current workforce and new staff.
To develop this, we will need a combination of:
• workforce information – a challenge is collecting and sharing information across
all sectors
• workforce planning – we need to take account of current and future demand,
local demographics, the local and national job market and available budget
• workforce development activities – we need to explore how to do things
differently and give staff adequate and appropriate skills to deliver new models of
care and support
We will develop a plan that describes and shapes our future workforce
across all sectors.
We will aim to be the best place to work in Scotland.
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5.8 Reducing health inequalities
Health inequalities are unjust differences in health outcomes experienced by people.
These can arise from the circumstances in which people live, the long term conditions
that they have (see section 3.2) and the opportunities they have for health and social
well-being. People from minority communities or with protected characteristics (e.g.
religion or belief, race or disability), especially, may experience health inequalities, for
example in accessing care and support.
There is a range of factors that contribute to health inequalities including poverty.
Reducing health inequalities involves action on the broader social issues that can
affect a person’s health, including education, housing, loneliness and isolation,
employment and income. Well-being will not be achieved by focusing only on
improving the health of individuals.

Differences in life expectancy

shortest

longest

Stranraer Central

Annan South

69.7 years

80.4 years

shortest
Dumfries West

77.7 years

longest
Georgetown

89.9 years

Source: ScotPHO Profiles 2015. Gretna and Canonbie are excluded due to errors in collecting cross-border data.

Health and social inequalities must be considered in the planning stages of services
and programmes to make the most of their potential for contributing to reducing
inequalities. There is already effective partnership working to tackle inequalities
through specific action contained in the Single Outcome Agreement and Dumfries
and Galloway Anti-Poverty Strategy (see link in Appendix 2).
It is important that services are designed and delivered in a way
that enables those most in need to have easy access. It is this
approach, at both a strategic and locality level, which will lead to
healthier adults, able to live fulfilling and independent lives.
As well as focusing specifically on health and social care for adults,
programmes of work will need to be delivered to improve the
health and well-being of children and young people to make sure
they grow into healthy adults - see link to Dumfries and Galloway
Children’s Services Plan in Appendix 2.

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

We will reduce, as far as possible, the effect of social and
economic inequalities on access to health and social care.
We will share learning about health and social care inequalities, including
their causes and consequences, and use this information to drive change.
We will develop a health inequalities action framework aimed at reducing
health inequalities.

29

278

5.9 Working efficiently and effectively
Innovation
Innovation is one of the 12 priority areas of action in ‘A Route Map to the 2020
Vision’ (see link in Appendix 2) for achieving high quality long-term health and
social care.
The Institute for Research and Innovation in Social Services (IRISS) develops and
promotes the use of tools and techniques to help strengthen evidence and innovation
in social services (see link in Appendix 2).
The Scottish Health Technologies Group (SHTG) provides advice on the evidence about
the clinical and cost-effectiveness of existing and new technologies likely to have
significant implications for care and support in Scotland (see link in Appendix 2).
The above will support us to deliver innovative practice, (that contributes to the
development of a body of evidence), support research and use new and creative
ideas, products and models of care.
We will measure performance against good practice from elsewhere, and
encourage and support new ideas locally.
We will support staff and partners to develop new and better ways to
provide health and social care, to reduce duplication and increase efficiency.
Clinical and service change programme
This programme will manage and put into practice the changes needed to deliver the
benefits from the move to a new district general hospital in Dumfries and Galloway
in December 2017. This work will contribute to the achievement of good health and
social care outcomes for people.
As we move towards fuller integration, we will face difficult decisions about agreeing
how services will function in the future. We will need to invest more in some areas
and less in others to deliver the most effective and efficient services which match the
themes and priorities in this plan. This should take account of the new approaches
discussed in section 5.6.
We will make sure that effective and sustainable models of care are tested
and implemented prior to transition from the current DGRI to the new
district general hospital.
We will ensure that there is good linkage between work relating to the new
hospital project and community based health and social care.
Tackling variation
Variation is the term used to describe the differences in practice, outcome or costs
that cannot be explained on the basis of need, evidence or preference. Organisations
use this to be more efficient and effective as part of
redesigning and improving services. The main aim is
During 2013/14 the
to reduce bad variation while protecting the good
average
cost of prescribing
variation that makes care person-centred, safe and
for each person who received
high quality.
at least one prescription that
We will reduce variation in practice, outcomes
year ranged across practices
and costs which cannot be justified.
from £175 to £316.
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Buildings, land, equipment and vehicles
The council and the NHS have significant physical
assets in buildings, land, equipment and vehicles.

“Pharmacies are a
wonderful local resource:
They need to be promoted
more.”

We need to make more effective use of these and
existing wider community assets such as opticians,
care homes, sheltered housing and pharmacies.
This will support the focus of delivering care closer
to home by making careful decisions about where to invest and where to reduce
or withdraw investment. These decisions will need to consider the use of space,
environmental sustainability, reducing our carbon footprint and improving the
experience of people who use services (see link in Appendix 2).

We will develop a plan to make sure we use physical assets such as buildings
and land more efficiently and effectively.
We will make sure that physical assets used by the integration joint board
are safe, secure and high quality and, where appropriate promote health and
well-being.
5.10 Making the best use of technology

“Sometimes I need to see the
Using technology to help achieve our aims is
GP but can’t get an appointment
a basic building block to delivering the 20:20
they say I should phone at 8am,
vision for Scotland (see link in Appendix
but I need someone to help me
2). In the future, the vast majority of care
phone, and my support workers
and support will be provided in community
are not here at that time in the
settings. Developing and delivering
morning.”
information and communication technologies
and a programme of ‘Technology Enabled
Care’ (TEC) is critical to achieving seamless and sustainable care and support across the
entire health and social care spectrum.
Information and communication technology (ICT)
Enabling greater access to real time, relevant information and improving
communication between partners is the purpose of developing information and
communication technologies. In Dumfries and Galloway this will focus on:
• helping embed forward-looking care across the region
• enabling the sharing of care and support plans appropriately
• providing easier access to clinical and social care information
• supporting people to manage their own care online
We will deliver a single system that enables public sector staff to access or
update relevant information electronically.
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Technology enabled care
Technology enabled care is the use of a range of digital and mobile technologies to
deliver health and social care and support at a distance. This can include:
• gathering and sending a person’s physiological measurements from their home for
clinical review and early action. This is known as ‘home remote health monitoring’
• the use of digital technologies to enable supported self-management
• ‘teleconsultations’ where technology such
as email, phone, video conferencing, digital
imaging, websites and digital television
are used to support consultations between
someone and their health or social care
professional

“Patients in this area have
to travel 120 miles round
trip to Dumfries for maybe a
five minute interview with a
doctor.”

• personal alarms, devices and sensors in the
home including monitors for daily activity
patterns such as ‘safer walking’ in the community for people with mental or
physical conditions, detecting falls and/or epilepsy seizures and medication
reminders
We will develop a programme of technology enabled care that supports the
development of new models of care and support and new ways of working.
5.11 Summary table
This summary sets out:
• the nine national health and well-being outcomes
• the priority areas of focus as they relate to one or more national health and wellbeing outcomes
• our commitments – the ‘we will’ statements – as they relate to the ten priority
areas of focus and the nine national health and well-being outcomes
The commitments are the basis of measuring how we are putting this plan into
action and therefore the progress towards achieving our vision and the nine national
health and well-being outcomes. The measures, where available, against each of the
commitments are shown in the performance management framework in Annex 5.
www.dg-change.org.uk/Strategic-Plan
We have to deliver the strategic plan, and its associated programmes, including the
commitments, within the resources we have available.

32

281

Summary table
National outcome

Priority areas of focus

Our commitments

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

Enabling people to
have more choice and
control

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

Making the most of
well-being

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

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

Developing and
strengthening
communities

• We will work with people to identify and make
best use of assets to build community strength and
resilience.

Making the most of
well-being

• We will work to identify people who have an
increased risk of reaching crisis and take early steps
to avoid this.

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

• We will deliver healthcare within community
settings as the norm and only deliver it within the
district general hospital when clinically necessary.
• We will adopt re-ablement as both a first approach
and as an ongoing model of care and support.
• We will combine the information from the housing
need and demand assessment with the strategic
needs assessment to help us with planning.
• We will develop housing related services and new
affordable housing that is designed to reduce both
unplanned admissions to hospital and the number
of people unnecessarily delayed in hospital.
• We will actively promote, develop and support
volunteering opportunities.
• We will strengthen public involvement at all levels
of planning health and social care and support.
• We will work with providers to support them to pay
the national living wage.
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Summary table
National outcome

Priority areas of focus

Our commitments

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

Enabling people to
have more choice and
control

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

Maintaining safe,
high quality care and
protecting vulnerable
adults
Working effectively and
efficiently

• We will work to overcome barriers to people being
involved in their own care.
• We will make sure that people have access to
independent advocacy if they want or need help to
express their views and preferences.
• We will make sure that effective and sustainable
models of care are tested and implemented prior to
transition from the current DGRI to the new district
general hospital.
• We will make sure that physical assets used by the
integration joint board are safe, secure and high
quality and, where appropriate, promote health and
well-being.
• We will support the provision of a Multi-Agency
Safeguarding Hub to ensure a joined-up approach in
terms of identifying, sharing information about and
responding to adults at risk of harm.

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

Enabling people to
have more choice and
control

• We will enable people, especially vulnerable adults
and those important to them, to decide their own
personal outcomes.

Making the most of
well-being

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

Working effectively and
efficiently

• We will provide opportunities and support for
people to develop and review their own forwardlooking care and support plans.
• We will measure performance against good practice
from elsewhere and encourage and support new
ideas locally.
• We will develop an online learning tool that
enables staff across the partnership to have a better
understanding of self-directed support and embed it
in practice.
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Summary table
National outcome

Priority areas of focus

Our commitments

“Health and
social care services
contribute to
reducing health
inequalities.”

Reducing health
inequalities

• We will reduce, as far as possible, the effect of social
and economic inequalities on access to health and
social care.
• We will share learning about health and social
care inequalities, including their causes and
consequences, and use this information to drive
change.
• We will develop a health inequalities action
framework aimed at reducing health inequalities.

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

Supporting Carers

“People using
health and social
care services are
safe from harm.”

Maintaining safe, high
quality care and protect
vulnerable adults

• We will develop a consistent approach across the
workforce to make sure that the needs of the Carer
are identified and that Carers are supported in their
own right.
• We will work towards developing ‘Carer Positive’ as
an approach across the partnership, identifying staff
who are Carers and supporting them in their own
personal caring roles.
• We will provide support to Carers (including the
provision of short breaks) so that they can continue
to care, if they so wish, in better health and have a
life alongside caring.

Working effectively and
efficiently

• We will make care as safe as possible and identify
opportunities to reduce harm.
• We will make sure that all staff can identify,
understand, assess and respond to adults at risk.
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Summary table
National outcome

Priority areas of focus

Our commitments

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

Integrated ways of
working

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

Making the best use of
technology

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

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

Integrated ways of
working

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

Working effectively and
efficiently

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

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

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

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

Making the best use of
technology

• We will identify with partners and people who use
services, models of care at home and care home
provision that deliver improved outcomes for
people.
• We will introduce and embed a programme
of technology enabled care that supports the
development of new models of care and new ways
of working.
• We will support staff and partners to develop new
and better ways to provide health and social care, to
reduce duplication and increase efficiency.
• We will ensure that there is good linkage between
work relating to the new hospital project and
community based health and social care.
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6. Good governance and evaluating the 			
strategic plan
Dumfries and Galloway Integration Joint Board, are an organisation which must
answer to the public for our actions. We will continue to involve all our stakeholders
and partners to put the changes described within this plan into practice and it will
make information on our progress available to the public.
The governance arrangements for the integration joint board are described in the
Dumfries and Galloway Integration Scheme (see link in Appendix 2)
The nine national health and well-being outcomes will form the basis of how we are
measured for the new partnership. The integration joint board will be responsible for
delivering the outcomes.
We will support the outcomes using certain measures to assess our progress, alongside
a wide range of pre-existing performance measures. These measures will form part
of our yearly reporting on our performance, required by the act, along with other
information.
For details of performance measures and outcome measures, see the performance
management framework in part 2 Annex 5.
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Glossary of terms
Allied health professional (AHP)
Professionals related to healthcare
distinct from nursing, medicine and
pharmacy. Examples include podiatrists,
physiotherapists, occupational therapists
and speech and language therapists.
Anticipatory care
A term used to describe an approach
whereby actual or potential care and
support needs of someone are predicted.
By doing this, steps can be taken much
earlier to minimise or avoid altogether
the impacts of these. (See also forwardlooking care).
Asset-based approach
Identifying and making best use of all the
resources that exist at both an individual
and community level.
Care and support plan
An agreed document between the
person and their health and/or social care
professional that identifies and records
discussion with regard to personal aims
and outcomes, needs, risk and any
required action. It can be electronically
stored or written on paper and accessible
to the person.
Carer
Someone who provides unpaid care and
support to a family member, neighbour
or a friend.
Chief Officer
The lead manager of the integration joint
board with responsibility for the delivery
of services within allocated resources.
Delayed discharges
A term used to describe an incidence
whereby someone clinically ready for
discharge cannot leave hospital because
care, support or accommodation they
require is not available.
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Dementia
An umbrella term used to describe
symptoms affecting the brain. These can
include memory loss, problem solving or
more general difficulties with thinking.
Demographic
Demography is the science of human
populations – their size, how they are
made up and distribution – and the
process through which populations
change.
Digital technologies
Electronic tools, systems and devices
including social media, applications,
systems that work together and mobile
devices.
Forward-looking care
A term used to describe an approach
whereby actual or potential care
and support needs of someone are
predicted. By doing this, steps can be
taken much earlier to minimise or avoid
altogether the impacts of these. (See also
anticipatory care).
Health and social care integration
Bringing together adult health and
social care in the public sector into
one statutory body, i.e. an integration
authority.
Health inequalities
A term that refers to the gap between
the health of different population groups
such as the wealthy compared to poorer
communities or people with different
ethnic backgrounds.
Home or remote health monitoring
The use of technology to monitor
someone’s health outside of traditional
clinical settings. For example someone’s
health can be monitored in their own
home enabling real time clinical review
and early action.
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Housing need and demand
assessment (HNDA)
A document that provides fact and
figures on housing need and demand
Impact assessment (see also
protected characteristics)
A process to assess the impact of applying
a proposed new or revised plan, policy,
function or service.
Independent sector
A general term for non-statutory bodies
including private enterprise, voluntary,
charitable or not for profit organisations.
Integration authority
An integration joint board or lead agency
responsible for services delegated to it by
the NHS and council.
Integration joint board
A body established where a health
board and local authority agree to put
in place a ‘Body Corporate’ model. The
integration joint board is responsible for
the planning of integrated arrangements
and onward service delivery.

Long term conditions
These are health conditions that last
a year or longer, impact on a person’s
life, and may require ongoing care and
support. These are also known as chronic
conditions.
Market facilitation
The part of the strategic commissioning
cycle which seeks to influence and shape
markets to ensure that there is a diverse
range of affordable and sustainable
health and social care and support
provision to deliver good outcomes
for people and meet the needs of the
population, both now and in the future.
Mobile technologies
Technology that is portable including
mobile phones, tablet devices and
laptops.
Organisational culture
The way in which members of an
organisation relate to each other, their
work and the outside world.
Personalised

Integration scheme

Tailoring health and/or social care and
support specifically to an individual.

A document setting out the key
integration arrangements for an
integration authority.

Person-centred

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

Focuses care and support on the needs
of a person and is a way of thinking and
doing things that sees the people using
health and social care as equal partners
in planning, developing and monitoring
care to make sure it meets their needs.
Personal outcomes
The end result or impact of activity on a
person. A personal outcomes approach
identifies what matters to people
through good conversations during care
and support planning.

39

288

Preventative

Stakeholder

Promoting and maintaining good health
and well-being as a primary approach,
anticipating and identifying potential,
future health and/or social care needs and
implementing a range of actions to avoid
these.

Anybody who can effect or is effected by
an organisation, strategy or project.

Primary care
Health care provided in the community.
For example services provided by GP
practices, dental practices, community
pharmacies and high street opticians,
as well as community nurses and allied
health professionals.
Protected characteristics
As it is recoginsed that people may face
discrimination due to these characteristics
the Equality Act 2010 describes age,
disability, sex, race, religion or belief,
pregnancy and maternity, marriage
and civil partnership, sexual orientation
and gender reassignment as protected
characteristics.
Public Health
Promoting and protecting health and
well-being and preventing ill-health.
Re-ablement
A ‘hands-off’ approach to care and
support that helps people learn or relearn the skills necessary for daily living.
A focus on regaining physical ability and
re-assessment is central to this way of
working.
Self-directed support
A term that describes a direct payment
support service that gives people more
choice and control over the support
they use to meet their social care needs,
including personal budgets.
Self-management
People making decisions about, and
managing their own health and wellbeing.
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They include people who use services,
their Carers, other organisations and the
general public.
Strategic needs assessment (SNA)
An analysis of the health and social care
and support needs of a population that
helps to inform health and social care
planning.
Strategic plan
A high level plan that sets the future
direction of travel for health and social
care by identifying key challenges and
priority areas of focus and aligning
resources to activity.
Technology enabled care
A Scottish Government programme to
enable a major roll out of ‘telehealth’ and
‘telecare’ in Scotland.
Third sector
A vast range of organisations that
have a social purpose and are not for
profit, such as voluntary organisations,
charities, or social enterprises. The types
of services and the opportunities they
provide include health and social care
and support, information, advocacy and
volunteering.
Volunteering
Any activity that involves spending time,
unpaid, doing something that aims to
benefit the environment or someone
(individuals or groups) other than, or in
addition to close relatives.
Vulnerable adult
A person over the age of 18 at risk of
being harmed by reason of disability, age
or illness.
Well-being
Well-being is a complex combination of a
person’s physical, mental, emotional and
social health. Well-being is strongly linked
to happiness and satisfaction in life.
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Appendix 1: Membership of the strategic
planning group
Representing users of healthcare services
Jeff Holt – Scottish Health Council
Carolyn Little – User and Carer Involvement (UCI) - Users and Carers Group (also
representing users of social care services)
Vanessa Martin
Stella McPherson
Representing Carers of people who use health and social care services
Claudine Brindle – Dumfries and Galloway Carers Centre
Jim McColm
Martin Rogan
Alex Russell
Representing health professions
Moira Cossar –Area clinical forum
Ken Donaldson –Medicine
Charles Dunnett – General Practice
Graham Gault –NHS general management group
Joan Pollard – Allied health professions
Alice Wilson – Nursing
Representing independent sector
Jim Gatherum – Care home provider
Sue Newberry - Scottish Care
Representing social care professions
Graham Abrines –Social work
Kate Macleod – Care and facilities
Fiona Wright – Occupational therapy
Representing users of social care services
Louise Boustead – Enable learning disability service user (supported by Jack Collet)
Representing housing (non-commercial providers and local authority
strategic housing)
Jamie Carruthers – Scottish land and estates
David McMillan – Community council
Jim O’Neill – Council strategic housing
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Representing third sector
David Coulter –Third Sector Dumfries and Galloway
Tony Freeman – Care Training Consortium
Martyn Robert Hawthorn – Royal British Legion
Martin Holmes – Community Integrated Care
Richy Lewis – Key Community Supports
Gerry McCoy – Alzheimer Scotland
Jane Middleton – Care Training Consortium
Hugh Robertson – Addaction
Alex Thorburn – Dumfries & Galloway Disability Access Panel
Representing diversity groups
Joseph Kidd-Bentley, LGBT Plus
Frank Smith, DG Voice
Representing staff
Jimmy Beattie – Unison
Ann Farrell – Unite
Ewan Kelly –NHS Dumfries and Galloway Spiritual Lead
Brian Morton – Royal College of Nursing
Representing localities
Gary Sheehan – Locality Manager, Annandale & Eskdale
Mhairi Hastings – Interim Locality Manager, Wigtownshire
Alison Solley – Locality Manager, Nithsdale
Stephanie Mottram - Locality Manager, Stewartry
Commercial providers of healthcare services
(included in independent sector Representatives)
Non commercial providers of healthcare services
(included in third sector representatives)
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Appendix 2: Links to documents that helped us
produce this plan
National sources
A National Telehealth and Telecare Delivery Plan for Scotland to 2015
A Route Map to the 2020 Vision for Health and Social Care
Adult Support and Protection (Scotland) Act 2007
Age Home and Community: A Strategy for Housing for Older People 2012- 2022
Carers Scotland Bill 2015
Caring together – The Carers’ Strategy for Scotland 2010 – 2015
Community Empowerment (Scotland) Bill 2014
Equal Partners in Care
Equality Act - 2010
Healthcare Quality Strategy for NHS Scotland 2010
Scottish Commission for Human Rights Act 2006
Institute for Research and Innovation in Social Services (IRISS)
Keys to Life: Improving quality of life for people with Learning Disabilities 2013
Living and Dying Well: A national action plan for palliative care and end of
life care in Scotland 2008
Mental Health (Scotland) Act 2015
Multi Morbidity Action Note 2014
Public Health (Scotland) Act 2008
Promoting Excellence: A framework for all health and social services staff
working with people with dementia, their families and carers 2011
Public Bodies (Joint Working) (Scotland) Act 2014
Reshaping Care for Older People – A Programme for Change 2011- 2021
Scotland eHealth Strategy 2011 – 2017
Scotland’s Equal Opportunities Committee Report – Age and Social Isolation
Scotland’s National Dementia Strategy 2013-2016
Scottish Health Technologies Group
Scottish Patient Safety Programme 2008
Social Care (Self-directed Support) (Scotland) Act 2013
Standards of Care for Dementia in Scotland
Scotland’s National Dementia Strategy 2013 - 2016
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The National Delivery Plan for the Allied Health Professions in Scotland
2012 - 2015
The Scottish Strategy for Autism 2011
Welfare Reform Act 2012

Local sources
Dumfries and Galloway Anti-poverty Strategy 2015 – 2020
Dumfries and Galloway Carers’ Strategy 2012 - 2017
Dumfries & Galloway Common Housing Register
Dumfries and Galloway Dementia Standards Assurance Framework 2015 –
2018 (to be published April 2016)
Dumfries and Galloway Children’s Services Plan March 2015 – September 2016
Dumfries and Galloway Council Equalities Outcomes report
Dumfries and Galloway Data Dictionary
Dumfries and Galloway Housing Strategy 2011 - 2016
Dumfries and Galloway Housing Contribution Statement
Dumfries and Galloway Integration Scheme
Dumfries and Galloway Joint Strategic Plan for Older People 2012 - 2022
Dumfries and Galloway Physical Assets Management Strategy 2015
Dumfries and Galloway Single Outcome Agreement 2013 - 2016
Dumfries and Galloway Young Carers’ Strategy
NHS Dumfries and Galloway Equalities Outcomes Report
Putting You First end of programme evaluation report
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Appendix 3: Services included within the
Integration Joint Board in Dumfries and
Galloway (in alphabetical order)
Adult placement services

Drug and alcohol services

Adult protection and domestic abuse
services

General and community dental services

All district general hospital inpatient
(scheduled and unscheduled) and
outpatient services
Aspects of housing support, including
aids and adaptions
Care home services
Carers support services
Community care assessment teams
Community children's NHS services child and adolescent mental health
service, primary mental health workers,
public health nursing, health visiting,
school nursing, learning disability
nursing, speech and language therapy,
occupational therapy, physiotherapy and
audiology, and community paediatricians
Community hospital services
Community nursing, allied health
professionals specialist end of life care,
older adult, re-ablement, learning
disability specialist, community
midwifery, speech and language therapy,
physiotherapy, audiology
Day services
Diagnostic services

GP prescribing
GP services
Health improvement services
Hotel services and facilities management
Local area co-ordination
Mental health services
Occupational therapy services
Paediatrics
Public health practitioner services
Re-ablement services, equipment and
telecare
Respite provision
Services and support for adults with
physical disabilities and learning
disabilities
Social work services for adults and older
people
Support services
Please note social work children’s
services and health services delivered
outside of Dumfries and Galloway are
NOT delegated to the integration joint
board.
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Appendix 4: Impact assessment summary
SUMMARY SHEET
SUMMARY OF IMPACT ASSESSMENT (IA)
Policy

Draft Health and Social Care Strategic
Plan for Dumfries and Galloway

Lead service

Strategic Planning, NHSD&G

Date of process

Contact person
for process

8 October 2015

Liz Manson 01387 260074

Names of those involved in process
D&GC – Rebecca Aldrige, Liz Manson and Sheila Davies
NHS D&G –Vicky Freeman, Viv Gration, Chris Sanderson and Catherine Withington
D&G LGBT Plus - Grace Cardozo
Summary of IA
The Council is required to publish the findings and results of all IAs conducted. The
publication should include a summary of the following:
Research and
data (section
3)

A wide range of stakeholders from across public, third and independent sectors
have been engaged in a variety of ways - see the Consultation Statement
attached to the Strategic Plan for details Scottish Parliament legislation
Scottish Government Guidance benchmarking with other areas Strategic Needs
Assessment 2014 incorporating the Community Survey 2011 Expert officers
have been involved in developing the Plan for their particular professional
area along with practitioners and service users The region’s agreed Equalities
Monitoring Form has been used throughout the first round of consultation to
ensure that we have an accurate picture of our respondents. Phase two of the
consultation programme will ensure that any under-represented groups are
engaged in different ways to ensure that the final Plan reflects our population.

Impact
Assessment
(section 4)

Positive Impacts – 12
4 high - human rights health and wellbeing and health inequalities economic
and social sustainability environmental sustainability, climate change and
energy management
2 medium - age, disability
6 low - sex gender reassignment and transgender race pregnancy and
maternity religion or belief sexual orientation
1 no Impact - marriage and civil partnership
Negative Impacts – 4
4 low - age disability gender reassignment and transgender sexual orientation

Monitoring
and review
(section 5)
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The updating of the Strategy will be overseen by the Integration Joint Board
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Summary of actions arising from the Impact Assessment
Actions

Responsibility

Timescale

Change for vulnerable groups: (particularly older and disabled
people, sex, sexual orientation and gender reassignment and
transgender and those with intersectional identities)

Chief Officer H&SCI

April 2016

Chief Officer H&SCI

April 2016

Chief Officer H&SCI

February
2016

• The change to the health and social care arrangements will
be carefully planned and the transition managed.
• The Workforce Development Plan will be in place the
information and data sharing protocol is in place under
the Scottish Accord on the Sharing of Personal Information
(SASPI) (10) (which is compliant with the non-disclosure
section of the Gender Recognition Act in relation to gender
reassignment).
• Consideration could be given to some dedicated resource to
support any particular vulnerable people or groups including
those with intersectional identities during the change.
Information management and data sharing:
• The integration of services and joint working across
professionals will bring more staff and volunteers into
contact with people whose personal data is particularly
sensitive and changing - particularly gender reassignment
and transgender. While the actual number of people
involved is likely to be small, the potential impact on them
is very significant and therefore the information and data
sharing protocol in place under SASPI (Scottish accord for
sharing personal information) must ensure that forms and
records reflect more than a binary definition of gender
identity.
Identification of need of Protected Characteristics:
• The Community Survey undertaken in 2014 and personal
testimony information is available and should be
incorporated into the Strategic Needs Assessment that
informs the Strategy. Links to additional local material - e.g.
Equality Outcomes of key partners and the associated Action
Plans the NHSD&G Spiritual Care Policy and Delivery Plan the
Young Carers Strategy should be referenced in Appendix 2
to provide more in depth local information.
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Appendix 5 – Statement of consultation
1

Introduction

The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) section 33 sets
particular requirements for the preparation of a strategic plan for health and social
care integration. It states that integration authorities must:
1. Prepare proposals for what the strategic plan should contain and seek the views
of The Strategic Planning Group (SPG)
2. Take account of the views of the SPG and prepare a first draft of a strategic plan
for further consultation
3. Prepare a second draft of the strategic plan taking account of views expressed
and further consult with persons it considers appropriate
4. When finalising the plan, take account of any views expressed during consultation
This document provides information on the involvement, communication and
engagement activities undertaken as part of the development of the Dumfries and
Galloway Health and Social Care Strategic Plan. This meets the requirement set out
in section 35 (2) of the Act that “at the same time as publishing a strategic plan, an
integration authority must also publish a statement of the action which took place in
pursuance of section 33” (i.e. preparation of a strategic plan).
This is a summary of the statement of consultation, the full document and appendices
can be viewed at http://www.dg-change.org.uk/strategic-plan.
2

National standards for community engagement

In undertaking the consultation on the strategic plan for Dumfries and Galloway,
the 10 National Standards for Community Engagement (2005) (National Standards
for Community Engagement) were applied. A supplementary advice note to
the national standards relating specifically to remote rural practice (Remote Rural
Advice Note) provided further guidance.
Visioning Outcomes in Community Engagement (VOiCE), a four step, (analyse, plan,
do review), online planning and evaluation tool designed to assist the design and
delivery of effective community engagement was also used.
A self assessment ‘scorecard’ which provides evidence of work to meet the ten
national standards and the remote rural advice note is attached as Appendix 1 of
the full statement of consultation which can be viewed at www.dg-change.org.uk/
strategic-plan.
3

Strategic planning group (SPG)

The SPG was established in February 2015. It has a wide representation from across a
range of stakeholders with forty-three members in total; a copy of the membership
is attached at Appendix 1 of the strategic plan (page 41). The ongoing role of this
group is to shape, influence and review the strategic plan.
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4

Aims of the strategic plan consultation

The aims of consultation on the strategic plan were to:
• Involve people in shaping the future of health and social care
• Develop a better understanding of what matters to people
• Inform people about the drivers for change and seek their views on what they
thought were/should be priority areas of focus
• Give as many people as possible, across the region, the opportunity to engage with
the consultation on the strategic plan
5

Stakeholder Groups included within the consultation

• Communities
• People who use services
• Carers
• Provider organisations (including provider and non-provider third sector,
independent sector and public sector health and social care organisations)
• Staff groups across health and social care
• Housing
• Diversity groups
• Staff side representatives
• Locality representatives
• Boards and committees
• General Practitioners
6

Development of the strategic plan (February 2015 – March 2016)

Phase One – Engagement on the consultation document – February 2015 to
August 2015
February – August 2015

Completion of the strategic needs assessment

3 February 2015

Engagement with strategic planning group

March – June 2015

Development of the consultation document including
plain English and easy read versions

14 May 2015

Engagement with strategic planning group

22 June – 28 August 2015

First period of consultation undertaken
(for methods of communication and engagement
activities please see Appendix 3 of the full document
www.dg-change.org/strategic-plan).
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Phase Two – August 2015 to December 2015
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August 2015

Engagement with key stakeholders to identify the
“we will” commitments for each of the 10 priority
areas of focus

1 – 29 September 2015

Review of all comments received during the
consultation process to inform the development of a
draft strategic plan

September 2015

Identifying communities or groups of people that
did not comment/engage to inform the planning of
future consultation events

September/October 2015

Consultation planning group (CPG) established
with representation from key stakeholders and
networks to plan and co-ordinate the second
period of community engagement. Members of the
CPG include representation from building healthy
communities, public health, health improvement
teams, community learning, third and independent
sectors, localities, strategic planning and integration
programme team

September/October 2015

Develop a draft strategic plan (including plain
English and easy read versions)

14 and 15 September 2015

Further engagement with strategic planning group
to share comments received during the first period of
consultation and to seek their views on the draft ‘we
will’ commitments

6 October 2015

Strategic plan workshop with the integration joint
board

8 October 2015

Impact assessment of draft strategic plan

19 October – 11 December
2015

Second period of community engagement
(alongside consultation of locality plans and other
supporting documents contained within the strategic
framework) (for methods of communication and
engagement activities please see Appendix 3 of the
full document www.dg-change.org/strategicplan)
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Phase three – December 2015 to March 2016
14 December 2015 – 26
January 2016

Review of all comments received during the second
period of consultation to inform the re-drafting of
the strategic plan into a final draft document

15 and 18 January 2016

Engagement with strategic planning group to share
comments received during the second period of
consultation and provide a final opportunity, at this
stage, for shaping and influencing this document

16 February 2016

Strategic plan workshop with the integration joint
board

7 – 24 March 2016

Share the final draft strategic plan with management
groups, NHS board, council, partners

17 March 2016

Seek agreement of the final draft plan at the
Integration Joint Board

7

Level of consultation and comments received

Over the course of the two periods of engagement there were 260 opportunities
to discuss the strategic plan and associated documents such as conferences, team
meetings, focus groups and consultation events. A full list of the engagement
activities is available at Appendix 4 of the main full statement of consultation at
www.dg-change.org/strategic-plan.
It is believed that there was engagement with over 4,410 people throughout both
periods of engagement. This number is an estimation based on information from:
• Online questionnaire returns (171)
• Equality monitoring forms (332)
• The number of people recorded at engagement events
Comments
Engagement activity resulted in 4,589 comments.
All comments received were:
• recorded into a single comments document and scrutinised to capture/identify any
emerging themes and
• forwarded to relevant lead officers and teams for their consideration in the
revision of documents
1,286 of the 4,589 comments related directly to the strategic plan and annexes.
The remainder related to the locality plans (3303):
• 216 comments related to the Annandale and Eskdale plan
• 747 comments related to the Nithsdale plan
• 1801 comments related to the Stewartry plan
• 495 comments related to the Wigtownshire plan
• 73 comments related to all plans
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The numbers of comments received as noted above, reflect that:
• each of the four locality teams has taken different approaches in how they
have engaged with their communities i.e. these numbers reflect the levels of
engagement during the consultation period only whereas, some localities have
been engaging with their communities over a much longer period and
• variation in recording the number of comments received
8

Next Steps

Build on the learning from the consultation on the strategic plan to inform the
development of the participation and engagement strategy to improve future
consultations
Identify key learning from VOiCE to also improve future consultations
Develop a consultation and engagement template to ensure more consistent
recording of consultation and engagement across the region

52

301

53

302

54

303

55

304

If you would like some help understanding this or need it in
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Annex 1 - Strategic needs assessment
The strategic needs assessment (SNA) for integration is a collection of evidence from
a wide range of sources which we have pulled together to help develop the Dumfries
and Galloway health and social care strategic plan. The evidence includes data and
statistics, as well as explanations and quotes from people who have been consulted
about aspects of health and social care.
The needs assessment reflects the context that the integration of health and social
care operates within. It includes information about different groups of people and
some of the challenges and information around current services. People working
towards integration will be able to reflect on this evidence when making decisions.
The SNA answers questions such as ‘how many people would that affect?’ or ‘Is that
becoming more or less of an issue?’ as well as ‘do we know enough about this topic?’
It does not offer suggestions or ‘fixes’ for the issues, nor does it discuss organisational
and financial arrangements and how these might be affected by integration.
The health and social care system is complicated and it is challenging to cover every
aspect of every service. The information presented here covers a broad range of
topics but does not cover each area in great detail. The evidence was collected over
the spring and summer of 2015 and is a snapshot in time which mostly references
information published in 2014. Many useful and regular reports continue to
be published by the government and other organisations and so updates and
amendments to the SNA will be needed in the future.
The strategic needs assessment covers evidence on the following areas:
• geography and population

• ‘at risk’ populations

• the influence of the rural nature of
Dumfries and Galloway

• long-term conditions and multiple
complex needs

• how the population changes

• secondary (hospital) health care

• inequalities

• social work services

• housing

• physical and sensory disability

• unpaid Carers

• mental health and well-being

• primary (community) health care

• health behaviours

The SNA is part of a suite of documents to support the strategic plan. It does not
include information covering other areas (for example, finance or workforce). Two
recent local publications to inform planning which are complementary to the SNA,
are local area profiles (see local area profiles) and the anti-poverty strategy (see link
in Appendix 2 of Strategic Plan)
When drawing all the information together, certain themes began to emerge
across a number of topics. We have brought these themes together to provide the
background within which care and support is being planned for the future.
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Figure 1: Emerging themes from the Dumfries and Galloway health and
social care strategic needs assessment, August 2015
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Here are a few examples of some of the evidence supporting these themes:
Isolation
• The number of older adults (aged 75 or older) living alone is likely to nearly double
(from 6,400 to 11,700) by 2037.
(NRS Households projections, 2012 based)

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

Resilient people
• “I was living a totally isolated existence until I joined the ‘Time Bank’ and shared
my skills in IT. The quality of my life has improved tremendously and I feel I have
purpose again. If I can help others achieve the same, then I believe I am doing a
good job.”
(Volunteer, Stewartry, Third Sector Dumfries and Galloway Stakeholder Report January 2015)

Resilient organisations
• NHS vacancies at September 2014: 20 consultant doctor posts (8.2% of the
workforce), 66.5 nursing and midwifery posts (3.9%) and 11.7 allied health
profession posts (4.5%).
(Scottish Workforce Information Standard System (SWISS))
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The right support, in the right place, at the right time
• The number of bed days lost due to delayed discharges across all our hospitals has
increased from 3,000 in 2011-2012 to 12,800 in 2014-2015.
(Local delayed discharge data, NHS Dumfries & Galloway)

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

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

The strategic needs assessment does not have information about everything, and in
producing it we have identified a range of gaps in local knowledge. For example:
• the challenges faced by the third sector workforce
• housing needs for vulnerable people
• the needs of gypsy, traveller and black and ethnic-minority communities
• physical health of mental health patients
• social capital and community strength
• the effect of obesity
Work is planned or in progress for many of these areas, but it is not available to
support planning at this time.
The statistics, figures and quotes included in the strategic plan can be found in more
detail in the full strategic needs assessment document at www.dg-change.org.uk/
strategic-plan
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Annex 2 - Executive summary of the locality
plans
The locality plans set out how the integration (joining together) of health and social
care will be taken forward in each of the four localities of Annandale and Eskdale,
Nithsdale, Stewartry and Wigtownshire. All four plans are set out in similar ways.
The introduction to each plan provides more detail about what the plans are about.
It stresses that the plans are for everyone and are not just about health and social
care services and support – they are also about how people and communities can be
supported to help and support themselves too.
Each of the four localities has slightly different challenges in terms of:
• geography and how rural the areas are
• the range of physical assets (including care homes and cottage hospitals)
• their distance from a general hospital
• the number of people with specific needs, including people with chronic (longterm) conditions, and Carers
The detail around this key information is set out in section 2 of each locality plan. The
information has been selected to reflect both what is currently available at a locality
level and the information which helps to identify and focus on the main challenges.
Integration is about making sure there is a much more joined up approach to
providing services and support. This applies both to a more integrated workforce
across all sectors (NHS, council, the third and independent sectors) and also to the way
financial resources are used.
Section 3 of the locality plans describes the people who make up the locality
management team in each locality. This reflects the multi-agency approach that has
been taken in drawing together the plans. This section also includes a breakdown
of how the finances are currently used across health and adult social work services
in each locality. As integration continues, more detailed financial information will
become available.
At its heart, health and social care integration is about making sure that those who
use services get the right care and support when they need it. The four locality
plans have been developed in the localities, taking into account what people in
the communities are saying about their own experiences – particularly those who
currently use services – as well as those who are involved in providing health or
social care. The plans summarise some of the main messages coming through in each
locality.
These plans, of course, do not start from scratch. It is important to recognise that
a lot of work is already happening across the region, some of which has been as a
result of testing different ways of doing things through the ‘Putting You First Change
Programme’ which largely focused on older people. Each of the plans gives some
examples of work that is already focused on trying to do things differently or working
in a more joined-up way in each locality and also gives ‘spotlight’ examples of good
practice.
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However, there is still much to do and the plans also list the main challenges
identified. These have been taken directly out of the region wide strategic plan. They
are high level challenges which have an effect in all four localities.
The Scottish Government has set nine national health and well-being outcomes which
apply to integrated health and social care. The aim of the outcomes is to improve the
quality and consistency of services, support and experiences for individuals, Carers and
their families as well as those who work within health and social care.
The plans also include a summary of the 10 ‘priority areas of focus’ identified within
the strategic plan. These areas of focus provide the direction of travel that everyone
needs to be following. They are described under the following headings:
• enabling people to have more choice and control
• supporting Carers
• developing and strengthening communities
• making the most of well-being
• 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
There is a much greater focus on commitments for each locality in section 6 of
the Annandale and Eskdale, Stewartry and Nithsdale plans and in section 5 of the
Wigtownshire plan. These commitments are in the form of ‘we will’ statements for
each locality. They provide some detail about how each locality expects to achieve the
nine outcomes and how the identified challenges can be tackled.
Each locality will develop an implementation delivery plan in due course which will
set out more detail of how the “we will” commitments will be taken forward.
Copies of each of the locality plans and easy read versions are available at 		
www.dg-change.org.uk/strategic-plan
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Annex 3 - Finance plan
Introduction
The strategic plan and its associated programmes will have to be delivered within the
resources available to the partner organisations.
As an integrated system we will need to contain costs within existing resources and
continue to deliver efficiencies in line with NHS financial management guidelines, the
council’s three-year budget strategy and Scottish Government funding allocations.
The financial challenges across the public sector are well documented but, as an
integrated partnership in Dumfries and Galloway, we must plan to deliver services
cost-effectively within the total resources available.
This finance plan has been developed in partnership with NHS Dumfries and Galloway
and Dumfries and Galloway Council finance teams.
We have summarised the budget for the Dumfries and Galloway partnership below,
with more detailed schedules breaking down this spend later in this Annex.
Combined integrated draft finance plan - 2015-2019
2015/16

2016/17

2017/18

2018/19

£million

£million

£million

£million

62.1

62.4

62.9

63.4

NHS services

234.0

236.1

236.3

236.5

Total integrated finance plan

296.1

298.5

299.2

299.9

Council services

The table above highlights the summary draft finance plan for the Integration Joint
Board (IJB) using 2015/16 as the recurring baseline year and building in assumptions
for growth and activity changes (including known changes in demography), inflation
(pay and non-pay), cost pressures as well as the efficiency savings needed to be
identified over the next three financial years by the Scottish Government. This reflects
the budgets to be passed to the IJB but they depend on the NHS’ and the council’s
budget-setting processes and will be reviewed as we move through the three-year
planning cycle.
During March 2015 both the NHS and the council agreed the baseline figures to be
delegated to the partnership for 2015/16. These are reflected in the table above and
were the draft figures before any inflationary uplifts for 2015/16 hence the increased
2015/16 finance plan.
The current draft delegated budget is based upon those services that have been
agreed by both the NHS and council to be included within the IJB. Further services
remain across the partnership where the NHS and council allocations for these are
still to be agreed. This will be addressed as part of the budget setting process for
2016/17onwards.
The extra resources provided to the partnership through the integrated care fund,
delayed discharges and funds to address low pay in care homes, have been factored
into these finance plans.
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Spending reviews
The assumptions around growth and inflation are based mainly on the known level
of changes to resources in future years based on the position before the Scottish
Government Budget as announced by the Cabinet Secretary for Finance and
Sustainable Growth on 16 December 2015. The detailed budget impact for both NHS
boards and councils is being negotiated and assessed at the time of writing with IJB
budgets planned to be agreed by May 2016.
Confirmation has been received that the integrated care fund and delayed discharge
resource will be recurring and that health and social care partnerships should plan on
that basis.
In addition, £250m has been made available nationally from the Scottish Government
to be used for social care (£7.6m of this is for Dumfries and Galloway). The detail of
how this can be applied is currently under negotiation and discussions are underway
locally. This resource is available to the partnership to address pressures in social care
such as the living wage issue and the ongoing challenges with regard to increasing
demand and capacity including delayed discharges.
The council’s budget figures for 2016/17 are not yet finalised and will be reviewed
and agreed as part of the ongoing budget setting process.
The assumptions used around the various inflation, growth and efficiency factors are
contained within this finance plan. This plan also makes the assumption that there
will be no major changes to the services delegated over the three-year period.
The IJB Chief Officer and Chief Finance Officer will further develop a case for the
budget based on the strategic plan. This will be reviewed as part of the budget
process each year. This will reflect the following assumptions:
• changes in activity
• cost inflation
• required efficiency savings
• performance against outcomes
• legal and government requirements
Budgets delegated to the Dumfries and Galloway IJB
This finance plan covers the financial years, 2015/16 to 2018/19, and provides a
summary of the overall resources relating to integration, split by the main services
included within integration as well as details of how these are currently split by
locality.
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These include the following:
Adult placement services
Adult protection and domestic abuse services
All district general hospital inpatient (scheduled and unscheduled) and outpatient
services
Aspects of housing support, including aids and adaptions
Care home services
Carers support services
Community care assessment teams
Community children's NHS services - child and adolescent mental health service,
primary mental health workers, public health nursing, health visiting, school
nursing, learning disability nursing, speech and language therapy, occupational
therapy, physiotherapy and audiology, and community paediatricians
Community hospital services
Community nursing, allied health professionals specialist end of life care, older
adult, re-ablement, learning disability specialist, community midwifery, speech and
language therapy, physiotherapy, audiology
Day services
Diagnostic services
Drug and alcohol services
General and community dental services
GP prescribing
GP services
Health improvement services
Hotel services and facilities management
Local area co-ordination
Mental health services
Occupational therapy services
Paediatrics
Public health practitioner services
Re-ablement services, equipment and telecare
Respite provision
Services and support for adults with physical disabilities and learning disabilities
Social Work Services for adults and older people
Support services
Please note social work children’s services and health services delivered outside of
Dumfries and Galloway are NOT delegated to the integration authority.
Due diligence
In agreeing the finance plan, we have followed the latest guidance provided by the
national Integrated Resources Advisory Group (IRAG). Pricewaterhouse-Coopers have
produced a due diligence report for both organisations, reviewing the proposed
2015/16 baseline budgets.
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Key messages
The key messages in relation to the financial position are as follows:
• As an integrated system we will need to contain costs within existing resources
and continue to make savings year on year. For services delegated by the NHS, this
is likely to continue to be around 5% each year for the foreseeable future, with
different, although similar expectations from social work and council budgets
• The main risks highlighted in the budgets delegated by the NHS include:
-- the costs of maintaining safe and sustainable medical staffing levels both in
acute hospitals and primary care
-- GP prescribing, increased cost of drugs, newly approved drugs and increased
volume
-- making savings
-- increased activity through the acute hospital
-- sustainability of access and, with increases in accident and emergency activity,
delivery of treatment guarantees and other performance targets
• The main risks for those budgets delegated by the council include:
-- the impacts of new legislation, such as self directed support
-- increasing number of people needing care (particularly older people but also
people with learning and physical disabilities)
-- growing pressure on price levels charged by care providers
-- effect of capacity issues particularly in rural parts of the region
Integrated resource framework (IRF)
The IRF has been developed in Scotland jointly by the Scottish Government, NHS
Scotland and the Convention of Scottish Local Authorities (COSLA) to help integrate
services better and match resources to improve outcomes for people.
The IRF is aimed at helping to provide systematic financial and activity information to
support service redesign and help match resources appropriately.
The latest information provided by the IRF shows that approximately 75% of the
resources included in their costed activity relating to health and social care spending
across Dumfries and Galloway relates to NHS services. Of this, around 45% is spent on
people over the age of 65 (IRF data 2012/13).
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By using the latest IRF published information, the following chart helps to show
spend across Dumfries and Galloway, split by the type of care.

Spend by
activity

Other community
based social care
9.7%

Non-elective
inpatient
22.9%

Home care
9.5%

Care homes and
accommodation
based social care
6.3%

Elective
impatient and
day cases
10.8%

GP prescribing and
other family health
services
15%

Other
hospital
13.6%

Community
based NHS
12.1%

The above IRF information shows that of the approximately 75% of NHS related
spending, 23% is spent on non-elective activity. When the spending on non-elective
work is split by age groups, it can be seen from the graph below that about twothirds of spending on non-elective care relates to age groups of 65 and over.

>18
£4,442
85+

Non-elective
expenditure by
age groups £m

£10,868
18 - 64
£17,577
75- 84
£14,789
65 - 74
£11,664

The IRF information currently relates to all spending across both the NHS and the
social work budgets within the council, rather than the spending relating to the
budgets delegated to the IJB. While the data provided gives us more information
with regard to where spending is made, it must be highlighted that there is currently
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a significant delay in the information being available. For example, the most up to
date data supporting the information above is 2012/13. There are also challenges with
regard to the accuracy and reliability of the information.
We can expect that, as the information about the IRF model improves, and is
expanded to capture more activity about care and support, it will be used more
consistently to help match resources to where they are most needed.
Corporate support services
To enable the IJB to effectively carry out those functions delegated to it, the NHS
and the council have agreed that they will provide technical, professional and
administrative resources (corporate support services) to the IJB. These budgets are not
included in the sums delegated to the IJB.
Detailed integrated finance plan – by service
Combined integrated draft finance plan - 2015-2019
2015/16

2016/17

2017/18

2018/19

£m

£m

£m

£m

Council services
Adult social work services

5.9

5.9

5.9

6.0

Adult services substance misuse

0.3

0.3

0.3

0.3

Domestic abuse

0.1

0.1

0.1

0.1

Older people

22.9

23.0

23.3

23.4

People with a learning disability

16.7

16.8

17.0

17.1

People with mental health needs

2.2

2.2

2.2

2.3

People with physical disabilities

5.7

5.8

5.8

5.9

Non-social work services

8.3

8.3

8.3

8.3

62.1

62.4

62.9

63.4

Acute and diagnostics directorate

79.7

80.2

80.6

80.9

Facilities and clinical support

18.4

18.4

18.3

18.2

Mental health directorate

19.1

19.3

19.1

19.0

Primary and community care

98.9

99.2

99.5

99.8

Women’s and children’s directorate

18.9

19.0

18.8

18.6

Operational services remaining CRES

(1.0)

Nil

Nil

Nil

Subtotal – NHS services

234.0

236.1

236.3

236.5

Grand total for integrated services

296.1

298.5

299.2

299.9

Subtotal – council services
NHS services
Operating directorates
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Detail of draft integrated finance plan – by locality
Combined integrated draft locality finance plan 2015-2019
2015/16

2016/17

2017/18

2018/19

£m

£m

£m

£m

Annandale and Eskdale

10.6

10.6

10.8

10.8

Nithsdale

21.6

21.8

21.9

22.2

Stewartry

8.3

8.3

8.4

8.5

Wigtownshire

9.9

10.0

10.1

10.2

Region wide

11.7

11.7

11.7

11.7

Subtotal – council services

62.1

62.4

62.9

63.4

Annandale and Eskdale

15.5

15.7

15.7

15.8

Nithsdale

17.0

16.9

16.9

16.9

Stewartry

12.0

12.2

12.2

12.3

Wigtownshire

14.9

14.9

14.9

14.9

Region wide

174.6

176.4

176.6

176.6

Subtotal – NHS services

234.0

236.1

236.3

236.5

Grand total

296.1

298.5

299.2

299.9

Council services

NHS services
Operating directorates

Total combined integrated draft locality finance plan 2015-2019

14

Annandale and Eskdale

26.1

26.3

26.5

26.6

Nithsdale

38.6

38.7

38.8

39.1

Stewartry

20.3

20.5

20.6

20.8

Wigtownshire

24.8

24.9

25.0

25.1

Region wide

186.5

188.3

188.5

188.5

Subtotal – all services

296.1

298.5

299.2

299.9
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Detail of draft integrated finance plan – inflationary assumptions
2016/17
Inflation
rate

2017/18
Inflation
rate

Medical pay award

1.0%

1.0%

1.0%

Other pay award

1.0%

1.0%

1.0%

Medical incremental drift

1.8%

1.4%

1.4%

Other incremental drift

0.8%

0.7%

0.7%

2.0%*

0%

0%

General inflation detail

2.0%

2.0%

2.0%

Resource transfer

1.8%

1.8%

1.8%

Buying healthcare

2.0%

2.0%

2.0%

13.1%

11.3%

10.2%

Drugs - primary care

5.0%

5.0%

4.9%

Rates

2.0%

2.0%

2.0%

Energy

2.0%

2.0%

2.0%

2016/17
Inflation
rate

2017/18
Inflation
rate

1.5%

2.0%

2.0%

1.5*%

2.0%

2.0%

General inflation detail

0.0%

0.0%

0.0%

Transfer of resources

1.8%

1.8%

1.8%

Buying care packages

2.5%

2.5%

2.5%

Rates

2.0%

2.0%

2.0%

Energy

2.5%

2.5%

2.5%

Income contribution from people
who use services

1.5%

1.5%

1.5%

NHS services

National insurance

Drugs - secondary care

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

2018/19
Inflation rate

2018/19
Inflation rate

Note on council uplifts
The local government finance settlement makes no allowance for inflation. The
inflationary allowances reflected against social work budgets above (including those
for pay awards) need to be fully offset by identifying savings and efficiencies as
part of the council’s budget setting process. While no allowance is made for general
inflation, allowance is made for identified inflationary pressures including a 2.5%
increase on buying care packages to tackle the price and demographic increases that
the service must address.
*The introduction of the single-tier state pension from 1 april 2016 will result in an
increase in employers’ national insurance rates over the inflationary allowance shown
above.

15

320

Detail of draft integrated finance plan - full list of services included within integrated budgets
Organisation

Service

Organisation

Service

Social work

Assessment and fieldwork

Social work

Third-sector support

Community support

Alcohol and drug support

Day care

Alzheimer Scotland

Day care – Activity and
Resource Centre

C U Thru Project

Domiciliary care
Health and well-being
In-house supported
accommodation
Meals on wheels
Nursing care
Occupational Therapy
Ordinary residence Learning
Disability
Resettlement
Residential care
Resource transfer
Sensory impairment
  

Short breaks

Care co-ordinator transition
Carers’ support – Mental
Health Association
Coalition of disabled
people
CSP drugs and alcohol
Drugs rehabilitation
projects
Eating disorders - MHA
Engage service
Food Train – MHA
Headway House
MISG
National autism social
worker
NSF supported employment
Nursery place project
Day centres
Other council services
Care and support services,
STARS
Care Call
Health and well-being
Care and Repair and Handy
Van
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Organisation

Service

Organisation

Service

NHS

Acute and diagnostics
directive

NHS

Women and children

Access and waiting times
Acute allied health
professionals
Healthcare sciences
(radiology, labs, audiology,
Electrocardiogram)
Unscheduled care (Accident
& Emergency, critical care)
Scheduled care
Cancer services
Primary and community
care
Community hospitals

Allied health professions
Community Child and Adult
Mental Health Services
Gynaecology
Learning disabilities
Medical staff
Midwifery and neonatal
Public-health nursing
Sexual-health services
Inpatient services (Ward 15)
Mental health
Community services

Community nursing

Inpatients (Midpark,
Darataigh)

Health centres and clinics

Medical staffing

GP prescribing and
prescribing support teams

Psychological services

Public health
Allied health professions
(podiatry, occupational
therapy, physiotherapy,
speech and language
therapy, dietetics)

Allied health professions
(occupational therapy)
Prison and police custody
Substance misuse
Learning disabilities

Marie Curie Nursing
GP out of hours
Short Term Assessment
and Re-ablement Service
(STARS)
Facilities and clinical
support services
Property services, minor
capital and projects
Support services ( for
example - catering,
portering, domestics)
Property costs ( including
energy, maintenance,
water, sewage, waste)
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Annex 4 - Market facilitation plan - key
messages
Introduction
Services that are provided by external organisations make an important contribution
to our ability to improve the well-being of people who use health and social care
services. For example, 80% of care at home services for all adults and 100% of care
homes for older people are provided by external providers.
Market facilitation is the part of strategic commissioning which seeks to influence and
shape markets to ensure that there is a diverse range of affordable and sustainable
provision to deliver good outcomes for people and meet the needs of the population,
both now and in the future.
Market facilitation is a process which includes:
• market position statements - publishing market intelligence about current and
future demand in order to enable external organisations to develop and plan
future services
• market structuring - activities which make it clear how commissioners will seek
to influence the market e.g. by encouraging innovation or by bringing together
different sectors such as housing and care
• market intervention - actions which bring together market intelligence and
market structuring to deliver the kinds of markets that are required e.g. by
offering financial incentives or by developing information and/or feedback
mechanisms to enable people who require a service to make an informed choice
How does it fit into the wider strategic framework?
The market facilitation plan will bring together information contained within the
strategic needs assessment and those parts of the strategic plan that refer to care and
support services that rely on external provision. It will translate these into information
and actions to ensure that local care and support markets, and the organisations that
operate within them, can deliver a range of services which achieve the right outcomes
for individual people.
A fully developed market facilitation plan can only be produced once the strategic
plan has been finalised but the key messages on which that plan will be based are set
out below.
Key messages
Building on our successes
Over the last 30 years, Dumfries and Galloway has developed a diverse, committed
and responsive care and support market, which contains a wide range of providers
of different sizes from both the third and independent sectors. These providers have
made a fundamental and ongoing contribution to our ability to support successful
outcomes for people with a range of needs by supporting people in their own homes
as much as possible, as well as providing good residential care options and other types
of 24-hour support when this is needed.
We have a well established partnership approach to the commissioning, purchasing
and delivery of care and we wish to build on this in the future.
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Facing the challenges of the future
Looking forward, we are seeking to develop and maintain a creative, responsive and
innovative care and support market. We are committed to delivering good outcomes
and developing stronger links with the communities we serve. To do this, we will need
to successfully overcome the challenges we currently face. These include:
• increased volumes and complexity of need
• ageing workforce – impact of demographic changes on recruitment
• public funding not keeping pace with demand
• increasing costs of employment and service provision
• increasing emergency admissions to hospital
• rurality
It will be essential for us to work in partnership and to be committed to finding
shared solutions to addressing the challenges facing us. This includes working with
providers to identify and address gaps in how we respond to need.
Characteristics of markets and providers in the future
The person at the centre: Developments in the way we commission and design
services and in the market responses will be undertaken in partnership with, and built
around, the needs and wishes of the people who use services and their families and
Carers.
Self-directed support (SDS): Self-directed support is key to our ability to overcome
the challenges we face and will be the cornerstone on which almost all of our future
approaches will be built. We will commission providers who recognise that SDS
presents key opportunities to deliver what is most important for people requiring
care and who are committed to working with us, individuals who need support their
families and the communities that they live in.
An important way in which we can look at improving outcomes for people is by
developing social enterprise to increase the range of choices and options available for
people who need support. A more enterprising third sector will support this.
Promoting independence and re-ablement: Making the most of every
opportunity to promote the independence of the people we support is essential. We
will commission providers who can demonstrate an ability to improve outcomes. We
will use our resources more effectively by avoiding dependency on more intensive
support by:
• supporting people through rehabilitation and re-ablement to regain previous skills
and confidence
• supporting people, where appropriate, to develop new skills to support increased
independence
• working in partnership to enable us to anticipate and deliver interventions earlier
and respond more effectively to predictable difficulties before they progress to a
crisis
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Innovation: We will work with innovative providers who understand that more of
the same won’t do and who are keen to find new approaches to delivering better
outcomes. This will need to be done within the constraints of limited financial and
human resources. This includes a recognition that any resources released may need
to be reinvested in the terms and conditions of staff and/or the skills development of
their workforce.
Areas where we would particularly welcome innovative approaches include:
• Technology: making the most of technology will be essential to:
-- finding more sustainable ways to meet need
-- organising and monitoring care provision effectively
-- minimising the level of resource used on back room activities such as payments
and invoices
• Community capacity: finding ways in which formal care provision can be
combined with other resources such as support from family and friends or from
within communities using volunteers, time banking and the whole range of
activities provided by third sector and community organisations
• Accommodation with care: developing attractive accommodation with care
options. This might, include small scale approaches that can deliver opportunities
in rural communities or additions to existing care facilities to provide options for
people who require more intensive support in an environment that enables their
needs to be met safely and effectively
Commissioning for outcomes: we want providers to have greater freedom to
innovate and to use resources flexibly so long as they can evidence better outcomes as
a result. These approaches can focus on outcomes for individuals or groups of people.
To support this approach we will work with providers to establish robust and reliable
methods to monitor, evaluate and provide evidence of the outcomes achieved.
Long-term commitment: we want to work with and commission providers who
have a long-term commitment to the individuals they support and the communities
they live in, or if they are new to the area, who want to develop such a commitment.
Providers who are committed to the communities in which they work will invest
in the development of their local workforce. They will also look to find creative
opportunities to make the best use of all the resources available within those
communities to deliver the best outcomes, regardless of whether they are local
companies or local branches of larger organisations. We want providers to contribute
to the communities in which they operate socially and economically and make best
use of the community assets.
Competition, collaboration and integration: we want to commission providers
who are competitive and deliver best value, but are also willing to collaborate with
other providers. We want to maintain a diverse market which best meets the needs
of our population and meets the challenges of a rural geography, while using our
resources efficiently and effectively. We are keen to encourage providers to develop
collaborative approaches to recruitment and training, purchasing supplies and
meeting unmet need. We will also seek to develop opportunities for providers to
become part of our integrated health and social care teams in each locality.
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Rethinking the boundaries between specialist and older people’s care: the
increase in the prevalence of dementia, together with workforce challenges and the
opportunities for different approaches using SDS means that a sustainable future
could include rethinking the traditional distinctions between older people’s care
and support for people with mental health needs and learning disabilities. This
could mean bringing together the volume of older people’s activity with the more
personalised care planning approaches that are more developed in other services.
Balancing choice and control and geography: we want to commission
providers who are looking for a sustainable place in a diverse market that fits our
geography including the challenges of delivering care and support in our more rural
communities. We want providers who will work with us to find the best balance
between making the most of resources, avoiding unnecessary travel and developing
links with particular communities. We are seeking to deliver greater levels of choice
and control. Choice of provider can be important within those communities that
are large enough to support a range of options. However, in smaller communities,
flexibility, choice and control over how each individual’s needs are met should be at
the centre of what we do, even when only one provider is available.

21

326

Annex 5 – Performance management
framework
1

Introduction

The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) received royal assent
on 1 April 2014. The Act sets out nine national health and well-being outcomes which
are set out in section 2 of the strategic plan.
The IJB performance management framework (PMF) is designed to enable the IJB to
fulfil the monitoring and reporting requirements in all aspects of its work – including
this strategic plan. The current framework is set out here in this annex with some
specific references to the strategic plan. The IJB PMF will be updated in the coming
months to include the Scottish Government guidance for health and social care
integration partnership performance reports and other developments.
Role of the integration joint board (IJB)
The Act requires that “an integration authority must prepare a performance report
for the reporting year”. This performance management framework is designed to
enable the IJB to fulfil its reporting requirements to the NHS Dumfries and Galloway
Board and Dumfries and Galloway Council.
The IJB performance management role is to scrutinise performance information and
satisfy itself that:
• integrated services are delivered in line with strategic and operational aims
• the commitments contained within the locality plans are aligned with those in the
strategic plan (which, in turn, are aligned with the national outcomes)
• progress against the nine national health and well-being outcomes is being
achieved
To enable it to do this, the IJB will agree a set of performance measures and specific
improvement activities that will demonstrate the impact that change and activity is
having on communities, and, in particular, people who are receiving care and support.
We recognise the need for local community ownership in developing health and
social care services and public accountability regarding the progress and success of
integration. As such, Local Area Committees will scrutinise the delivery of locality
plans against the outcomes established within the strategic plan.
Both the outcomes and performance management approach set out in this document
are targeted at making sure we achieve our aims.
2

Aims of the performance management framework

The framework:
• considers the nine national health and well-being outcomes and the agreed 23
associated indicators in developing a ‘balanced scorecard’ enabling the IJB to show
clear progress towards delivering them (see section 4 below)
• sets out the main building blocks for a ‘positive performance culture’ by describing
the main aspects of our approach to managing performance
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• forms an essential part of the IJB’s approach to making sure everything we do is of
high quality
• provides the necessary activity and financial information for planned use of
services in Dumfries and Galloway, including targets and measures
• ensures that there are clear links between the nine national outcomes, the
Dumfries and Galloway Single Outcome Agreement, the strategic plan, locality
plans and the NHS and council delivery plans for commissioned services
As a framework, it structures the approach we will take into four areas:
• principles of managing performance
• identifying what standards, measures and outcomes we want to achieve
• understanding our current performance
• setting good governance and owning performance
3

Principles of managing performance

In this framework, we define these principles as ‘all processes, methodologies, metrics
and systems needed to measure and manage the performance of the Integration
Authority’. Behind our approach to managing performance, we will use the following
principles.
Relevance – focusing on what really matters to individuals and staff
Transparency – setting clear performance measures
Accountability – responsibility is understood and agreed
Consistency – fair and consistent application
Proactivity – early support based on shared risk assessment
Proportionality – as related to the possible or actual effect
Recovery focus – tackling root causes promptly to maintain a high level of
performance
These principles are designed to:
• encourage supportive approaches which are focused on the front line
• build from effective people who use services and front line staff knowledge to
higher performance monitoring levels
• involve everyone in making sure high quality information is available for reporting
on performance
• allow performance to be shared using dashboards and similar tools effectively
• match goals at every level across partners, their teams and staff groups so that
each staff member understands their contribution to the overall aims and is
supported through yearly appraisals, supervision, feedback and training
• involve and listen to all staff (across all providers) so that they can take charge of
developing their own services alongside those who use them
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This approach and the principles are designed to ensure that:
All partners are focused on an overall balance of joint standards, measures and
outcomes that are relevant in the context of the overall strategic plan.
No single organisation can successfully plan or provide the varied and often
complicated integrated health and social care services and supports that are needed.
The third and independent sectors have an important role in working with the IJB to
make sure services are delivered effectively.
We will use best evidence to make sure that we measure the things that matter to
people, Carers and staff. Tools such as care pathways, care protocols, care plans,
outcome measurement scales and recorded outcomes form the basis for relevant
standards and measures.
We will also support all services and partners to monitor progress against the main
milestones and aims set out in their service plans to make sure they align with highlevel outcomes.
Under the governance of the IJB, all partners will achieve the intended performance
through co-ordinated support and monitoring using reliable information.
Information on quality as well as quantity will be used within this framework which
will be gathered using a number of different methods. For example, feedback from
people who use services, clinical audit, support and care record systems.
We will assess sources of information to check how reliable the information is and,
where necessary, provide support and training to improve the quality of information.
For all IT applications we will make sure we use standard approaches to enable
information to be collected against common definitions and used appropriately. If we
are not sure of the quality of information, we will make sure the information is not
then inappropriately shared without the necessary controls.
We will set up a data quality group to make sure that risks to the quality of
information are well understood and responded to and that quality is a central part
of the IJB’s methods for governing how it works.
A regular review of our intended outcomes and performance as part of the planning
and commissioning cycle.
As part of the planning cycle, the IJB will regularly agree an overall balance of
standards, measures and outcomes that are important ‘measures of success’ for all
partners to track over time.
We will take from the strategic plan, the locality and service-delivery plans, the main
milestones that will be monitored to provide assurance of our progress.
We will make sure that these are measured as close as possible to the front line so
that they are part of the IJB’s overall approach in practice.
All staff members understand how their own contribution to performance is relevant
to the quality of care and support they deliver to people.
We will do this by:
• having a clear vision and shared values that support decisions, action, and
behaviour
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• ensuring goals are understood at every level and across all organisations
• involving staff in improving quality and listening to staff
• learning, innovation and improvement supporting staff with the skills to both do
their job and improve their job and create a safe learning environment through
teamwork, co-operation and integration
• developing strong relationships and teamworking based on shared understanding
and information on performance
We will use all information systems and clinical and care audit approaches to give
individuals their own outcomes and performance information. We will support
people to ensure good quality and reliable information. This will support continuous
improvement, supervision and meaningful and supportive staff appraisal.
All teams have the information they need to know how they are doing, when to ask
for help and when to share and spread proven approaches to use.
We will use reporting tools to bring together information for integrated teams so
that they know their own outcomes and performance. We will do this using the most
up-to-date information possible. We will reinforce this balanced approach as a central
part of the clinical and care governance approach within all services. We will make
sure that integrated teams have the opportunity to understand their information and
report on it independently.
4

Identifying the standards, measures and outcomes we want to achieve

In setting out to measure the things most relevant to delivering the nine national
outcomes, we have identified four ‘balanced scorecard’ areas:
• well-being and clinical and care outcomes
• workforce outcomes
• transforming care and support
• efficiency and productivity outcomes
Each of these areas will have a set of defined outcomes. The IJB will use these to
measure Dumfries and Galloway as a whole system and define and monitor the
progress we are making towards the commitments of the strategic plan.
Work is being undertaken to set out what must be included within the annual reports
required to be produced for the IJB. The proposed content of performance reports
includes:
• progress against the delivery of the nine national health and well-being outcomes
• information on performance against agreed measures (including complaints,
individual experience, delayed discharge, etc)
• details of any review of the strategic plan or locality plans within the reporting
year
• any significant service change/innovation
• an overview of the financial performance of the integration authority
• information of public/community engagement activity in relation to the design
and delivery of care and support services
• a summary of any inspections and the outcomes of these
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The draft regulations provide for significant flexibility in how and what integration
authorities will report on under each of these areas, to make sure that the annual
performance report covers the main aspects of change and also reflects local
priorities.
The strategic plan gives details of ‘how we plan to achieve our vision’ and has
identified 10 priority areas of focus. The performance measures and specific
improvement activities, currently being identified, will link to the national outcomes
and the priority areas of focus to provide a full picture of how the IJB is working to
achieve these. This is depicted below.
What is being
measured

9 National
Outcomes

Dumfries and
Galloway
Strategic Plan
Commitments
against 10
priority areas
of focus

Current
Indicators

Indicators to be
developed

Core suite of
23 National
Performance
Measures

National
Performance
Measures

Local
Performance
Measures

Local
Performance
Measures

Specific
Improvement
Activities

Specific
Improvement
Activities

In addition to the required annual report, we will produce a report every three
months to the IJB. Reporting arrangements will be timetabled to meet this
requirement.
We have developed a set of performance measures to use within the partnership and
to meet our needs in terms of measuring how the strategic plan is being delivered.
Measures will also include publicly accountable measures and targets which either
the council or the NHS currently report against, and which relate to services under
the IJB. Appendix 1 (c) to this framework sets out all measures contained within the
framework and shows how they can be linked to the strategic plan outcomes and
priority areas of focus as supporting ‘proxy’ indicators. Appendix 2 of the strategic
plan contains a link to a data dictionary which sets out where the information came
from for each measure (www.dg-change.org.uk/strategic-plan).
5

Understanding our current performance

Using and sharing information will be crucial to supporting the performance
framework. Effective management of performance needs accurate, relevant and
timely information. If there is poor quality information, the usefulness of it is reduced
and the credibility of the process for measuring performance is affected in a negative
way. We will continue to check the quality of information to make sure we can use it
with confidence.
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The IJB will develop a culture where information is used to help manage and improve
services rather than simply monitoring whether we are achieving set performance
targets and standards.
Summary of measures
At a glance summaries will provide a wide range of information on services, in a user
friendly way, to the widest possible audience so that clinicians, professionals and
managers can understand the quality and performance of their services.
Data dictionary
We have developed a data dictionary (see link in part 1 Appendix 2) to provide
detailed information for each measure. The dictionary gives information on the title
of the performance measure, where it links to the nine national health and wellbeing outcomes, the reason for collecting the information, the definition and the
source of the information.
The dictionary is a resource which will provide a list of measures to use within the
performance management framework. As the dictionary develops, further detail on
the targets, reporting requirements and geographies at which the information is
available for each measure will be included. While the dictionary provides consistency
in definition for the measures, the IJB is responsible for considering baseline data and
setting local targets on this basis.
6

Setting good governance and owning performance

A governance system that works well will make sure the integration authority fulfils
its overall purpose, achieves its intended outcomes for citizens and people who use
services and operates in an effective, efficient, clear and ethical way. The IJB will make
sure that any issues related to performance are appropriately addressed.
The performance management framework will be central in supporting this. We can
achieve good governance through:
• setting clear aims at whole-system (regional), locality, directorate, service team and
individual levels
• a culture of experience and learning
• transparency, so that measures of progress and achievement are open to everyone
Managing performance based on aims
The planning cycle will refresh our approach to individual appraisal and setting aims
to make sure all staff within the partnership understand how their work contributes
to our overall outcomes and performance.
Celebrating and intervening
When information at individual, team, service, locality or partnership level shows
important successes or that help may be needed to achieve the desired outcomes, our
approach will be to:
• learn equally from both success and difficulty, and share this learning
• provide targeted help and support to improve the situation supportively
• develop people to make sure that the intervention leads to long-term
improvement
• make sure we take forward an overall continuous process of improvement

27

332

Best practice
Standards, measures and outcomes used in this framework will be based on evidence
if this exists. The performance areas we focus on will be relevant to the live issues and
risks that we face and the potential risks we face as identified in the corporate risk
register.
Standards, measures and outcomes will be measurable and, where appropriate, will
be rated using a traffic-light system (red, amber and green - RAG).
Stakeholders

Publicly available information
Strategic planning framework documents

Integration joint board

Integration performance report

Localities and
directorates

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

Service

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

Local team

Quality and safety summaries including about risk,
patient feedback, safety and quality indicators at team
level, showing key performance indicators (KPIs) and
contribution to strategic objectives

Individual

Regular supervision, annual appraisal and individual
performance reviews

Practical deployment of governance across our organisation
Aligning whole system, corporate, locality, directorate, service, team and individual
objectives and targets is critical to the operational success and strategic delivery of
any organisation. We require a balanced scorecard of relevant objectives and ‘realtime’ business data to be developed at all levels, providing the necessary assurance of
delivery.
A performance team will set the main aims, metrics and escalation criteria for each
of the areas of performance (safety, quality, cost, delivery and people) based on the
Dumfries and Galloway strategic plan and the nine national health and well-being
outcomes and associated measures.
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Reduced
health
inequalities

Carers are
supported

People are
safe

Supported
and engaged
workforce

Effective
resource use

A set of publically accountable indicators and specific improvement activities currently reported by the NHS Board and
council which relate to the integrated functions. These are to be reported to the IJB on a quarterly basis in order to facilitate
delivery of the strategic plan

The strategic plan contains ten priority areas of focus. The key areas of focus are broken down into one or more subthemes. Within each sub-theme is one or more ‘we will’ statement. The ‘we will’ statements are either mapped back to
the performance management framework indicators (which function as proxy measures) or the indicator may be under
development.

Publically
accountable
measures

Strategic plan
commitments

Data likely to be published on an annual or less frequent basis with a significant lead time of up to a year to publication

13 indicators derived from organisation/system data collected for other reasons

10 outcome indicators based on survey feedback

Nationally defined measures based on published data sets:

Maintained
or improved
quality of life

Core suite of
integration
indicators

Positive
experiences

Independent
living

Healthier
living

Nine national outcomes for health and social care

Performance management framework

Dumfries and Galloway adult health and social care

Appendix 1(a) Performance management framework overview
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C2 The number of adults accessing self directed
support option 1
C3 The number of adults accessing self directed
support option 2

B2 Cancer waiting times

B3 Dementia post diagnostic support

B4 Treatment time guarantee (TTG)

B5 18 weeks referral to treatment
(TTG)
B6 12 weeks first outpatient
appointment
B7 Diagnostic waiting times

B8Early access to antenatal services
B9 IVF waiting times

A2 Percentage of adults supported at home who agree
that they are supported to live as independently as
possible

A3 Percentage of adults supported at home who agree
that they had a say in how their help, care or support
was provided

A4 Percentage of adults supported at home who agree
their health and care services seemed to be well coordinated

A5 Percentage of adults receiving any care or support
who rate it as excellent or good

A6 Percentage of people with positive experience of the
care provided by their GP practice

A7 Percentage of adults supported at home who
agree that their services and support had an impact in
improving or maintaining their quality of life

A8 Percentage of carers who feel supported to continue
in their caring role

A9 Percentage of adults supported at home who agree
they felt safe

C9 Percentage of referees receiving feedback on
actions taken within 5 days of receipt of adult
protection referral

C8 Total number of homecare hours provided as a
rate per 1,000 population aged 65+

C7 The number of adults under 65 receiving
personal care at home (via self directed support
option 3) as a percentage of the total number of
adults needing care.

C6 Number of people over 65 with intensive care
needs receiving care at home (via self directed
support option 3)

C5 The number of Carers receiving support

C4 The number of adults accessing self directed
support option 3

C1 Number of adults accessing Telecare as % of
total number of adults supported to live at home

B1 Detect cancer early

A1 Percentage of adults able to look after their health
very well or quite well

Publically accountable measures:
Part (b): council indicators

Publically accountable measures:
Part (a): NHA indicators

Core suite of integration indicators

Appendix 1(b) All measures in the framework
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B10 CAMHS waiting times
B11 Psychological therapies waiting
times

B12 Clostridium difficile infections
B13 SAB (MRSA/MSSA)
B14 Drug and alcohol treatment
waiting times
B15 Alcohol brief interventions
B16 Smoking cessation
B17 GP access
B18 Sickness absence
B19 Accident and emergency waiting
times
B20 Financial performance

A10 Percentage of staff who say they would recommend
their workplace as a good place to work

A11 Premature mortality rate

A12 Emergency admission rate

A13 Emergency bed day rate

A14 Readmission to hospital within 28 days

A15 proportion of last 6 months of life spent at home or
in a community setting

A16 Falls rate per 1,000 population aged 65+

A17 Proportion of care services graded ‘good’ (4) or
better in care inspectorate inspections

A18 Percentage of adults with intensive care needs
receiving care at home

A19 Number of days people spend in hospital when they
are ready to be discharged, per 1,000 population

A20 Percentage of health and care resources spent on
hospital stays where the patient was admitted in an
emergency

A23 Expenditure on end of life care

A22 Percentage of people who are discharged from
hospital within 72 hours of being ready

A21 Percentage of people admitted to hospital from
home during the year, who are discharged to care home

Publically accountable measures:
Part (a): NHA indicators

Core suite of integration indicators

C12 Health and social care integration
(improvement activity)

C11 To implement mobile technology and agile
working conditions to improve service delivery,
generate efficiencies, promote effective working
and improve delivery to customers (improvement
activity)

C10 Care at home programme: market facilitation
strategy (improvement activity)

Publically accountable measures:
Part (b): council indicators
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Appendix 1 (c) Measures linked to strategic plan commitments
5.1 Enabling people to have more choice and control

Measure under
the performance
management
framework

We will enable people, especially vulnerable adults and
those important to them, to decide their own personal
outcomes

C2, C3, C4, C6, C7

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

C2, C3, C4, C6, C7

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

C2, C3, C4, C6, C7

Self-directed support

We will develop an online learning tool to enable staff
across the partnership to have a better understanding of
self-directed support and embed it in practice

C2, C3, C4

Commissioning for
outcomes

We will change the focus of contracting from specifying
levels of input activity to delivering health and well-being
outcomes for people

A1, A2, A3

Self management
support

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

A1, A2, A3

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

A1, A2, A3

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

A3

We will provide support to Carers (including the provision
of short breaks) so that they can continue to care, if they
so wish, in better health and have a life alongside caring

A8, C5

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

A8,C5

We will work towards developing ‘Carer Positive’ as an
approach across the partnership identifying staff who are
Carers and supporting them in their own personal caring
roles

A8, C5

Independent advocacy

5.2 Supporting Carers
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5.3 Developing and strengthening communities

Measure under
the performance
management
framework

We will work with people to identify and make best use of
assets to build community strength and resilience

A7

We will actively promote, develop and support
volunteering opportunities

Indicator under
development

We will strengthen public involvement at all levels of
planning health and social care and support

Indicator under
development

5.4 Making the most of well-being
We will support people to lead healthier lives

A1,A2,A3,A7,A9

We will provide opportunities and support for people to
develop and review their own forward looking care and
support plans

A3, A4

We will work to identify people who have an increased
risk of reaching crisis and take early steps to avoid this

A2, A3, A4, A7,
A9, A12

5.5 Maintain safe, high quality care and protect vulnerable adults
Adult support and
protection

Patient safety
programme

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

Indicator under
development

We will support the provision of a multi-agency
safeguarding hub to ensure a joined-up approach in terms
of identifying, sharing information about and responding
to adults at risk of harm

C9

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

A11,A16,B12,B13

5.6 Shifting the focus from institutional care to home and community based services
Developing new models
of care

Care at home and care
homes

Housing

We will adopt re-ablement as both a first approach and as
an ongoing model of care and support

A1, A2, A3, C1

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

A15,A18

We will work with providers to support them to pay the
national living wage

Indicator under
development

We will identify with partners and people who use
services, models of care at home and care home provision
that deliver outcomes for people

Indicator under
development

We will combine the information from the Housing
Need and Demand Assessment with the Strategic Needs
Assessment to help us with planning

Indicator under
development
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We will develop housing related services and new
affordable housing that is designed to reduce both
unplanned admissions to hospital and the number of
people unnecessarily delayed in hospital
5.7 Integrated ways of working

Integrated workforce
plan

Indicator under
development

Measure under
the performance
management
framework

We will support staff to be informed, involved and
motivated to achieve national and local outcomes

A10,B18

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

A10

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

Indicator under
development

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

Indicator under
development

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

A10

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

Indicator under
development

We will share learning about health and care inequalities,
including their causes and consequences, and use this
information to drive change

Indicator under
development

We will develop a health inequalities action framework
aimed at reducing health inequalities

Indicator under
development

5.9 Optimising efficiency and effectiveness
Innovation

Clinical and service
change programme

34

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

Indicator under
development

We will support staff and partners to develop new and
better ways to provide health and social care to reduce
duplication and increase efficiency

A2, A3, A12, A13,
A14, A18, A19,
A20, A22, A23

We will make sure that effective and sustainable models
of care are tested and implemented prior to transition
from the current DGRI to the new district general hospital

Indicator under
development

We will ensure that there is good linkage between work
relating to the new hospital project and community based
health and social care

A12, A13, A14,
A19, A20, A22
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Tackling variation

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

Indicator under
development

Buildings, land,
equipment and vehicles

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

Indicator under
development

We will make sure that physical assets used by the
integration joint board are safe, secure and high quality
and, where appropriate, promote health and well-being

Indicator under
development

5.10 Making the best use of technology

Measure under
the performance
management
framework

Information and
communication
technology

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

Indicator under
development

Telehealthcare

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

C1
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Annex 6 – Dumfries and Galloway Integration
Scheme
The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) requires health boards
and local authorities to integrate planning for, and delivery of, certain adult health
and social care services. A choice of ways was given as to how this was to be achieved
and in Dumfries and Galloway, the health board and local authority have chosen to
delegate to a third body called the Dumfries and Galloway Integration Joint Board
(IJB).
The Dumfries and Galloway integration scheme states how the health board and local
authority will integrate services.
The scheme is intended to achieve the nine national health and well-being outcomes
prescribed in the regulations underpinning the act and sets out the detail of how the
health board and local authority will integrate services. It also lists the services which
must be integrated in Dumfries and Galloway in line with the requirements of the act
– broadly adult social care services, adult community health services and a proportion
of adult acute services. In addition, our scheme includes the entirety of acute hospital
services and some health services for people under the age of 18.
The scheme also sets out the agreed local arrangements for matters such as:
• Participation and engagement of stakeholders
• Clinical and care governance arrangements
• Workforce and organisational development
• Information-sharing and data handling
• Financial management
• Dispute resolution
• Local arrangements for the IJB
• Local arrangements for operational delivery
• Liability arrangements
• Complaints handling
• Risk management
Key stakeholders were fully involved and engaged in the development of our Scheme
and their views taken into account.
Read the integration scheme here
The Integration Joint Board (IJB) is responsible for the strategic planning of the
functions delegated to it and for ensuring the delivery of its functions through the
locally agreed operational arrangements set out within the scheme.
The order to create the IJB was laid in the Scottish Parliament on 4 September 2015
for 28 days before coming into force on 3 October 2015. The Dumfries and Galloway
IJB was legally established on 3 October 2015.
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If you would like some help understanding this or need it in
another format or language please contact 030 33 33 3000
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Foreword
Annandale and Eskdale is a great place to live and work and
we want to make it even better by supporting people to live
active, safe and healthy lives. We will do this by promoting
greater personal independence, choice and control. It is
good news that people are living longer and healthier
lives. However, if we are to continue to make further
improvements in Annandale and Eskdale, including the need
to reduce health inequalities, at a time when the number of
older people is rising and the number of younger, workingage people is reducing, we have to change how we help
people to lead healthy and fulfilling lives. We need to
develop new models of working which support people from our diverse communities
to take control of their own health and well-being and move away from the more
traditional way of fixing people’s problems. We need to take advantage of the
skills, resources and ideas that already exist in local people, communities, staff and
volunteers working in the third, independent, health and social care sectors to help
produce services which tackle the needs and aspirations of people in Annandale and
Eskdale. In short, we want to work in partnership with local people and communities
to develop person-centred support which delivers positive outcomes, healthier lives
and stronger communities.
Integrating health and social care gives us an opportunity to be creative, innovative
and radical in developing new ways to support people to tackle the needs and
priorities which are set out in this locality plan. We have drawn up this plan after
listening to what local people and organisations think are the main achievements and
challenges in Annandale and Eskdale. It sets out the actions we plan to take to deliver
further improvements. This plan has been built up with local people and is a key part
of the wider Dumfries and Galloway Health and social care strategic plan.
I would like to thank the third sector and the independent sector for their support in
helping to develop and shape this plan. Above all I would like to thank the people
of Annandale and Eskdale for their ideas and suggestions about what we need to do
together to support people to live active, safe and healthy lives. The commitments, set
out in section 6, over the next 3 years are challenging and can only be achieved by us
all working together to harness the assets we have in our local communities. With all
our partners in local communities, we are developing detailed and dynamic delivery
plans setting out how we will meet our commitments. It won’t be easy and there are
bound to be a few bumps and changes along the way. However, by working together
and by continuously listening to and checking in with each other, I am confident that
together we can develop new ways to continue to make Annandale and Eskdale a
healthy, strong and fulfilling place to live.

Gary Sheehan, Locality Manager
Annandale and Eskdale
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1 Introduction
1.1 What is this locality plan?
This plan is about how we will be integrating health and social care in Annandale and
Eskdale as part of a new Dumfries and Galloway Integration Authority. It forms part
of our wider strategic plan across Dumfries and Galloway for the integration of health
and social care. Our locality plan sets out specific information, where this is available,
and identifies what is working well but also some of the main challenges which we
need to tackle. Importantly, much of the plan is based on what people who live in the
area and those currently involved in delivering health and social care in the area have
said about how things could be better and what would make a difference.
The plan is not just about health and social care services and support – it is also about
how people and communities can be supported to help and support themselves too.
This is the first integrated health and social care locality plan for Annandale and
Eskdale and sets out the need to develop new and more creative ways of working
with people in their local communities to help deliver the best-possible outcomes for
everyone living in Annandale and Eskdale. The 3 year commitments we have set out
in section 6 will be delivered through a detailed implementation plan drawn up with
all our key partners, particularly colleagues from the third and independent sectors.
An executive summary of the locality plan is available in part 2 of the wider strategic
plan for Dumfries and Galloway.
1.2 Who is this plan for?
This plan is for everyone who lives or works in Annandale and Eskdale, with a focus
on adults. It is for those who currently use health and social care services, for example,
people who need day-to-day help with personal care or who need more regular
support to manage a long-term condition and also those who may need to do so in
the future. It is also for people who are well and want to maintain or improve their
current level of health and well-being.
1.3 What is included in this plan?
All adult social care, adult primary and community health care services, most acute
hospital services and some elements of housing are all included within the new
Dumfries and Galloway integration authority. Services relating to children are
currently not included.
1.4 Where does this plan fit into the wider picture?
This plan is one of four locality plans for Dumfries and Galloway and forms an annex
to the strategic plan for the region. There are also a number of other important
national and local strategies which have helped us develop this plan, for example, The
keys to life – improving quality of life for people with learning disabilities 2013 and
the Dumfries and Galloway joint strategic plan for older people 2012 – 2022. A more
comprehensive list of these can be found in Appendix 2 of the strategic plan.
The plan has also been informed by the joint inspection of adult services across
Dumfries and Galloway carried out by the care inspectorate and health improvement
scotland in early 2016.
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1.5 What are we hoping to achieve?
This plan is shaped around the vision for Dumfries and Galloway as set out in the
Dumfries and Galloway integration scheme - “Dumfries and Galloway - where we
share the job of making our communities the best place to live active, safe and
healthy lives by promoting independence, choice and control.”
This means for people in our community:
• offering a better experience for people, families and their Carers who currently
receive services and support and making these more effective and efficient
• enabling people to take personal responsibility for their heath and well being
• making sure that people, their families and Carers are at the centre of the
decision-making process and offering as much choice and control as possible about
the support they receive
• making sure that the most vulnerable members of our communities are supported
to live as independently as possible within their own homes or within a homely
setting
• supporting people to make positive lifestyle changes
• finding new solutions and ways of working with local people and local
communities to improve individual health and well being
We are committed to reducing health inequalities for our diverse communities
across Annandale and Eskdale and recognise that there are a range of factors that
contribute to such inequalities. Reducing health inequalities is the responsibility of
all partners and involves action on the broader social issues that can affect a person’s
health including: education, housing, isolation, employment and income. These wider
inequalities have a direct impact on, and in many cases create health inequalities. We
will consider health inequalities when planning and developing services ensuring they
are accessible and flexible to all.

5
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1.6 National health and well-being outcomes
The Scottish Government has set out the following nine national health and well-being
outcomes to be achieved through the integration of adult health and social care.

People are able to look after
and improve their own health
and well-being and live in good
health for longer

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

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

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

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

Health and social care
services contribute
to reducing health
inequalities

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

People using health
and social care services
are safe from harm

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

1.7 Main challenges
The main challenges in Annandale and Eskdale broadly reflect those for the whole
region as set out in the Dumfries and Galloway strategic plan.
• health inequalities leading to poorer outcomes for people’s health and well-being
• an increasing number of people with multiple long-term conditions, including
dementia, who need higher levels of support so they can live independently and at
home or in a homely setting in the community
• lack of appropriate housing to meet expected need and demand in areas where
people want to live, creating unsustainable and imbalanced communities
• an increasing number of Carers needing greater levels of support to reduce the
negative effect their caring role may have on their own health and well-being
• maintaining high-quality, safe care and protecting vulnerable adults in the face of
increasing need and fewer resources

6
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• sustaining existing community-based services, including GPs, out-of-hours and careat-home services
• a reducing working-age population resulting in fewer people to care for an
increasing number of older people
• national challenges in relation to recruiting health and social care staff
• current and expected rise in hospital admissions and delayed discharges resulting
in increased pressures across all health and social care services
The rural nature of Dumfries and Galloway brings some advantages and benefits, it
can also increase each of the main challenges set out above. Problems such as physical
and social isolation, transport difficulties, and the provision of a rapid response
service all need to be considered. An additional local challenge is addressing the cross
border issues which results in some people being required to access acute and primary
care services in Cumbria.
1.8 Main areas of focus
The following 10 areas of focus reflect the same areas of focus as in the Dumfries and
Galloway Partnership strategic plan with a summary of what each of these relate to in
practice.
D&G strategic plan - area of focus
Helping people
to have more
choice and
control

• People who meet the criteria for care and support through
social work will be offered a range of options for how this
care and support is arranged including being able to receive a
direct payment, or having their care and support managed by
a care provider through self-directed support.
• People with long-term conditions are supported to be active
partners in their own care, making decisions jointly with
health and social care staff and managing their own health
on a day-to-day basis.
• Arranging and paying for services will be based on delivering
the right outcomes for people and encouraging organisations
to work together in a more joined-up way.

Supporting
Carers

• Carers are supported to have a life outside of their caring
role, living fulfilled lives as individuals with their own
interests and aspirations.

Developing and
strengthening
communities

• Involving local people in decision-making.
• Making sure there is a good range of low-level community
and social supports in communities and working with people
to identify what really matters to them and what would
make a difference.
• Supporting communities to provide local support.

7
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D&G strategic plan - area of focus
Making the
most of wellbeing

• Making the most of health and well-being and encouraging
people to take responsibility for their own health at as early
an age as possible.
• Working to prevent ill health or further deterioration of
health.
• Discussing future care and support needs with people as soon
as possible and developing a plan which is individual and
owned by the person.

Maintaining
safe, high
quality care
and protecting
vulnerable
adults

• All adults have the right to live free from physical, sexual,
psychological, emotional and financial abuse or neglect.

Shifting the
focus from
institutional
care to home
and communitybased services

• Involving people who use services, their Carers and families in
designing new models of care which better meet their needs.

• Improving the safety of care of people at all points of
delivering care.

• Providing care in or as close to a person’s home as possible
wherever it is safe to do so, and only admitting someone to
an acute hospital bed when their condition means this is the
only option.
• Working with housing providers to develop new and
innovative housing options for people.

Integrated ways
of working

• Having the right people with the right skills in the right place
at the right time.
• Making the best use of all our people from across all four
sectors – the NHS, council, third and independent sectors
recognising that a multi-agency approach can bring better
outcomes for people.
• Respecting the different ‘cultures’ which exist and different
professional boundaries.
• Having staff teams all working to a shared vision of where we
need to get to.
• Building on existing skills that people have and recognising
that new skills will be needed as well.
• Making time for staff to build relationships with colleagues
in other areas of work and understand each other’s roles and
responsibilities.

8
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D&G strategic plan - area of focus
Reducing health
inequalities

• Designing health and social care services in a way that allows
those most in need easy access.
• Providing services proportionately and in a co-ordinated way
according to people’s identified needs.
• Partners working together to deal with broader inequalities
in society.

Working
efficiently and
effectively

• Thinking in new ways about how to do things differently.
• Following evidence and guidance on both the clinical
effectiveness and cost-effectiveness of existing and new
technologies which are likely to have a positive effect.
• Considering options involving investing and also withdrawing
investment – where do we need to invest and what can we
stop doing?
• Tackling variation – both in terms of practice and cost.
• Making best use of all the physical assets (buildings and land)
in our communities.

Make the
best use of
technology

• Where appropriate, providing support for people
with common multiple illnesses and chronic conditions
through home monitoring and managing them by phone
(Telehealthcare).
• Sharing appropriate real-time information between care
providers.
• Shared Forward-Looking Care plans for people classed as ‘at
risk’.
• Encouraging a higher take-up of the broad range of telecare
equipment.

9
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2

About the Locality

2.1 Geography
Dumfries and Galloway is one of the most rural areas of Scotland, where issues such as
transport, access to services and rural deprivation can have a marked effect. Dumfries
and Galloway has the third highest proportion (22%) of the population living in remote
rural locations, behind Argyll and Bute and the Highlands. Annandale and Eskdale is one
of four localities for health and social care integration in Dumfries and Galloway and
makes up about one quarter of the total area of the region.

Number of people
in Annandale and
Eskdale 		
by urban/rural
Classification

Remote rural

6,293

16%

Accessible rural

16,126

42%
15,931

42%

Remote smalltown
Accessible small town
Other urban areas
Large urban areas

Source: Scottish Urban Rural Classification 2013-14: National Records Scotland Small Area Popluation Estimates 2012

Scottish Government 6 fold urban rural classification
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1 Large urbanareas

Settlements of 125,000 or more people.

2 Other urban areas

Settlements of 10,000 to 124,999 people.

3 Accessible small towns

Settlements of 3,000 to 9,999 people and within 30 minutes drive of a
settlement of 10,000 or more.

4 Remote small towns

Settlements of 3,000 to 9,999 people and with a drive time of over 30
minutes to a settlement of 10,000 or more.

5 Accessible rural

Areas with a population of less than 3,000 people, and within a 30
minute drive time of a settlement of 10,000 or more.

6 Remote rural

Areas with a population of less than 3,000 people, and with a drive time
of over 30 minutes to a settlement of 10,000 or more.
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Table 1: Population size for main settlements in Annandale and Eskdale
Population size

Settlement (500+ people)
Annan

9,000

Eaglesfield

700

Eastriggs

1,900

Ecclefechan

800

Gretna

3,100

Langholm

2,200

Lochmaben

1,900

Lockerbie

4,300

Moffat

2,600

Total

26,500

2.2 The population
The current population of Dumfries and Galloway is already substantially different from
the overall profile of the Scottish population, with a larger percentage of older people
and a markedly smaller percentage of young people. Dumfries and Galloway has the
highest percentage of men of pensionable age (22% aged 65 or over) and the third highest
percentage of women aged 60 and over (31.7%) of all councils in Scotland. This means that
demand on health and social care and support is already higher than average and has a
considerable effect on how current services are being delivered.
38,305 people live in Annandale and Eskdale out of a total population for the region of
around 150,270 people (population estimates for small areas 2013 (2011 datazones).
Looking forward on an locality basis is difficult as different localities have different
factors affecting population growth, such as birth rates and the number of people
moving into and out of the locality.
The graphic below shows an estimate based on the expected percentage change for the
locality.

Population summary
Annandale and Eskdale

2011
-22%

2037

38,305

0 - 14
years

15 - 64
years

65 - 84
years

2.5K

1K

9.4K

7.5K

5.9K

Population

5.4K

51.1%

48.9%

+161%

18.6K

-9%

24K

+25%

85+
years

Sources: National Records Scotland and Census 2011
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At the time
of the 2011
Census there
were

168 (15%) of Carers
providing 50 or more
hours of care a week
reported as having bad
or very bad health

374 people from
black and ethnicminority groups

12

A snapshot
of the
population
in
Annandale
and Eskdale

1,262 people reporting
themselves as having a
long-term mental health
condition (3.3% of the
population)

473 people
admitted to a
cottage hospital
from Annandale and
Eskdale

1,021 (4%)
working-age people
unemployed

3,272 emergency
admissions to Dumfries
and Galloway royal
infirmary from Annandale
and Eskdale residents

890 (3%) had
never worked or
were long-term
unemployed

501 people receiving a
care-at-home service and
of these, 210 receive at
least 10 hours of care per
week

3,331
households (1 in 5
households) with
no car or van

Just under 120 older
people from Annadale
and Eskdale were
admitted to a care
home

385 people over the
age of 65 living alone
lived in a ‘remote
rural’ area

158 adult support
and protection
referrals

3,786 people who
classed themselves as
Carers and of these, 1,100
were providing 50 or more
hours of care a week

304 (2%) of households
do not have central
heating

51% of those
aged 16 - 34
have no or few
qualifications

153 new referrals
to social work in
January 2016

In 2013/14
there were

357

2.3

Asset-based approach

In Annandale and Eskdale we are committed to taking a comprehensive assets based
approach in developing support for local people and communities. Taking an assetbased approach ensures that we are planning to tap into all the available assets that
rest within people, communities, buildings, equipment, money and land that we have
available to us to deliver excellent health and social care.
People are our most valuable resource in the delivery of health and social care.
Families, friends and neighbours play an essential role supporting people socially,
emotionally and with practical help. We have significant numbers of dedicated
volunteers supporting people in their own homes and local communities through a
wide variety of local clubs, community groups and services. For those in need of more
formal intervention we have committed staff working in the NHS, council, housing,
care at home services and care homes providing important health and social care
services.
Buildings, land, equipment and vehicles
While people are our most valuable resource, it is important that we make the best
use of all the buildings, land, equipment and vehicles (physical assets) in communities
across Annandale and Eskdale. We should consider how these might be better used to
improve quality of community life and deliver better outcomes for people
A summary of some of the key physical assets in the area is given in table 2 below.
Table 2: Main physical assets in Annandale and Eskdale as at January 2016
Category

Physical asset

Total
number

Health

GP Surgeries

10

Community pharmacies

9

Dispensing surgeries

2

Opticians

4

Dental surgeries

8

Cottage hospitals

4

(Total bed numbers)

(56)

Psychiatric hospitals

0

General hospitals

0

Location (where in only
limited locations)

Lockerbie (2), Annan (2)

Langholm, Moffat,
Lochmaben, Annan

13
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Category

Physical asset

Total
number

Housing

Care homes – older people

8

(Residential bed numbers)

(249)

Ecclefechan

(Elderly mentally ill (EMI) bed
numbers)

(29)

Lockerbie

Care homes – LD* and MH*

1

Commissioned Supported
accommodation – under 65
PD*, LD and MH

17
places

Sheltered housing
(developments)

13
(200)

(Total number of flats)

Community

Location (where in only
limited locations)

Number with communal
lounge

3

Extra care / very sheltered
housing

0

Activity and resource centres
(LD)

1

Community centres / village
halls

38

Day centres (not in
community centre / village
hall)

0

Leisure facilities

4

Libraries

5

Annan, Moffat and
Langholm

Annan

*EMI refers to more specialist residential care homes for older people
*LD = Learning Disability *MH = Mental Health *PD = Physical Disability

While the regional general hospital is in Dumfries, many living in the east of the area
use the Cumberland Infirmary rather than Dumfries and Galloway Royal Infirmary,
due to better transport links and less distance to travel. Many specialist health services
need to be accessed out with the locality.
2.4
Summary of identified and projected levels of need in Annandale and
Eskdale
An assessment of levels of need across the whole region was undertaken as part of
the work to develop a strategic plan.
The following section provides information on identified levels of need in some areas
of care and support in Annandale and Eskdale.
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Carers
A Carer is someone of any age who provides unpaid support to a member of their
family or a friend who is affected by long-term illness, disability, age or addiction.

Carers in Dumfries and Galloway

Carers over 16
years old

616 (15%) in
bad or very
bad health
4,255 (29%)
provide
support
over 50
hours per
week

14,673

Source: Census 2011

The results of the Census 2011 show that almost 15,000 people in Dumfries and
Galloway provide unpaid care with a large percentage providing care for over
50 hours per week.
The graphic below provides information on Carers in Annandale & Eskdale.

Carers in Annandale and Eskdale

Age
groups
<24 (1.5%)

50+ hours
1,100

65+
(39%)

24 - 64
(39%)

Carers

3,786
Source: Census 2011
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Drugs and alcohol
Across Dumfries and Galloway region wide the prevalence rate for adults who suffer
from problem drug use (1.4%) represents an estimated 330 people aged 16-64 years
in Annandale & Eskdale.

Alcohol
consumption

41%
of adults drink more than the recommended
daily or weekly limits

41% of adults drink more than recommended weekly limits. This is equivalent to
13,200 adults across the locality. However, “above recommended limits” includes a
wide range of behaviours from those that ought to just cut down a bit, binge drinkers
and people with severe alcohol problems.
Sensory impairment, physical and learning disabilities and autistic spectrum
disorders
The graphic below shows the number of people in Annandale and Eskdale at the time
of the Census in 2011 with different disabilities:

Disability in Annandale and Eskdale

People
who have
a learning
disability

143

Estimated
number of
adults with
autism

343

Source: Census 2011 and National Autistic Society
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People who are
blind or have
partial sight
loss

1,002

People
with a
physical
disability

2,879

People who are
deaf or have
partial hearing
loss

3,176

361

Long-term conditions
With the number of people in the older age groups increasing each year, the number
of people with long-term conditions and more than one condition will also increase.
This has significant implications for health and social care services.

Long term conditions in Annandale and Eskdale
High blood pressure
Asthma

7,482
2,611

Diabetes

2,382

Coronary heart disease

2,232

Depression

1,867

Chronic kidney disease

1,393

Chronic obstructive
pulmonary disease (COPD)

1,137

Cancer

1,157

Stroke and transient
ischaemic attacks (TIAs)

1,077

3,099
have two or more
long term conditions

Source: Information Services Division Scotland: Quality and Outcomes Framework 2013/14 and SPARRA

Scottish patients at risk of readmission and admission (SPARRA)
The SPARRA register is designed to help health and social care professionals identify
people with complex care needs and who are at risk of being admitted to hospital as
an emergency in a particular year.
The number of adults in Annandale and Eskdale with multiple long-term conditions
registered on SPARRA in 2015 is 3,099. This represents 9% of all adult patients
registered with a GP practice. Of these, 1,575 are aged 75 or over.
(The ‘at risk’ population in Annandale and Eskdale is likely to be an underestimate as
hospital admissions to the Cumberland Infirmary have not been included).
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Mental health
Common mental health problems include diagnosed conditions such as depression
and anxiety.
A severe mental illness would include a diagnosis of schizophrenia and bipolar
disorder.
The graphic below provides information on the number of people supported by the
mental health team in Annandale and Eskdale:

Mental health and well-being

18 to 65
years

65 years +

85

809
Number of people
currently being
supported by
community mental
health team

735

Number of
people referred
to community
mental health
teams 2013/14

576

Number of
people referred
to psychological
services 2013/14

894

Source: NHS Dumfries and Galloway 2013/14

Dementia
Dementia is the term used to describe a variety of conditions that result in the
gradual loss of a person’s mental functions. Symptoms can range from some memory
loss and confusion to complete dependence on others for all aspects of personal
care. Dementia is a condition strongly associated with age so, as the number of older
people rises in the population, so too will the number with dementia.
The graphic below shows estimates for the number of people with dementia for
Dumfries and Galloway as a whole over the next 20 years:

Estimated number of people living with
dementia across Dumfries and Galloway
3,430

2017
Sources: EuroCoDe 2012

18

5,925

4,000

2022
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In Annandale and Eskdale the number of people with a confirmed diagnosis of
dementia as at 1 January 2014 was 359. However, the Europe-wide estimates show
that the overall number with dementia in the area would be double this figure.
In 2014, the number of referrals for support after a diagnosis of dementia in
Annandale and Eskdale was 77.
Health inequalities, deprivation and poverty
Health inequalities are the differences in health people experience depending on the
circumstances in which they live and the opportunities they have for achieving health
and social well-being.
The Scottish Index of Multiple Deprivation (SIMD) is a geographic measure of
deprivation and considers several different factors including income, employment,
crime levels, education, health, housing and access to services.
While there are parts of Annandale and Eskdale with relatively high levels of
deprivation, analysis shows that in Dumfries and Galloway the majority of our most
deprived people do not live within the areas classed as most deprived using the SIMD.
This is particularly the case for older people.
Fuel poverty is particularly significant in Dumfries and Galloway with much higher
rates compared with Scotland as a whole. Fuel poverty is where a household has to
spend more than 10% of its income on household fuel.
Housing
The following graphic shows the expected rise in the number of older people living
alone:

Lone older adults in
Annandale and Eskdale

2027

2,150

Number of
people aged 75+
and living alone

2011

1,475
Source: Census 2011 and National Records Scotland 2013/14

These changes are important in how we develop services to help people become more
independent and support people living at home. Developing appropriate housing and
care options will be a particularly important consideration in planning for the future.
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People who are unnecessarily delayed in hospital
A delayed discharge is a term used to describe an instance where someone in hospital
is clinically ready to leave but is unable to do so. This can occur for a number of
reasons such as:
• an inability to identify available care at home support to enable the person to
return to their own home
• an inability to discharge someone from an acute hospital in to a bed in a more
appropriate facility (for example, a cottage hospital)
• someone waiting for a placement in a preferred care home
• waiting for adaptations or alterations to be made within their own home
Reducing the number of unnecessary delayed discharges as far as possible is
important because when people are in hospital for a long time, it can affect their
independence potentially reducing their longer term ability to care for themselves
and have other overall negative impacts on a person’s health and well-being. It is also
a waste of much needed resource.
The graphic below shows the increase in the number of bed days lost to delayed
discharges between 2011 /12 and 2014/15 in the cottage hospitals in Annandale and
Eskdale.

Number of bed days lost to
delayed discharges

2,822 bed days

350 bed days

2011/2012

2014/2015

Source: NHS Dumfries and Galloway

Prescribing in primary care
In addition to GP practices, primary care covers dental practices, community
pharmacies and high street optometrists.
Prescribing is the most common action the NHS undertakes for people across all
sectors of health care – primary, hospital, public and community. It is the second
highest area of spending in the NHS, after staffing costs.
About two-thirds of all prescribing costs in Dumfries and Galloway are associated
with primary care. It is important that we continue to work with and support GPs to
analyse and review prescribing in line with best practice. This includes supporting
people in our communities to make informed decisions about their medication.
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The overall cost and volume of prescribing has continued to increase. Moving forward
we plan to increase public awareness, explore how we can improve prescribing
processes and expand the range of non medical support so we can meet the needs of
local people.
Through our community link workers, for example, we are supporting people to
reconnect with their local communities and reduce social isolation for people who
traditionally may have sought medical solutions for their problems. We also want
to make sure that prescriptions, particularly repeat prescriptions are managed
effectively by the public to help avoid unnecessary costs and inappropriate storage of
medication.
Looking at the costs of prescribing across the locality, one way we can see patterns is
by looking at the cost per person on medication. That means counting anyone who
has received one or more prescriptions in the period being considered. This is set out
in the graphic below:

Prescribing in
Annandale and Eskdale
2013/14
Total cost of
medication
dispensed through
primary care

Average cost

£7.5M

£22

8

per person on
medication

Source: PRISMS
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3. People and finances
3.1 Who makes up the locality management team?
Managers and staff from both Health and Social Care have joined together as one
integrated locality team across Annandale and Eskdale. The team is made up of the
locality manager, clinical lead, social work manager, nurse manager, public health
practitioner, allied health professionals and heads of service and is supported by a
divisional finance manager, commissioning officer and workforce adviser. The locality
management team works closely with the third sector and independent sector and
has regular meetings with the Third Sector, Dumfries and Galloway and Scottish Care
to help develop a more holistic approach in shaping and delivering the commitments
set out in this locality plan.
A wide range of staff and volunteers work across Annandale and Eskdale in the NHS,
council, independent and third sectors. The main staff groups working within the area
include GPs, nursing staff, social work staff, allied health professionals, mental health
teams, community pharmacists, dentists, opticians, residential and home care workers.
To support our plans to develop a more effective and integrated health and social
care workforce, we will be working with colleagues in the independent and third
sectors to help develop more integrated working within the locality and support each
other in recruiting, developing and retaining a person centred workforce.
3.2 How is the money spent?
The budget in 2015/2016 for the Dumfries and Galloway Partnership is £296.1 million.
You can find more details of the overall finance plan in Annex 3 of the strategic
plan for Dumfries and Galloway. A total of £109.8 million of resources has been set
aside for the four localities of Annandale and Eskdale, Wigtownshire, Stewartry
and Nithsdale. The current budget of £26.14 million for Annandale and Eskdale is
summarised in table 3.
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Table 3: Dumfries and Galloway health and social care Annandale and
Eskdale yearly budget
Pay (wages)

Non-pay

Income

Total

£000

£000

£000

£000

756

15

(11)

760

Day care

0

326

0

326

Domiciliary care

0

5,162

(304)

4,858

Meals on wheels

0

35

(17)

18

Nursing care

0

397

(70)

327

137

119

0

256

0

6,896

(2,863)

4,033

893

12,950

(3,265)

10,578

Community hospitals

3,411

315

(12)

3,714

Community nursing

1,055

122

(14)

1,163

Health centres and clinics

68

159

(49)

178

Management and admin

210

33

0

243

52

7,552

0

7,604

Public health

156

21

(2)

175

Regional occupational therapy

975

73

(3)

1,045

1,326

124

(4)

1,446

7,253

8,399

(84)

15,568

8,146

21,349

(3,349)

26,146

Area
Council services
Assessment and fieldwork

Occupational therapy
Residential care
NHS services

Prescribing support

Regional podiatry
Total

The Chief Officer and Chief Finance Officer of the IJB will review the budget for
Annandale and Eskdale each year to make sure that the overall finance plan is able to
deal with:
• changes in what we do
• increases in costs
• efficiency savings
• performance against outcomes
• legal and government requirements
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In light of the twin pressures of rising demand and restricted resources, a major
challenge is to improve our understanding of how resources are used in the locality to
meet changing needs and priorities. At the same time, we will need to take account
of the following important challenges and risks.
• As an integrated system we will need to contain costs within existing resources
and continue to make efficiency savings year on year. For NHS services this is likely
to continue to be around 5% each year for the foreseeable future, with different
(although similar) expectations from council budgets
• The main risks highlighted in the NHS budgets include the costs of keeping up
medical staffing levels (both in acute hospital and primary care), GP prescribing,
making savings, increased activity through the acute system and maintaining
access and other performance targets
• The main risks for social work budgets include the effect of new legislation,
including that related to self-directed support and the related expectations of
people, pressures increasing the number of people needing care, (particularly older
people but also people with learning disabilities and physical disabilities), and
also growing pressures on price levels charged by care providers and the effect of
capacity issues, particularly in rural parts of the region
As well as the locality budgets, a further budget of £52.1 million for strategic primary
care service is currently held at a regional level for the following services.
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Dumfries and Galloway health and social care regional yearly budget
Pay (Wages)

Non-pay

Income

Total

£000

£000

£000

£000

310

142

(36)

416

0

40

0

40

882

17

0

899

0

169

(45)

124

2,114

408

(27)

2,495

624

101

0

725

96

34

0

130

Ordinary residence L.D.

0

0

0

0

Resettlement

0

5,850

(6,245)

(395)

Resource transfer

0

0

(3,584)

(3,584)

339

45

(16)

368

45

10

0

55

0

2,169

(61)

2,108

Area
Council services
Assessment and fieldwork
Care call
Community support
Day care
Day care - ARC
In-house supported
accommodation
Occupational therapy

Sensory impairment
Short break
Women’s and Children’s
Directorate

8,500

Non-social-work services

8,500

4,410

17,485

(10,014)

11,881

545

9

(6)

548

Marie Curie nursing

0

140

0

140

Regional prescribing

0

56

0

56

Stars (Reablement service)

683

82

(10)

755

Primary medical services

385

40,261

(1,885)

38,761

1,613

40,548

(1,901)

40,260

6,023

58,033

(11,915)

52,141

NHS services
Management and admin

Total

The locality senior management team in Annandale and Eskdale will work with local
staff, organisations and people to review how the current range of services delivered
and paid for in the locality meets the needs of local people and will identify how we
can best use local and region-wide health, social care and local community resources
to promote the health and well-being of the people of Annandale and Eskdale.
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4

What are people in the locality telling us?

4.1 The main messages from local engagement and consultation
We have carried out engagement and consultation across
the locality in a variety of ways including going out into
communities and villages and knocking on doors. Working
with our partners in the third and independent sectors to
access people who use services and attend groups and activities
in the community and also through organising public meetings.

“Having a visiting
scheme for people
living alone to check
they are OK would be
good”.

This section highlights some of the main messages emerging
from our discussions. It also includes the views of people who
work to provide health and social care across the sectors in Annandale and Eskdale.
Some of the key themes from the comments and views of people in our
communities:
• we need to make best use of the resources available to
us
• we need to address loneliness and isolation
• we need to support people to take responsibility for
their own health so that they can take better care
of themselves, particularly in managing their health
conditions

“I would like to see
a walk-in place where
access to information for
health and social care
could be accessed”.

• we must work together to build and strengthen our communities so that people
can live independently at home for longer
• we must work together to support people who
live with dementia
• we need to work with Carers to ensure they feel
informed, involved and supported
• we need to address transport issues as these
have a huge impact on isolation and ability to
access services and supportive activities

“I want to be more
physically active but not sure
where to start… it would be
good to have more groups, to
be able to learn new things and
to have exercises to help with
my arthritis”.

• we need to work together to ensure there are
appropriate respite opportunities
• we need to be clear about the cross border issues i.e. Dumfries/Carlisle hospitals
• we need to continue to support personal
resilience and independence through initiatives
like forward looking care and community link
workers
• we must address our high prescribing costs
• we need to look at availability and provision of
care at home and residential care in the area

26

“I would like listening and
supportive health professionals
who recognise the importance
of supporting me so that I
can continue to support my
daughter who has a mental
illness and her children”.
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• we need to think about younger people and the move from
children’s services to adult services

“Provision of respite
is absolutely vital”.

• peoples journeys through services and hospital are smooth
Examples of comments from people in communities:
“we need to continue to focus on identifying
people who are Carers and make sure they are
getting the support they need such as being able
to take a break, someone to talk to in a similar
position and even some training”
“we need less duplication to avoid having to
provide the same information to lots of different
people”

“it would have been
good to have a chance to meet
others in the same situation….I
now realise I had a lack of
knowledge on things such
as mood change, irritability
etc. which are precursors of
dementia”.

“easier access to GP appointments would be good”
“we need increased support within our communities – services, activities and
involvement and expand the role of the community link worker”
“there should be more support for younger people with longterm conditions”
“we need to make sure people can leave hospital as soon as
they are ready and improve arrangements to make sure people
do not end up back in hospital”
What those who provide health and social care services
are telling us:

“We need less duplication
of paperwork and more
joined-up thinking”.
“We want to work with one
named person and not a
multitude of people”

• we need to change public expectations in terms of what people can expect from
public services in the future
• we need to move from ‘providing’ services to working ‘with people’, encouraging
and supporting them to look after their own health and well-being. This includes
drawing on support from families, friends and communities
• we need to focus on tackling loneliness and
isolation and identify people who need
support much earlier. we need to be better
at identifying people at risk of ‘crisis’
• we need to extend opportunities for
everyone to have a forward looking care
plan if they wish
• there needs to be better co-ordination
and flow between different services and a
named person for a single point of contact
• we need to put self-directed support into
practice

“Training to help care home and care at home
staff take basic measurements and identify signs of
deterioration in health has really helped to reduce
the pressures on health services and avoided
potential crises. Care staff have increased their
skills and confidence and all partners have worked
well together to ensure safety and quality remain
at the forefront – we are optimising the use of all
our joint assets” (local care provider) to be able
to learn new things and to have exercises to help
with my arthritis”.

• we need to work with the whole person

27

372

and not just focus on illness or
health particular conditions
• we need to tackle the lack of
care at home
• we need better links between
primary care and acute services

“As a professional working in the
social work sector, I would like to see
better pay and working conditions and
fairer funding for providers of care
services” (Social Worker)

• we need the third sector to be equal partners and get involved at as early a stage
as possible
• we need to improve the level of support for people with long term conditions
• we need to consider the
difference in the level of
support available between
those aged under 65 and those
aged over 65
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“It has been beneficial to introduce
Forward Looking Care Plans. It has really
helped with knowing what people would
like to happen when they are no longer able
to cope on their own” (Practice Nurse)
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5.
5.1

Where are we now?
What is working well?

This section sets out what is already working well in Annandale and Eskdale. The
‘spotlight’ boxes highlight some examples of good practice.

Spotlight on community link workers
Funding from the change fund supported the development of the community
link worker role. Link workers support people identify what really matters to
them and work with them to find solutions. This work has not only supported
many people live better lives in their own homes but also has helped identify
gaps in local services. The workers have also helped local communities to
develop the kinds of support that people have said would make a real
difference to their health, wellbeing and quality of life. They have also been
able to tell people about opportunities they would otherwise not have been
aware of.
People tell us this has made a real difference to their lives and meant they
feel more in control of their own health and well-being.

Health and well-being
• community link workers are supporting people to take better care of themselves
and live more active healthy lives
• the local health improvement team are supporting groups and communities to
develop new opportunities and activities where there are gaps
• keep well health checks for Carers
• increasing access to be more physically active e.g. tea & tennis, beat the street, tai
chi training, let’s motivate training for care home staff
• extensive joint working through the safe and healthy action partnership (shap)
e.g. activities addressing risk taking behaviours, increasing opportunities to be
more physically active, healthy weight initiatives and supporting transition
• testing home-based technologies – this has worked well and there are now
opportunities to expand this e.g. monitoring some long-term conditions
using technology from a person’s own home
District nursing and community hospitals
• changing the district nursing service, from seven teams to two teams, has
led to a more effective and efficient nursing service across Annandale and
Eskdale. Nursing staff have responded positively to the changes
• the introduction of new e-pen technology and documents across the
nursing service has also led to a more person-centred approach and
improved communication and sharing of information

“it is great having
a wider variety
of clinical skills in
different areas”

“The
improved
flexibility of staff
makes a big
difference”

“Having one
base is good”
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• the ongoing development of cottage hospital
nursing staff skills has helped with transferring
patients from acute care at an earlier stage. For
example cannulation training at Annan Hospital
allows patients to receive intravenous antibiotic
therapy as an outpatient or as an inpatient.
Similarly the blood transfusion service at Moffat
Hospital allows patients to be treated closer to
home

“The care is excellent. When
you say you’re going to come
you do turn up. I think all the
nurses are professional – what
does that mean? It means I
can trust you!” District nurse
patient

Mr S’s story
Mr S, aged 59, who has many health problems and is confined to a wheelchair,
felt very isolated and wanted to get out of the house more. A community link
worker discussed a number of activity groups which were running locally. Mr S
now goes to the local day centre where he is enjoying the company, activities
and lunch which the day centre provides. He has also been supported to apply
for a taxi card so that he can hire a wheelchair-friendly taxi to take him to
other local activities.

End-of-life care
• forward looking care planning enabling peoples wishes to be known to health &
social care services
• district nurses taking
a much more personcentred approach with
palliative care patients

“I feel valued
and respected as
an equal partner in
my care.”

• having the resources of a
Macmillan Nurse who can provide a quick response

“Through this
discussion, my family
are now aware of what
I do and don’t want to
happen to me.”

Spotlight on “One Team”
The “One Team” is an approach which was piloted in Langholm. It involved
care at home staff, health care support workers from the cottage hospital
and district nurses working in a more joined up way to reduce duplication of
visits wherever possible. Staff explored commonalities in existing skills and
knowledge of team members and planned training/upskilling as appropriate
where gaps were identified. This resulted in:
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•

a shared understanding of clinical competencies

•

care at home staff trained to deliver minor interventions

•

a reduction in community nurse travel

•

a reduction in out of hours call outs

•

More efficient use of district nurse and care at home staff time
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Supporting Carers
• Carer aware training being delivered across all sectors
• Carers’ assessments are offered by social work
• two Carer support workers based in Dumfries and Galloway Royal Infirmary
• wide range of information available
• comprehensive programme of free short course training for Carers
• emergency cards for Carers are now widely available

Mrs C’s story
Mrs C had been caring for her husband, who has dementia, on her own for
many years as she saw this as her responsibility. However, she was reaching
breaking point and her own health was beginning to be badly affected. A
community link worker who was calling on people in the village where Mrs C
lived recognised the situation and was able to tell Mrs C about the D&G Carers
Centre and help her with a referral to the local social-work office. Mrs C is now
meeting others in a similar situation and is also able to have a little time to
herself, so a crisis was avoided.

Social work services
• supporting a large number of people to stay living in their own home for as long
as possible
• the personalised approach to care – having a ‘good conversation’ with people and
putting people at the centre of their own care
• positive approaches to supporting vulnerable adults
• care co-ordinators linked to cottage hospitals to support discharge planning

Mr J’s story
Mr J was admitted to a local cottage hospital after falling. He had not been
eating properly or looking after himself. His mobility was poor and his heating
had stopped working. He had mental-health problems and had been refusing
help from both his family and social work for years. With close working
between the staff in the cottage hospital and social work, Mr J eventually
agreed to receive some support. He also agreed to have some support from his
family. His house was tidied and anything he could trip over was dealt with. His
heating was fixed and he agreed to receive some home care. The care agency
helped by using a flexible, gentle approach. He now receives care every day. A
charity helped Mr J get a new boiler, reducing his heating costs and he is now
warm and feeding himself better, improving his general health.
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Mrs L’s story
Mrs L, an 85-year-old woman was befriended by someone she had previously
only known by sight many years ago. Social work was aware of previous
difficulties relating to Mrs L being financially abused through mail scams and
she was understood to be vulnerable as a result of long-standing mental-health
issues. The ‘friend’ in question persuaded Mrs L to give her a house key. Mrs
L’s neighbours reported to social work that the ‘friend’ was often at the house
with a male companion.
Shortly after Mrs L returned home after a hospital stay, social work were told
that Mrs L had built up large personal debts despite having an adequate
income. Social work carried out enquiries into these allegations under the
Adult Support and Protection (Scotland Act) 2007. Mrs L gave permission for
them to share relevant information with the police, health services and her care
agency to make sure that she was safe and her care needs were dealt with. In
keeping with Mrs L’s wishes, social work advised and supported her in getting
a financial power of attorney. A solicitor now acts in her best interests as her
power of attorney and this, together with an effective package of care at
home, is protecting her from any further abuse or harm.
Dementia
• a consistent approach to training across all sectors through the ‘Best Practice in
Dementia Care’ training and the Community Dementia Partners Programmes
• an active dementia forum which helps to co-ordinate activities
• development of Annan as a ‘dementia-friendly community’
• providing a range of peer support groups

SPOTLIGHT on community dementia partners
People living with Dementia are often supported by a number of people
including families, friends and staff from all sectors. It is important that both
family carers and paid staff are well informed and supported to do their work
well. It is also important that we listen to one another and value the roles that
everyone has.
Community dementia partners is an education programme, led by Scottish
care aimed at all those who support people living with dementia in our
communities. This includes family carers, workers in care at home services, care
homes, NHS and council staff.
It is a blended learning approach encouraging everyone to come together to
talk, learn and share experiences.
The two day programme gives people the opportunity to think about how a
person with dementia may feel about their lived experience and how they
can improve the support they provide.
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Health inequalities, poverty and deprivation
• support to help people make the most of their income (through region wide
services)
• collaboration between partners is positive and on the increase
• there is continued effort to focus on ‘the person’ rather than ‘the illness’
Hospital discharge planning
• current programme of work looking at patients in the admissions ward of the
hospital and arranging discharge if a person is found to be admitted when they
shouldn’t have been
• short-term ‘step-up’ provision in the community if a person does not need to be
admitted to hospital but some short-term care is needed on a 24-hour basis
• arrangements with local pharmacies to provide medication when people leave
hospital to avoid delays
• social work has, this year, developed a small hospital discharge team with funding
from the integrated care fund

Spotlight on step up care
A number of beds in both residential care homes in Annan and Annan
Hospital were identified as “step-up beds” for a period of time to test
whether these could provide a flexible option and alternative to an acute
hospital admission where it was appropriate to do so.
A total of 21 people were admitted to these community beds as an alternative
to DGRI. Peoples’ stories highlighted that those using the service and their
families as well as staff taking part found the experience to be extremely
positive as were the overall outcomes.
Delivery of care was safe and co-ordinated and effective team work enabled
peoples’ journeys to be much more person-centred and appropriate.

Housing
• there is joint working between social work and local housing associations (RSLs) to
identify unmet need for specialist housing and identify appropriate sites for future
developments
Primary care including GP practices
• according to engagement with local people and through surveys, people say they
are generally very happy with the services they receive in Annandale and Eskdale
and local GP practices score well in the national patient satisfaction survey
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• to address issues around recruitment of GPs in this region we are supporting our
10 GP surgeries to help develop a plan which helps integrate health and social
care so that practices can develop patient-centred care processes, get involved
with the local community link worker team and develop more care plans aimed
at preventing illness. A series of workshops have already started with local GPs,
practice staff and other professionals at a community level to help develop a ‘oneteam’ approach

Spotlight on forward looking care (FLC)
GP practices in Annan have introduced forward looking care planning which
has a real focus on supporting people to identify their wishes for future care
and meet their personal outcomes.
Taking a preventative approach enabled people to identify and plan for their
current and future needs, enabling them to keep well and reach their full
potential. People reported feeling more in control of their health and better
able to manage their condition and medication. People also felt listened to
and happy that their wishes were known should their health deteriorate.
Practitioners in health and social care also felt positively about the approach
in the fact that peoples’ wishes and preferences were known in advance,
ensuring the appropriate information, support or care could be provided by
the right service at the right time.
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6. What do we need to do?
6.1 Our commitments
In accordance with the nine national health and well-being outcomes set by the
Scottish Government, our key areas of focus, our strategic plan, the needs and
challenges identified and set out earlier in this locality plan for Annandale and
Eskdale and our joint inspection self assessment position statement, we have
identified the following key commitments that will be delivered from 2016 to 2019.
The commitments set out what we plan to do and we will develop more detailed
plans to set out how we will meet these commitments. We will monitor and map
progress against each of our commitments in accordance with our performance
management and governance frameworks and will ensure that we provide
opportunities for the people of Annandale and Eskdale to be fully engaged in the
delivery, review and reshaping of our commitments.
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We will support people to plan ahead and to consider their options and wishes at an early
stage through the expansion of forward looking care plans.
We will develop and support our workforce to develop a more holistic and integrated
approach to promote health and well being through the development of Integrated teams at
a local community level.

I am able to live a healthy life
for as long as possible

I am able to access information

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

We will have different conversations with people about their health and care needs to
support them to take personal responsibility for their own health and well being.

I am supported to look after
my own health and well being

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

We will work in partnership with care providers to develop sustainable care at home and care
home services which strive to optimise people’s independence and quality of life.
We will actively support people with chronic conditions in the community to help reduce the
need for people to be admitted into hospital.

Community based services are
available to me

I can get involved in my
community

We will promote care and repair grant opportunities to enable people to remain living within
their own homes for as long as possible.

We will establish a locality housing group with housing providers and other partners to
develop new models of housing and support to meet the needs of people across Annandale
and Eskdale.

We will work in partnership to develop ‘dementia friendly’ communities across Annandale
and Eskdale.

We will work in partnership with local communities to develop new sustainable, flexible and
integrated models of community based day, residential , supported living and other specialist
services to meet the needs of local people.

I am able to live as
independently as possible for
as long as I want

We will provide accessible information for people to help them access the range of support
that is available.

We will review the current use of new technology to promote greater independence and
safety and develop plans for a more effective use of such technology.

We will identify and maximise the use of individual and community assets to support personal
heath and well being.

Our commitments in Annandale and Eskdale

What the Scottish Government
says people can expect

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

The services I use improve my
quality of life

I feel that the services I
am using are continuously
improving

We will make sure appropriate information is available for people to access the support they
need to maintain or improve their quality of life.

Services and support help me
reduce the symptoms that I am
concerned about

We will review and develop the use of the IORN (indicator of relative need) assessment tool
across Annandale and Eskdale to help identify the different and changing needs of people
and inform the development of how we support them.

We will conduct a day of care audit within our cottage hospital to help shape their future
development.

We will review and develop the use of outcome star approaches across Annandale and
Eskdale.

We will build in a regular review process to make sure people who use our services are getting
the support they need to live a good quality of life.

We will hold conversations with people to identify what really matters to them and help them
develop a plan that will maintain or improve their quality of life.

We will develop clusters of integrated care communities across Annandale and Eskdale to
promote more integrated ways of working and more effective points of access to support.

We will develop end of life care in line with the needs and wishes of people and their families.

We will provide a range of accessible ways for people to communicate their views and wishes.

I’m supported to do the things
that matter to me

Services and support are
reliable and respond to what I
say

I feel that I am treated as a
person by the people doing
the work - we develop a
relationship that helps us work
together

I feel that my views are listened
to

We will develop a locality participation and engagement group.

We will listen to what people think of our services and let them know what improvement
actions we plan to take.

I have my privacy respected

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

I have positive experiences of
services

Our commitments in Annandale and Eskdale

What the Scottish Government
says people can expect

National
Outcome
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37

38

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

My local community gets the
support and information it
needs to be a safe and healthy
place to be

Health and
social care
services
contribute to
reducing health
inequalities

I can look after my own heath
and well being

I am happy with the quality
of my life and the life of the
person I care for

I feel I get the support I need
to keep on with my caring role
for as long as I want to do that

My individual circumstances are
taken into account

Support and services are
available to me

What the Scottish Government
says people can expect

National
Outcome

We will identify and support the particular needs of young Carers.

We will continue to raise Carers awareness across our workforce following the equal partners
in care core principles.

We will identify, develop and promote local services to help improve the quality of life of
Carers.

We will make sure all Carers are told about their right to an adult care support plan
(previously known as Carers assessment) so that the needs of Carers are dealt with in their
own right.

We will identify current and potential Carers as early as possible.

We will listen to the views of Carers and will identify the action we will take to support them.

We will work towards reducing the health inequalities experienced by particular people,
groups and communities.

We will support people to reconnect with their communities and help them to make informed
choices.

We will target support for specific groups and communities with identified health inequalities.

We will work together to identify people in greatest need and those who may have very
specific needs.

We will work together to implement and deliver support that addresses and tackles health
inequalities.

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

I feel safe and am protected
from abuse and harm

People using
health and
social care
services are
safe from
harm.

I feel that my views are taken
into account in decisions

I feel that I get the support and
resources I need to do my job
well

I feel that the outcomes that
matter to me are taken account
of in my work

My choices are respected
in making decisions about
keeping me safe from harm

Support and services I use
protect me from harm

What the Scottish Government
says people can expect

National
Outcome

We will work with all sectors to improve staff recruitment and retention.

We will promote more cross sector training opportunities to help support the development of
integrated ways of working.

We will identify and promote career pathways which allow local workers to develop to meet
future gaps in the workforce.

We will explore the opportunities to use new technology to support our workforce.

We will review and develop our supervision and appraisal processes to ensure that we support
and develop staff in an appropriate and consistent manner.

We will involve employees in developing and promoting a Healthy Working Lives programme
across Annandale and Eskdale.

We will develop a culture where respectful challenge is encouraged, underpinned by
openness, transparency and mutual respect.

We will consult with and listen to the views of staff and keep them updated on the
improvement actions we plan to take to develop more integrated ways of working.

We will support health and social care staff to develop their skills and knowledge to enable
them to develop their role, reduce duplication and work to their optimum level.

We will make sure that local voluntary and community groups are able to shape and continue
to play a central role in delivering integrated health and social care support.

We will involve staff from all sectors in developing, delivering and reviewing this plan.

We will identify key risks for people and develop risk management plans in a consistent,
holistic and person centred manner.

We will identify the main risk areas and trends and develop local strategies to reduce harm.

We will make sure that all incidents of abuse and harm are investigated and dealt with in a
timely way.

We will record and share information in a joined up professional and confidential manner.

We will develop the skills and knowledge of staff and managers to protect people from harm.

We will help people recognise and report abuse and harm at the earliest stage possible.

Our commitments in Annandale and Eskdale
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40
We will review and develop proposals for the more effective use of office accommodation and
support services to help more integrated and cost effective working.

We will promote the development of self directed support across the locality.

We will develop and establish local clustered care communities to identify and develop
proposals for providing more integrated and accessible health and social care support at a
local level which are delivered and available at the right time.

We will develop alternatives to hospital care including the development of new step up and
step down services.

We will review the role of our 4 cottage hospitals across Annandale and Eskdale to ensure
that they continue to meet the changing needs of local people.

We will develop new models of community support with local partners for the future
development of our allied health professional services to increase our capacity to keep more
people in their own home and which promote their independence, safety and quality of life in
Annandale and Eskdale.

We will review and develop the role of our social workers through the development of more
integrated ways of working with the wider multi-disciplinary team.

We will develop a more robust district nursing service, with closer links to the wider multidisciplinary team, with the capacity to keep more people in their own home in Annandale and
Eskdale.

We will develop new integrated working models with local partners to support the future
development and sustainability of general practice across Annandale and Eskdale.

We will regularly review the cost and quality of our services and benchmark them in
accordance with best practice.

We will regularly review all health and social care packages to make sure that they are
promoting individual well being, independence and are delivering positive outcomes.

The right care for me is
delivered at the right time

We will develop a range of new initiatives, including public awareness, to enable us to meet
the rising challenges of prescribing and managing medication which meets individual needs in
a safe, therapeutic and cost effective way.
We will support people to get home from hospital earlier by identifying and strengthening
our local community assets and support services .

I feel resources are used
appropriately

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

Our commitments in Annandale and Eskdale

Services and support are
available to me when I need
them

What the Scottish Government
says people can expect

National
Outcome
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7. How will we know we are getting there?
7.1 Measuring performance
To help us monitor progress of this plan, we will develop a performance framework to
make sure we are taking a consistent approach to measuring performance across the
whole partnership. We will develop a series of joint measures alongside activity and
financial information and these will apply across the partnership, including the third
and independent sectors.
The nine national health and well-being outcomes set out on page 6, along with the
‘we will’ statements in both the strategic plan and this plan will form the basis for
accountability. The framework will make sure there are clear links between the nine
outcomes, the Dumfries and Galloway single outcome agreement, the strategic plan,
this locality plan as well as service delivery plans.
Measures will also include targets which either the NHS or the council currently report
against relating to services under the Integration Joint Board.
Not all of the information is currently available at an area level but we will deal with
this going forward.
The Dumfries and Galloway Integration Joint Board will be responsible for checking
this performance information. It has also been agreed that, in each locality, an area
committee will check on the delivery of the locality plans. Over time, this information
will allow the Integration Joint Board to see what effect the approach to integrating
services is having, particularly for those who use services and support. They will also
put together a performance report each year as required by law.
Best evidence will be used to make sure we measure the things that matter to those
using services and Carers, as well as front-line staff. We will use information on
quality as well as quantity and include feedback from those using services, service
audits and support and care record systems. We will not simply use this information to
monitor how we are keeping to targets but to also improve services.
It will be important that all staff members understand their own responsibility for
making sure high quality information is available for reporting on performance, and
how this is relevant to the quality of care and support they provide.
Being clear around progress and achievement should be something everyone can be
aware of. Teams should have the information they need to know how they are doing,
when to ask for help and when to share good practice and successful approaches.
Developing strong relationships and team-working based on a shared vision and
shared values will support this. This is what this plan is all about.
You can find more detailed information on the performance management framework
at www.dg-change.org.uk/Strategic-Plan
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If you would like some help understanding this or need it in
another format or language please contact 030 33 33 3000
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Foreword
For the purpose of developing our integrated care partnership
in Nithsdale, this plan lays out our vision for health and social
care integration across Nithsdale locality. It has been developed
taking account of the feedback we have received from people
during our consultation events. It focuses on those areas of
health and social care that people felt were important to them
with regard to maintaining their best possible level of health
and wellbeing.
The Nithsdale locality plan has been developed within the
context of the Dumfries and Galloway health and social care
strategic plan. The strategic plan and all the supporting
documents, including Locality Plans, have been informed by national and local
policies and guidance, legislation, external inspections and builds on learning from
programmes such as ‘Putting You First.’ Appendix 2 of the strategic plan includes
details and links to some of these.
Integrating (joining up) health and social care will help Nithsdale locality to work
with local people and communities to develop care and support that:
• is centred around the person
• delivers positive outcomes
• promotes people to have healthier lives and live in more resilient communities
To continue to make improvements in health and social care in Nithsdale at a time
when the number of people living longer is rising and the number of younger,
working-age people is reducing, we will need to change how we deliver health
and social care and support people to lead healthy and fulfilling lives. We need to
develop new ways of working which support people to take greater control of their
own health and well-being and move away from the more traditional way of fixing
problems on behalf of people. We need to harness the skills, resources and ideas that
already exist, from local people, communities, staff and volunteers working in the
independent, third, health and social care sectors to help us develop new models and
approaches.
In Nithsdale we recognise that integrating health and social care provides us with a
new opportunity to be creative. We have listened to what you have told us to make
sure that we understand the main needs and challenges for you and that the actions
we plan to take to address these are the right ones.
We recognise that out aims will be very challenging. However, we share a
commitment to work together and I am confident that we can develop new ways to
continue to make Nithsdale a healthy, resilient and fulfilling place to live.

Alison Solley
Locality Manager – Nithsdale
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1
1.1

Introduction
What is this locality plan?

This plan is about how we will be integrating (joining up) health and social care in
Nithsdale as part of a new Dumfries and Galloway Integration Authority. It sets out
specific information, where this is available, and identifies what is working well but
also some of the main challenges which we need to tackle. Importantly, much of
the plan is based on what people who live in the area and those currently involved
in delivering health and social care in the area have said about how things could be
better and what would make a difference.
The plan is not just about health and social care services and support – it is also about
how people and communities can be supported to help and support themselves.
This is the first integrated health and social care plan for Nithsdale locality and sets
out in broad terms how we will all work together for the best possible outcomes for
everyone living in the area. An executive summary of this plan is available within part
2 of the Dumfries and Galloway health and social care strategic plan 			
www.dg-change.org.uk/Strategic-Plan
1.2

Who is this plan for?

This plan is for everyone who lives and works in Nithsdale, with a focus on adults.
It is for those who currently use health and social care services, for example, people
who need day-to-day help with personal care or who need more regular support to
manage a long-term condition and also those who may need to do so in the future.
The plan is also for people who are well and want to maintain or improve their
current level of health and well-being and for those who are unpaid Carers.
1.3

What is included in this plan

All adult social care, adult primary and community health care services, acute hospital
services and some elements of housing are all included within the new Dumfries and
Galloway Integration Authority.
1.4

Where does this plan fit into the wider picture?

This plan is one of four locality plans for Dumfries and Galloway and forms an annex
to the overarching strategic plan for the region. There are also a number of other
important national and local strategies which have helped us develop this plan.
The delivery of our commitments in this plan will be influenced by the joint inspection
of adult services across Dumfries and Galloway carried out by the care inspectorate
and health improvement Scotland in early 2016. Areas identified for development
include: performance management / outcomes, person-centred planning (decision
making / risk), operational delivery, whole systems approach and record keeping.
1.5

What are we hoping to achieve?

This plan is shaped around the vision for Dumfries and Galloway as set out in the
Dumfries and Galloway integration scheme - “A Dumfries and Galloway - where
we share the job of making our communities the best place to live active, safe
and healthy lives by promoting independence, choice and control” (Dumfries and
Galloway integration scheme)
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This means:
• a positive experience for people in our communities, their families and Carers
• enabling people to take responsibility for their own physical health and mental
well-being
• making sure that people, their family and Carers are placed at the centre of all
that we do, supported to make decisions and offer as much choice and control as
possible
• making sure that the most vulnerable members of our communities are supported
to live as independently as possible within their own homes or in homely settings
• supporting people to make positive lifestyle changes
• taking an innovative, creative, partnership approach to addressing health and
social care challenges
1.6

Health inequalities, deprivation and poverty

Health inequalities are the differences in health people experience depending on the
circumstances in which they live and the opportunities they have for health and social
well-being. A number of factors can contribute:
• inadequate education can prevent people from contacting and finding their way
around health and social care services
• living in rural areas and having poor or limited access to public transport can affect
a person’s ability to access services
•

inadequate housing can directly affect people’s health

• poor diet, lack of exercise, smoking and not being able to take part in the
local community are sometimes due to having a low disposable income,
being unemployed and people’s wider circumstances, such as having caring
responsibilities
• protected characteristics or discrimination of any sort can affect your chances of
living a fulfilled and healthy life
1.7

Equality and diversity

Equality and diversity advances equality of opportunity for all, giving every individual
the chance to achieve their potential, free from prejudice and discrimination. There
are groups who have different needs from others (protected characteristics), which
can often mean that these groups experience a number of inequalities as a result. We
must work to meet the needs of these groups, supporting them to participate fully in
everyday life. The protected characteristics are: age, disability, gender reassignment,
marriage and civil partnership, pregnancy and maternity, race, religion or belief, sex/
gender and sexual orientation.

5
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1.8

Nine national health and well-being outcomes

People are able to look after
and improve their own health
and well-being and live in good
health for longer

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

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

6

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

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

Health and social care
services contribute
to reducing health
inequalities

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

People using health
and social care services
are safe from harm

Resources are used effectively
and efficiently in the provision
of health and social care
services
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1.9

Main challenges across Dumfries and Galloway

The main challenges for the whole region as set out in the Dumfries and Galloway
strategic plan are as follows:
• health inequalities leading to poorer outcomes for people’s health and wellbeing
• increasing number of people with progressive multiple long term conditions,
including dementia who need higher levels of support so they can live
independently and at home or in a homely setting in the community
• lack of appropriate housing to meet expected need and demand in areas where
people want to live, creating unsustainable and imbalanced communities
• increasing number of Carers needing greater levels of support to reduce the
negative effect their caring role may have on their own health and wellbeing
• maintaining high quality, safe care and protecting vulnerable adults in the face of
increasing need and fewer resources
• sustaining existing community based services, including GPs, out of hours, care
homes and care at home services
• a reducing working age population resulting in fewer people to care for an
increasing number of older people
• national challenges in relation to recruiting and retaining health, social care and
care at home staff
• present and expected rise in hospital admissions and people delayed in hospital
resulting in increased pressures across all health and social care services

7
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2
2.1

About the locality
Geography

Dumfries and Galloway is one of the most rural areas of Scotland, where issues
such as transport, access to services and rural deprivation can have a marked effect.
Dumfries and Galloway has the third highest proportion (22%) of the population
living in remote rural locations, behind Argyll and Bute and the Highlands
Nithsdale is one of four localities for health and social care integration in Dumfries
and Galloway and makes up approximately one quarter of the total land area of the
region. It is a diverse locality containing rural areas, smaller towns and villages and
Dumfries, the region’s capital town.
You can find population sizes for the main towns, (to the nearest 100) based on
estimates from the 2011 Census in Table 1 below. The rest of the population (about
14,517) live in and around the smaller villages across the locality.
Table 1: Population size for main towns in Nithsdale
Town (500 or more people)
Dumfries & Locharbriggs

8

Population size
38,900

Kirkconnel

2,100

Sanquhar

2,000

Thornhill

1,700

Smaller villages

14,517

Total

59,217
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Number of people
in Nithsdale 		
by urban rural
classification

6,998

Remote rural

12%

Accessible rural

12,924

22%

Remote small town

33,208

56%

Accessible small town
Other urban areas

6,215

11%

Large urban areas

Source: Scottish Urban Rural Classification 2013-14: National Records Scotland Small Area Popluation Estimates 2012

Scottish Government 6 fold urban rural classification
1 Large urban areas

Settlements of 125,000 or more people.

2 Other urban areas

Settlements of 10,000 to 124,999 people.

3 Accessible small towns

Settlements of 3,000 to 9,999 people and within 30 minutes drive of a
settlement of 10,000 or more.

4 Remote small towns

Settlements of 3,000 to 9,999 people and with a drive time of over 30
minutes to a settlement of 10,000 or more.

5 Accessible rural

Areas with a population of less than 3,000 people, and within a 30
minute drive time of a settlement of 10,000 or more.

6 Remote rural

Areas with a population of less than 3,000 people, and with a drive time
of over 30 minutes to a settlement of 10,000 or more.

2.2

The population

The current population of Dumfries and Galloway is already substantially different
from the overall Scottish population profile, with a larger percentage of older people
and a markedly smaller percentage of young people. Dumfries and Galloway has the
highest percentage of men of pensionable age (22% aged 65 or over) and the third
highest percentage of women aged 60 and over (31.7%) of all local authorities in
Scotland.
This demographic picture means that demand on health and social care services is
already higher than average and has a considerable effect on how current services are
being delivered.
59,217 people – 39.4% of the Dumfries and Galloway population – live in Nithsdale.
(This figure is based on estimates from the 2011 Census; there is a slight difference
between this and those of the National Records Scotland Estimates 2012 which are
referred to above.)
Looking forward on a locality basis is difficult as different areas have different factors
affecting population growth such as birth rates and the number of people moving in
and out of the area.

9
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The graphic below shows an estimate based on the expected percentage change for
the region.

-22%

59,217

0 - 14
years

15 - 64
years

65 - 84
years

3.5K

1.3K

8.6K

9.4K

Population

+161%

10.3K

51.6%

48.4%

+25%

12.9K

-9%

2011
2037

29.8K

38.4K

Nithsdale population summary

85+
years

Sources: National Records Scotland and Census 2011

In Nithsdale by 2037 we expect:
• 1 in 3 people to be aged over 65 years, compared to 1 in 5 people who are in this
age group.
• The number of people aged over 85 years to have more than doubled.
• Over 4300 people, aged over 65 to be living alone i.e. an increase of more than
two thirds.
• The population aged between 15 and 64 years, to have reduced by almost one
quarter
The average life expectancy of people living in different parts of Nithsdale and
affected by health inequalities is set out in Table 2 below:
Table 2:
Area

10

Males

Females

Georgetown

80.2 years

89.8 years

Lochside and Lincluden

73.0 years

78.2 years

Upper Nithsdale

78.3 years

79.7 years
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At the time
of the 2011
Census there
were

1,656 Carers providing
50 or more hours of care a
week. 231 of these reported
having bad or very bad
health

A snapshot of
the population in
Nithsdale

1,078 people from
ethnic-minority
groups

18,159 attendances
at accident and
emergency from
Nithsdale residents

4% working-age
people unemployed

6,336 emergency
admissions to DGRI
from Nithsdale
residents

12% working age
people income
deprived

2,406 planned
admissions to DGRI
from Nithsdale
residents

1 in 4
households with
no car or van

279 people in
Nithsdale living in
a care home

494 people over the
age of 65 living alone
in a “remote rural”
area

231 adult
support and
protection
referrals

In 2013/14
there were
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2.3

Buildings, equipment, land and vehicles

It is important that we make the best use of the physical assets across Nithsdale in
order to improve the quality of community life and to provide opportunities for
people to improve their health and well-being. A summary of the main physical assets
in the locality is given in table 2 below. This table does not include physical assets
owned by third and independent sectors.
Table 2: Main physical assets in Nithsdale as at August 2015
Total
number

Category

Physical Asset

Health

GP surgeries (including branches)

15

Community pharmacies
Dispensing surgeries

12
2

Opticians

6

Dumfries (4)
Sanquhar (1)
Thornhill (1)

Dental surgeries

17

Dumfries (15)
Sanquhar (1)
Thornhill (1)

Cottage hospitals
(Total bed numbers)

1
13

Thornhill

Acute mental health hospitals

1

Dumfries

General hospitals

1

Dumfries

Supported
housing

Community

Care homes – older people
(Residential bed numbers)
(EMI* bed numbers)
Care homes – LD,* MH*,PD* (see the notes
at the bottom of the table)

9
(279)
(102)
3

Commissioned supported accommodation
– under 65 PD, LD and MH

149
places

Sheltered housing
(Number of flats)

11
(266)

Extra care and very sheltered housing
Number of flats

1
12

Activity and resource centres (LD)

2

Community centres / village halls

51

Day centres (not in community centre or
village hall)

1

Leisure facilities

5

Libraries

9

*EMI refers to more specialist residential care homes for older people
*LD = Learning Disability *MH = Mental Health *PD = Physical Disability
There are office assets in Nithsdale for staff working across the NHS and Local Authority

Many specialist health services need to be accessed outside the region.
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Area

Dumfries (7),
Thornhill (1),
Sanquhar (1)
Dumfries (3)
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2.4

Summary of key information

The following section provides summary information on a number of key areas. The
full strategic needs assessment for the region, from which this information is taken, is
available online. The Nithsdale local area profile also includes much more information
and can be viewed at www.dg-change.org.uk/Strategic-Plan.
Carers
A Carer is someone of any age who provides unpaid support to a member of their
family or a friend who is affected by long-term illness, disability, age or addiction.
The results of the Census 2011 show that almost 15,000 people in Dumfries and
Galloway provide unpaid care with a large percentage providing care for over 50
hours per week.

Carers in Dumfries and Galloway

Carers over 16
years of age

616 (14.2%)
in bad or very
bad health
4,255 (29%)
provide
support
over 50
hours per
week

14,673

Source: Census 2011

The graphic below provides information on Carers in Nithsdale.

Carers in Nithsdale

Age
Groups
<24 (2%)

50+ hours
1,656

65+
(37%)

24 - 64
(61%)

Carers

5,770
Source: Census 2011
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Sensory impairment, physical and learning disabilities and autistic spectrum disorders
The graphic below sets out the number of people in Nithsdale at the time of the
Census in 2011 with different disabilities.

Disability in Nithsdale

People
who have
a learning
disability

327

Estimated
number of
adults with
autism

524

People who are People who are
blind or have
deaf or have
partial sight
partial hearing
loss
loss

1,588

4,456

People
with a
physical
disability

4,511

Source: Census 2011 and National Autistic Society

Long-term and multiple long-term conditions
With the number of people in the older age groups increasing each year, the number
of people with long-term conditions and more than one condition will also increase.
This has significant implications for health and social care services.
The graphic below sets out some of the main long-term conditions and the number of
people in Nithsdale living with these conditions.

Long term conditions in Nithsdale
Hypertension
Asthma

8,635
3,747

Diabetes

3,072

Coronary heart disease

2,976

Depression

2,553

Chronic kidney disease

1,817

Chronic obstructive
pulmonary disease (COPD)

1,726

Cancer

1,413

4,820

Stroke and transient
ischaemic attacks (TIAs)

1,349

have two or more
long term conditions

Source: Information Services Division Scotland: Quality and Outcomes Framework 2013/14 and SPARRA
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The Scottish Patients at Risk of Readmission and Admission (SPARRA) register
is designed to help health care professionals to predict a patient’s risk of being
admitted to hospital as an emergency in a particular year and who may benefit from
preventative action.
The number of adults in Nithsdale with multiple long-term conditions registered on
SPARRA in 2015 is 4,820. 2,365 of these are aged 75 or over.
Mental health and well-being
Mental health is a combination of well being and diagnosed conditions.
Common mental health conditions include depression and anxiety.
A severe mental illness would include a diagnosis of schizophrenia and bipolar
disorder.
There are many people living with anxiety and depression and many living with low
mood within our communities. A lot of these people also have long term physical
conditions. There are a number of low level support options available to people in
Nithsdale to help them. One of the challenges we face is in providing people with the
information to enable them to choose, if they wish, support options suitable to them.
There are a range of specialist services complemented by voluntary agencies.
The graphic below provides information on the number of people supported by the
mental health team in Nithsdale:

Mental health and well-being
in Nithsdale
Number of people
currently being
supported by
community mental
health team

1,595

Number of
people referred
to community
mental health
team 2013/14

1,035

18-65yrs

65yrs +

1,423

137

Number of
people referred
to psychological
services 2013/14

1,560

Source: NHS Dumfries and Galloway 2013/14

Learning disabilities
People with learning disabilities are recognised as a vulnerable group. The keys to life
strategy for people with a learning disability is similar to the Scottish Government’s
ambition for everyone. It has four main outcomes: healthy life, choice and control,
independence and active citizenship.
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Living with dementia
Dementia is the term used to describe a variety of conditions that result in the
gradual loss of a person’s mental functions. Symptoms can range from some memory
loss and confusion to complete dependence on others for all aspects of personal
care. Dementia is a condition strongly associated with age, so as the number of older
people rises in the population, so too will the number of people living with dementia.
The graphic below demonstrates the predicted increase in the number of people
living with dementia in Dumfries and Galloway over the next 20 years:

Estimated number of people living with
dementia across Dumfries and Galloway
3,430

2017

5,925

4,000

2022

2037

Sources: EuroCoDe

In Nithsdale the number of people with a confirmed diagnosis of dementia at 1
January 2014 was 595. However, Europe-wide estimates suggest that the overall
number of people with dementia is likely to be double this figure.
In 2014, the number of referrals for support after a diagnosis of dementia in Nithsdale
was 160.
Lone older adults living in Nithsdale
The following graphic shows the expected rise in the number of older people living
alone:

Lone older adults in Nithsdale
Number of
people aged 75+
and living alone

2011

2,475
Source: Census 2011 and National Records Scotland
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These demographic and disease profile changes are important and should be key
to influencing our thinking on how we develop care and support for people. This
thinking should have a primary focus on supporting people to achieve and maintain
their best possible level of independence.
Housing
We recognise developing appropriate housing and support options as an important
consideration in planning for the future.
In taking a preventative early intervention, reablement approach to care and support,
we must engage and involve the housing sector.
People who are unnecessarily delayed in hospital
We know that being delayed in inappropriate care settings can have negative impacts
on people’s health and well-being and affect their long term ability to care for
themselves.Therefore it is important we work towards addressing instances where
someone is unnecessarily delayed in any care setting.
A delayed discharge is the term used when someone deemed clinically ready to leave
hospital to go to a more appropriate care setting is prevented from doing so.
Social care, health care and person related reasons have all contributed to the
increase in the number of people unnecessarily delayed in hospital.
The main reason for this is waiting for care at home support to become available.
Healthcare reasons include the inability to discharge patients to a bed in a different
care facility (for example, from Dumfries and Galloway Royal Infirmary to a cottage
hospital).
The graphic below shows the number of unnecessary days spent in Dumfries and
Galloway Royal Infirmary and Thornhill Cottage Hospital between 2011 /12 and
2014/15.

Number of bed days lost
to delayed discharges in
Nithsdale

3,334 bed days

250 bed days

2011/12

2014/15

Source: NHS Dumfries and Galloway
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Prescribing in primary care
In addition to GP practices, primary care includes dental practices, community
pharmacies and high street optometrists.
Prescribing medication is the most common function that the NHS undertakes for
people across all sectors of care – primary, hospital, public and community health. It is
the second highest area of spending in the NHS after staffing costs.
About two-thirds of all prescribing costs in Dumfries and Galloway are associated
with primary care. It is important that we continue to work with and support GPs and
other professionals to analyse and review prescribing in line with best practice. This
includes supporting people in our community to make informed decisions about their
medication and on using it appropriately and responsibly.

Prescribing
in Nithsdale
2013/14
Total cost of
medication
dispensed through
primary care

Source: PRISMS

18

Average cost

£10.7M

£22

8

per person on
medication
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3.
3.1

People and finances
Who makes up the locality management team?

The locality management team is made up of the locality manager, clinical lead, social
work manager, nurse manager, public health practitioner and heads of service.
A wide range of staff and volunteers work across Nithsdale in the NHS, council,
independent and third sectors. The main staff groups working within the area include
GPs, nursing staff, social work staff, allied health professionals, mental health teams,
community pharmacy, dentists, opticians, residential and home care workers. To
support our plans to develop a more effective and integrated health and social care
workforce, we will be consulting with colleagues in the independent and third sectors
to help provide a summary of the local workforce.
3.2

How is the money spent?

The budget in 2015/2016 for the Dumfries and Galloway Partnership is £296.1 million.
You can find more details of the overall finance plan in Annexe 3 of the strategic
plan for Dumfries and Galloway. A total of £109.8 million of resources has been set
aside for the four localities of Annandale and Eskdale, Wigtownshire, Stewartry and
Nithsdale. The current budget of £38.58 million for Nithsdale is summarised in table 3.
Table 3: Dumfries and Galloway health and social care Nithsdale yearly
budget
Pay (wages)

Non pay

Income

Total

£000

£000

£000

£000

1,703

22

(69)

1,656

Day care

0

377

0

377

Domiciliary care

0

13,055

(681)

12,374

Meals on wheels

0

82

(28)

54

Nursing care

0

1,714

(517)

1,197

287

458

(28)

717

0

8,536

(3,297)

5,239

1,990

24,244

(4,620)

21,614

0

94

(33)

61

750

63

(5)

808

Community nursing

1,550

623

(38)

2,135

GP out of hours

2,623

239

(7)

2,855

63

52

(301)

(186)

Managed clinical networks

309

48

(4)

353

Management & admin

191

33

0

224

Prescribing support

123

10,506

0

10,629

87

9

0

96

5,696

11,667

(388)

16,975

7,686

35,911

(5,008)

38,589

Area
Council services
Assessment & fieldwork

Occupational therapy
Residential care
NHS services
Allanbank
Community hospitals

Health centres & clinics

Public health
Total
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The Chief Officer and Chief Finance Officer of the Integration Joint Board will review
the budget for Nithsdale each year to make sure that the overall finance plan is able
to address:
• changes in what we do
• increases in costs
• efficiency savings
• performance against outcomes
• legal and government requirements
In light of the twin pressures of rising demand and restricted resources, a major
challenge is to improve our understanding of how resources are used in the locality to
meet changing needs and priorities. At the same time, we will need to take account
of the following important challenges and risks:
• As an integrated system we will need to contain costs within existing resources
and continue to make efficiency savings year on year. For NHS services this is likely
to continue to be around 5% each year for the foreseeable future, with different
(although similar) expectations from council budgets
• The main risks highlighted in the NHS budgets include the costs of maintaining
medical staffing levels (both in acute hospital and primary care), GP prescribing,
making savings, increased activity through the acute system and sustaining access
and other performance targets
• The main risks for social work budgets include the effect of new legislation,
including that related to self-directed support and the related expectations of
people, pressures increasing the number of people needing care (particularly older
people but also people with learning disabilities and physical disabilities), and also
the growing financial pressures faced by providers who provide care and support
and the effect of capacity issues, particularly in rural parts of the region
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As well as the locality budgets, a further budget of £52.1 million is currently held at a
regional level for the following services:
Dumfries and Galloway health and social care regional yearly budget
Pay (Wages)

Non-pay

Income

Total

£000

£000

£000

£000

310

142

(36)

416

0

40

0

40

882

17

0

899

0

169

(45)

124

2,114

408

(27)

2,495

624

101

0

725

96

34

0

130

Ordinary residence L.D.

0

0

0

0

Resettlement

0

5,850

(6,245)

(395)

Resource transfer

0

0

(3,584)

(3,584)

339

45

(16)

368

45

10

0

55

0

2,169

(61)

2,108

Area
Council services
Assessment and fieldwork
Care call
Community support
Day care
Day care - ARC
In-house supported
accommodation
Occupational therapy

Sensory impairment
Short break
Women’s and children’s
directorate
Non-social-work services

8,500

8,500

4,410

17,485

(10,014)

11,881

545

9

(6)

548

Marie Curie nursing

0

140

0

140

Regional prescribing

0

56

0

56

STARS (re-ablement service)

683

82

(10)

755

Primary medical services

385

40,261

(1,885)

38,761

1,613

40,548

(1,901)

40,260

6,023

58,033

(11,915)

52,141

NHS services
Management and admin

Total

The locality management team in Nithsdale will work with local staff, organisations
and people to review how the current range of services delivered and paid for in
the locality meets the needs of local people, it will also look to identify how we can
best use local and region wide health, social care and local community resources to
promote the health and well-being of the people of Nithsdale.
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4

Where are we now?

4.1

What is working well?

In this section there are a number of ‘spotlight’ boxes which highlight some examples
of what is working well in Nithsdale. These are shown below:
• mindfulness and living life to the full
• tai chi
• health and well-being partnership
• health and social care hub
• integrated working
• living at home with memory impairment
• integrated disability team

Spotlight mindfulness and living life to the full
These life skills courses can be used to reduce feelings of anxiety, stress and low
mood.
Mindfulness is the practice of being aware of the body, mind and feelings in
the present moment. It’s a form of non-faith based meditation, which helps
people cope better with day-to-day stresses, feel calmer and more content.
Living Life to the Full is based on cognitive behavioural therapy, and allows
individuals to deal more positively with the demands and challenges of
everyday life. Both programmes are being rolled out in Nithsdale.
Health and well-being
• Day opportunities fund - over £40,000 distributed as initial funding to
over 40 projects in Nithsdale that support people to feel less isolated and lonely,
keep physically active and maintain their independence. Development of the Men’s
Shed in Dumfries, has been particularly successful with 50 to 60 men now taking
part and further projects soon to open in Thornhill and North West Dumfries (plans
for a Men’s Shed in Kirkconnel are also being developed).
• Regional initiatives such as ‘Building Healthy Communities’ and ‘Smoking Matters’
make an important contribution to the health and wellbeing of the communities
in Dumfries Lower, Mid and Upper Nithsdale for example, tai chi.

Spotlight tai chi
Building Healthy Communities tai chi for health and well-being initiative
has encouraged people to engage in an activity which improves health and
well being by increasing levels of exercise. In particular it improves balance,
stamina and blood pressure, as well as reducing social isolation. Learning
through volunteering is a key to the success of the tai chi for health and well
being programme and has built community capacity by using a peer education
approach. This has stimulated participants to manage and take control of their
own health issues and raised confidence and self esteem.
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• The ‘Let’s Cook’ programme is working with support workers from the Short Term
Assessment And Reablement Service (STARS) to make sure that they can pass on
advice and skills about maintaining a balanced diet, preparing food, cooking and
budgeting when they are supporting people to get back their independence.
• A community link worker has supported the activity and resource centre for people
with learning disabilities (ARC) to deliver a weekly exercise session within the
centre.

Spotlight Nithsdale health and well-being
partnership
Partners from the NHS, the council, third and independent sectors working
together in three working groups:
•

HARM - homelessness and risk management

•

Well-being - healthy eating, physical activity and mental well-being

•

Health and social care reference group

There are now over 100 Nithsdale members, working to an agreed delivery
plan.

Supporting Carers
• Carer aware training being delivered across all sectors.
• Carers’ assessments being routinely offered by social work.
• Two Carer support workers based within Dumfries and Galloway Royal Infirmary.
• Wide range of information available.

Spotlight partnership working within Dumfries
Health and Social Care Hub
The Dumfries Health And Social Care Hub brings together staff from the NHS,
social work and the third sector so that they can work together to deliver
better outcomes for people.
Staff within the hub are ambassadors for integration, identifying
opportunities where working together and sharing resources can improve
results.
“It is great working in a wider team and being able to learn from other staff
experiences.”
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Social work services
• Supporting a large number of people to continue living in their own home for as
long as possible.
• The personalised approach to care – having a ‘good conversation’ with people and
putting people at the centre of their own care.
• Positive approaches to supporting vulnerable adults.
• Care co-ordinators linked to cottage hospitals to support planning for people
leaving hospital.

Spotlight integrated working
Social work services have been working more closely with partner agencies
for the past year. Some staff members from Support in Mind and the Carers
Centre are now based at the social work offices in Irish Street, Dumfries.
This sectoral integration allows for better working relations, knowledge of
resources and crucially, improved outcomes for people.

Living with dementia
• Nithsdale dementia forum produces a newsletter four times a year, which is
distributed to over 600 organisations and individuals in Nithsdale. The annual
dementia awareness day was attended by over 100 people (50% of these were
Carers).

Spotlight living at home with a memory
impairment
Pat is 80, has dementia and lives in her own home. She is able to do most
daily tasks with some support.
Social services are involved in Pat’s care plan. Care agency staff attend three
times daily to provide support with meals, dressing and medication. She
also has two personal assistants whom she pays for partly from her benefit
allowance. In addition to cooking, they assist her in going places she enjoys
such as a local garden centre.
Attending the day centre is something Pat thoroughly relishes. Day centre
activities include singing, crafts and musical bingo. Lunch is also provided.
Occupational therapy have offered guidance, support and equipment to help
Pat with her day to day life. This has included assistive technologies, a shower
chair and a standing stool. Her family have added technological aids of
their own, including a large print phone, clock and a daily planner. Care call
services are also available. Pat finds all of these very helpful.
Living in sheltered accommodation makes Pat feel safe and secure, while at
the same time, she’s still in her own home. She states “I am still a person and
not my condition”.

24

413

Hospital discharge planning
• The current programme of work is looking at returning people home from
Dumfries and Galloway royal infirmary.
• A patient flow co-ordinator is working closely with hospitals and patients.
Housing
• Joint working between social work and local housing associations (registered social
landlords) is going to identify unmet needs for specialist housing and identify
appropriate sites for future developments.
Community rehabilitation
• The parkinson’s patient education sessions and ‘living with MS’ course are both
delivered twice a year at Nithbank community rehabilitation unit for all newly
diagnosed patients.
• Due to the life-long nature of their diagnosis, people living with progressive
neurological conditions who have not had extra treatment or support from the multidisciplinary team within that year are offered an annual multi-disciplinary review.

Spotlight Nithsdale integrated disability
team community rehab (NHS)/ social services and
Capability Scotland
After leaving hospital following surgery, Miss B was referred to the
community rehabilitation unit at Nithbank. At first she thought she would
only receive ongoing physiotherapy. However after being assessed by the
team, which included nursing and occupational therapy, Miss B realised that
she would benefit from all the services.
Supported by the team’s commitment to person-centred care, she was
encouraged to set realistic goals at different stages of her rehab process, and
felt safe to disclose aspects of her relationship with her same sex partner with
the nurse in the unit.
To provide an overall approach to setting her goals, members of the team
also worked with Miss B outwith the unit, for example enabling her to regain
confidence and spatial awareness when shopping and walking her dog.
As part of the self management process, the team were able to signpost her
to community services, finance team and information sites
Technology Enabled Care
• Testing home-based technologies – this has worked well and there are now
opportunities to expand this.
• Exploring telecare options to support people in their homes.
End-of-life care
• District nurses taking a person-centred approach to the planning and delivery of care.
• Specialist nurses providing people with advice and guidance.
•

Working closely with care homes and care-at-home services to support quality end
of life care in the community.
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5. What are people in Nithsdale telling us?
5.1

Key messages from local consultations

During the past 18 months we have consulted with more than 2500 people across
Nithsdale locality to understand better what is important to them in maintaining
good health and well-being. The section describes the main themes identified.
• We need to provide more support to people who provide care to others.
• We need to improve co-ordination and communication between services and staff.
• We need to support people with long-term conditions to help them to access
community services which help them manage their own health and well-being.
• We need to provide information in one place. Many people would prefer this to be
their GP surgery.
• Using the Dumfries Health and Social Care Hub as an example, basing groups of
staff together in one location to help build good links and improve communication
• IT systems need to be integrated
• Staff training should be integrated
• Joint Dementia training for health and social care professionals and support
workers
• People are being unnecessarily delayed in inappropriate care settings due to lack
of availability of home care and care at home support
• Sharing hours between people who use services can work well
• Flexibility of nurses and home carers on a daily basis
• Lack of close-knit communities
• Health care also means healthy eating and budgeting
• More information and encouragement to get people involved
• Volunteering is good for your health
• Coming to groups and activities can help you self manage your own health and
support others
• A database of community activities should be available to all
• One single point of contact should be available to everyone to access information
services
• It would be better if there was a monthly drop-in at GP surgeries where people
could access physiotherapist, social work, benefit advice and community link
worker
• Care received at home sometimes isn’t what is required
Source: Nithsdale Community Survey – August 2014 to January 2015
Source: Nithsdale consultation on the draft locality plan - October to December 2015
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6.
6.1

What do we need to do?
Our commitments in Nithsdale

National
outcome

Dumfries &
Galloway
priority areas
of focus

Nithsdale locality
challenges

What people in
Nithsdale have
told us during
consultation

Our commitments in Nithsdale

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

Enabling
people to
have more
choice and
control

Many people in
Nithsdale are
currently not
looking after
their own health
and wellbeing
as effectively as
they could. This
means that they
are at higher
risk of becoming
unwell and / or
being unable
to regain their
independence
following illness.

People need
different levels
of support to
motivate them
to manage their
own health and
wellbeing .

We will:

Making the
most of wellbeing

There are many
more people
living with anxiety
and depression
and many more
living with low
mood within our
communities.
The ageing
population and
the increasing
number of people
with long-term
chronic conditions
(for example,
Dementia) present
new challenges
for the NHS and
social care in
enabling older
people to remain
healthy, active and
independent for
as long as possible.

Social isolation
and loneliness is
an issue for many
people.
We need to
support people
with long-term
conditions to
access community
services which help
them manage their
health and wellbeing.

Develop community link
approaches within Nithsdale
locality which enable people to
have the information, motivation
and opportunity to live a healthy
life for as long as possible.
Support people to participate
and engage in their communities
as they choose to access day
opportunities and activities which
they feel are important to them,
to stay as independent as possible,
happy, safe and well.
Work with staff groups within
health and social care, enabling
them to motivate, educate and
support people to improve their
health and wellbeing.

Roll out programmes such as
There is not
Mindfulness, Living Life To The
enough support
Full and Ten Keys To Happier
currently for low
Living.
level mental health
issues.
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National
outcome

Dumfries &
Galloway
priority areas
of focus

Nithsdale locality
challenges

What people in
Nithsdale have
told us during
consultation

Our commitments in Nithsdale

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

Developing
and
strengthening
communities

More housing
options are
required for
people who need
additional support
to live at home
independently.

There is a lack
of care home /
sheltered and
very sheltered
accommodation in
local communities.

We will:

Making the
most of wellbeing
Shifting the
focus from
institutional
care to
home and
community
based services

The number of
people living
with dementia
in Dumfries
and Galloway
as a whole will
increase over the
next 20 years.
Emergency
admissions to
hospital have
increased
significantly and
the capacity of
services, to flexibly
support people in
their own homes
and in care homes
is becoming
limited.
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People living with
dementia should
have access to
activities that keep
them active and
socially stimulated.
We need to
improve coordination and
communication
between all
services and staff.
We need
to provide
communication in
one place. Many
people would
prefer this to be
their GP surgery.

Make efficient use of our
staff resources and services by
improving communication and coordination.
Work with all partners to create
opportunities for people living
with dementia to remain active,
involved in their existing interests
and living in their preferred
community where possible.
Work with partners to consider
housing and support options to
reflect the needs of Nithsdale
locality
Creatively look at developing
different approaches to how we
use care-homes, care at home and
other resources.
Ensure access to self-directed
support and person-centred
approaches by utilising the
appropriate resources and skills of
the partnership.
Enable people including those
with disabilities, long term
conditions or who are frail to
access information and support
when they need it.
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National
outcome

Dumfries &
Galloway
priority areas
of focus

Nithsdale locality
challenges

What people in
Nithsdale have
told us during
consultation

Our commitments in Nithsdale

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

Enabling
people to
have more
choice and
control

We need better
communication
between hospital
and community;
reducing risks
to patients and
ensuring better
patient experience
on admission to,
and on discharge
from hospital.

Better
communication
between acute
and community
services.

We will:

Maintaining
safe, highquality
care and
protecting
vulnerable
adults

Services should be
delivered for the
person not to the
person.

Develop the role of the
community flow coordinator to
deliver a positive home from
hospital experience for people
living in Nithsdale.
Support staff to increase and /
or acquire the necessary skills,
knowledge and experience to
adopt a person centred approach
to the planning and delivery of
care and support.

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

Enabling
people to
have more
choice and
control

More people
are looking for
support from
health and social
care services
and many have
Making the
complex needs.
most of wellThis includes
being
a small but
significant number
Working
efficiently and of younger
people, as well as
effectively
larger numbers of
older people.

We need to
develop further
the Dumfries
Health and Social
Care Hub.

We will:
Work in partnership to promote
consistency of practice and person
centred approaches.

We need to
identify a single
point of access
to provide
information and
services.
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National
outcome

Dumfries &
Galloway
priority areas
of focus

Nithsdale locality
challenges

What people in
Nithsdale have
told us during
consultation

Our commitments in Nithsdale

Health and
social care
services
contribute
to reducing
health
inequalities

Reducing
health
inequalities

There are
many people in
Nithsdale whose
health and
wellbeing are
affected by health
inequalities.

Many people
recognised that
health inequalities
need to be
addressed.

We will:

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

Supporting
Carers

We do not know
how many Carers
provide support
in the locality
and often carers
do not identify
themselves. From
the census, we
do know that
the number of
hours spent caring
is increasing
significantly. This
could be because
the caring role is
becoming more
complex.

Communication
with Carers needs
to be better

People using
health and
social care
services are
safe from
harm.

Maintaining
safe, highquality care
and protect
vulnerable
adults
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The most
vulnerable
members of our
communities are
supported to live
as independently
as possible within
Working
their own homes
efficiently and
or within a homely
effectively
setting.

Work towards reducing the
health inequalities experienced
by particular people, groups and
communities.

Transport to health
and social care
facilities from rural
parts of Nithsdale
is an issue.

Carers should
be involved in
developing and
participating in
packages of care
and support for
the person they
care for where
they wish.

It is recognised
that people who
are vulnerable
are not always
accessing the
appropriate
services.

We will:
Listen to and involve Carers in
discussions with the person they
care for.
Improve support for Carers by
promoting local services and
resources.
Implement and support ‘carer
awareness’ across our workforce;
this will help identify carers.
Support Carers to identify ways in
which they can be supported to
enhance their quality of life.

We will:
Keep people at the centre of what
we do, working with all partners
to improve the way we identify,
support and protect adults
who are vulnerable to physical,
psychological or financial harm.

419

National
outcome

Dumfries &
Galloway
priority areas
of focus

Nithsdale locality
challenges

What people in
Nithsdale have
told us during
consultation

Our commitments in Nithsdale

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

Integrated
ways of
working

Our working age
population is
getting smaller
and finding the
workforce we
need is more
difficult in several
areas: from GPs,
nurses, social
workers and other
health and social
care professionals
to the large
numbers of skilled
people we need
to provide care
in people’s own
homes and in care
homes.

Ensure staff are
appropriately
supported and
equipped to fulfil
their roles.

We will:

Making the
best use of
technology

Identify where integrated
approaches can support and
develop the existing workforce
using a variety of resources,
reducing duplication and
promoting the sharing of skills
and training.
Identify and promote career
pathways which enable local
workers to develop their
knowledge and skills to meet
future gaps in the workforce.
Explore opportunities to use
technology to support the
workforce.
Engage with and listen to views of
staff.
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National
outcome

Dumfries &
Galloway
priority areas
of focus

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

Integrating
ways of
working

Nithsdale locality
challenges

The resources and
workforce are
not keeping pace
with demand. As a
Working
result, the ability
efficiently and
to support people
effectively
at home and in
care homes is
Shifting the
becoming limited.
focus from
New approaches
institutional
will be needed to
care to
address this.
home and
communityPrescribing
based services
medication is the
second highest
Making the
area of spending
best use of
in the NHS after
technology
staffing costs.
The money we
have to provide
services is not
increasing in
line with greater
demand.

What people in
Nithsdale have
told us during
consultation

Our commitments in Nithsdale

There should be
blurring of roles
to ensure staffing
resources are used
efficiently and
effectively.

We will:

Flexible care is
needed and care
packages need
to be reviewed
to provide care
and support that
is more person
centred.
There should be
more medication
reviews and a
drive to reduce
medication waste.

Through effective use of
resources, including those of the
individual, support the redesign of
integrated services.
Develop and promote a culture
amongst staff and the people
who use services that will support
and engage with the redesign
of services. These services
will be sustainable, promote
independence, support an ethos
of reablement and deliver person
centred outcomes.
Encourage and support
recruitment in to the care sector.
Work with all partners to look at
how we can make the best use of
assets and resources.
Build on the existing initiatives
in Nithsdale to ensure safe,
appropriate, effective prescribing.

This document has taken account of the synopsis of the joint self assessment relating to the adult health and social care inspection in
Dumfries and Galloway in February 2016
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7.
7.1

How will we know we are getting there?
Measuring performance

We will develop a performance framework to help us monitor progress against the
implementation of this plan and make sure we are taking a consistent approach to
measuring performance across the whole partnership. We will develop a series of
joint measures to sit alongside activity and financial information and these will apply
across the partnership, including the third and independent sectors.
The nine national health and well-being outcomes set out on page 6, along with the
‘we will’ statements in both the strategic plan and this plan will form the basis for
accountability. The framework will provide us with clear and robust links between the
nine national outcomes, the Dumfries and Galloway single outcome agreement, the
strategic plan and this locality plan as well as service delivery plans.
Measures will include targets which relate to services delegated to the Integration
Joint Board that either the NHS or the council currently report against. Not all of
the information is currently available at an area level but we will address this going
forward.
Over time, this information will enable the Integration Joint Board and other relevant
Boards, management teams and committees to see what effect the approach to
integrating services is having on delivering better outcomes for people, particularly
those people who use services.
Best evidence will be used to make sure we measure the things that matter to those
using services and Carers, as well as front-line staff. We will use qualitative as well as
quantitative measures including feedback from those using services, service audits and
support and care record systems. We will not simply use this information to monitor
how we are keeping to targets but to improve the care and support we deliver to
people.
It will be important that all staff members understand their own responsibility for
making sure high quality information is available for reporting on performance, and
how this is relevant to the quality of care and support they provide.
Being clear with regard to progress should be something everyone is aware of. As
part of this work we recognise that teams should have the information they need
to know how they are doing, make improvements and inform them when to ask for
help and when to share good practice and successful approaches. Developing strong
relationships and team working based on a shared vision and shared values will
support this. This is what this plan is all about.
You can find more detailed information on the performance management framework
at www.dg-change.org.uk/Strategic-Plan
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Appendix 1 - Details of recent public
engagement sessions
Date

Group consulted / Venue

Target Group

22nd

Nithbank

Staff

23rd

Nithbank

Staff

23rd

Social Work Department, Irish Street, Dumfries

Staff

24th

Nithbank

Staff

28th

Sanquhar Health Centre

Staff

29th

Nithbank

Staff

5th (Mon)

Thornhill Hospital

Staff

7th (Wed)

Community Nursing, staff roadshow, Dumfries

Staff

12-15 (Mon-Thurs)

St George's Church Hall (Flu Clinic)

Public

13th (Tues)

Troqueer School - Area Committee

Public

20th (Tues)

St Michaels Medical Practice

Public

20th (Tues)

UWS - Dudgeon

Closed

21st (Wed)

Municipal Chambers

Public

22nd (Thurs)

Morrisons

Public

23rd (Fri)

Lochthorn Library

Public

26 - 30 (Mon - Fri)

Dumfries and Galloway Royal Infirmary

All

26th (Mon)

D & G College (Student Association area)

Closed

27th (Tues)

Social Work Office, Kirkconnel

Public

27th (Tues)

Hard of Hearing Group - Kelloholm

Closed

27th (Tues)

Sanquhar Health Centre

Public

2nd (Mon)

Monday Munchers -Kelloholm

Closed

2nd (Mon)

Georgetown Library

Public

3rd (Tues)

North West Resource Centre

Public

3rd (Tues)

Tai Chi Group, North West Resource Centre

Closed

4th (Wed)

Tai Chi Group, Cresswell Community Centre

Closed

4th (Wed)

Lifestyles Group - Hillview Leisure Centre Kelloholm

Closed

4th (Wed)

Ewart Library

Public

SEPTEMBER

OCTOBER

NOVEMBER
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5th (Thurs)

Dunscore Practice

Public

5th (Thurs)

Craft Group, North West Resource Centre

Closed

5th (Thurs)

Food Train

Closed

6th (Fri)

Thornhill Hospital - Rehab unit

Public

9th (Mon)

Left to Write Group, North West Resource Centre

Closed

9th (Mon)

Third Sector Conference, Easterbrook Hall

Closed

10th (Tues)

Drop In session - Cafe DG2, NWRC (BHC)

Closed

10th (Tues)

Gillbrae Medical Practice

Public

11th (Wed)

Inkspirations Group, North West Resource Centre

Closed

11th (Wed)

Station Hotel (Band 5 Roadshow)

Staff

11th (Wed)

Tai Chi - A' The Airts, Sanquhar

Closed

12th (Thurs)

LGBT event, North West Resource, Centre, Dumfries

Closed

12th (Thurs)

Sanquhar Health Centre

All

12th (Thurs)

Kelloholm - Hillview Leisure Centre

Public

13th (Fri)

Greyfriars Medical Centre

Public

16th (Mon)

Lochthorn Medical Centre

Public

16th (Mon)

Singing Group - The Cabin, Kirkconnel

Closed

16th (Mon)

Needles and Pins & Scrimp n Sew Groups, North West
Resource Centre

Closed

16th (Mon)

Crafternoons, North West Resource Centre

Closed

17th (Tues)

Drop In session - Cafe DG2, North West Resource Centre

Closed

17th (Tues)

North West Resource Centre

Public

17th (Tues)

Health & Social Care Reference Group

Closed

17th (Tues)

Dumfries Diabetes Support Group

Closed

18th (Wed)

Tesco Extra

Public

19th (Thurs)

Thurs Drop-in, Kelloholm

Closed

19th (Thurs)

Criss Cross - Nigel Henderson Court, Sanquhar

Closed

20th (Fri)

Gillbrae Medical Practice

Public

20th (Fri)

Tai Chi, Holywood Hall

Closed

20th (Fri)

Reiki, Group

Closed

20th (Fri)

Tai Chi, Heathhall Community Centre

Closed

23rd (Mon)

Thornhill Health Centre

All

23rd (Mon)

Heathhall Friendship Club - Bowling Club, Heathhall

Closed

24th (Tues)

Hard of Hearing Group, Kelloholm

Closed
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24th (Tues)

ADSWS Group, St Georges Church Hall

Closed

24th (Tues)

Tangent Group, Drumlanrig Cafe, Thornhill

Closed

25th (Wed)

Community Nursing staff roadshow, Thornhill

Staff

26th (Thurs)

Friends and Neighbours Group, Georgetown Community
Centre

Closed

26th (Thurs)

Georgetown Community Centre

Public

27th (Fri)

Kirkconnel Pharmacy

Public

30 Nov - 4 Dec (M
- F)

Dumfries and Galloway Royal Infirmary, Foyer

All

30th (Mon)

Salvation Army Drop-in

Closed

30th (Mon)

Multiple Sclerosis Group - Community Rehabilitation
Unit, Nithbank

Closed

1st (Tues)

Alzheimer Scotland Day Care

Closed

1st (Tues)

Visibility, The Usual Place, Dumfries

Closed

2nd (Wed)

Hard of Hearing Group, Friendship Club, Thornhill

Closed

2nd (Wed)

Nithsdale Third Sector Forum, Citizens Advice Office,
Dumfries

Closed

3rd (Thurs)

Carers Event - St George's Church Hall

Closed

3rd (Thurs)

ME Network - Midsteeple meeting room, Dumfries

Closed

4th (Fri)

Charlotte Medical Practice

Public

4th (Fri)

Conference, D & G College

Closed

7th (Mon)

Dumfries and Galloway Royal Infirmary, Dining Room

Staff

7th (Mon)

Social Work Office, Irish Street

Public

8th (Tues)

Nurses Retirement Fellowship, Dumfries

Closed

8th (Tues)

Greyfriars Medical Centre

Public

9th (Wed)

Nithbank Dining Room

Staff

10th (Thurs)

New Abbey Surgery

Public

10th (Thurs)

ARC Dumfries

Closed

10th (Thurs)

Movement Disorder / Parkinsons Clinic, Community
Rehabilitation Unit, Nithbank

Closed

11th (Fri)

D & G College (Student Association area)

Closed

DECEMBER

The consultation was carried out by Nithsdale locality heath and social care team, in
partnership with colleagues from strategic planning, building healthy communities, the third
and independent sectors.
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If you would like some help understanding this or need it in
another format or language please contact 030 33 33 3000
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Foreword
Our health and well-being is extremely important. Here, in
Stewartry, we are fully committed to making sure we support
people to achieve the best possible outcomes to live active,
safe and healthy lives. We also want to make sure the services
we provide continue to meet the needs of the individuals and
communities they serve.
We know the number of older people is rising and they are
living longer with more complex needs. We know it is difficult
recruiting and retaining staff within the health and social care
professions. We know that there are increasing constraints on
our budgets and resources. Continuing to deliver health and
social care services in the “traditional way” is no longer an option for us.
Integrating (or joining up) health and social care gives us an opportunity to be
creative in developing new ways to support people to meet the needs and priorities
which are set out in this locality plan. We will continue to build on the good work
that is already going on and maximise the “community spirit” within Stewartry which
has been identified as a positive influence particularly in relation to quality of life.
We have drawn up the plan after listening to what local people and organisations
think are the main achievements, challenges and areas for improvement in Stewartry.
From this we have developed actions we plan to take forward over the course of the
next few years. The plan has also been informed by the joint inspection for older
people and further developed within the context of the Dumfries and Galloway
health and social care strategic plan. The strategic plan and all the supporting
documents, including locality plans, has been informed by national and local
policies and guidance, legislation, external inspections and builds on learning from
programmes such as ‘Putting You First.’ Appendix 2 of the strategic plan includes
details and links to some of these.
It won’t be easy meeting all the challenges and actions set out in this plan. However,
by working together in a truly integrated way, I am confident that we can find new
and better ways of working which will deliver the best possible outcomes for the
people who live and work in Stewartry.

Stephanie Mottram
Locality Manager - Stewartry
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1 Introduction
1.1 What is this locality plan?
This plan is about how we will be integrating (joining up) health and social care in
Stewartry as part of a new Dumfries and Galloway Integration Authority. It sets out
specific information, where this is available, and identifies what is working well but
also some of the main challenges which we need to address. Importantly, much of
the plan is based on what people who live in the area and those currently involved
in delivering health and social care in the area have said about how things could be
improved and what would make a difference.
The plan is not just about health and social care services and support – it is also about
how people and communities can be supported to help and support themselves too.
This is the first plan of its kind and sets out in broad terms how we will all work
together, taking an asset based approach (see section 2.3) for the best possible
outcomes for everyone living in the area.
This three year plan for Stewartry will be supported by a local action plan.
1.2 Who is this plan for?
This plan is for everyone who lives or works in Stewartry, with a focus on adults. It
is for those who currently use health and social care services, for example, people
who need day-to-day help with personal care or who need more regular support to
manage a long-term condition and also those who may need to do so in the future. It
is also for people who are well and want to maintain or improve their current level of
health and well-being.
1.3 What is included in this plan?
All adult social care, adult primary and community health care services, most acute
hospital services and some elements of housing are all included within the new
Dumfries and Galloway Integration Joint Board. Services relating to children are
currently not included. Appendix 3 of the strategic plan lists all the services within
the joint integration board.
1.4 Where does this plan fit into the wider picture?
This plan is one of four for Dumfries and Galloway and forms an annex to the
Strategic Plan for the region. There are also a number of other important national
and local strategies which have helped us develop this plan.
This plan also takes account of initial information from the joint inspection of adult
services which is taking place across Dumfries and Galloway by the Care Inspectorate
and Health Improvement Scotland (Jan – March 2016). The final recommendations
from the joint inspection will be used to update the strategic plan, the locality plan
and inform the local action plan.
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1.5 What are we hoping to achieve?
The Scottish Government has set out nine national health and well-being outcomes to
be achieved through the integration of adult health and social care services:

People are able to look after
and improve their own health
and well-being and live in good
health for longer

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

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

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

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

Health and social care
services contribute
to reducing health
inequalities

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

People using health
and social care services
are safe from harm

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

5
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1.6

Main areas of focus

The following 10 areas of focus reflect the same areas of focus as in the Dumfries and
Galloway strategic plan with a summary of what each of these relate to in practice.
D&G strategic plan – area of focus
Helping people
to have more
choice and
control

• People who meet the criteria for care and support through
social work will be offered a range of options for how this
care and support is arranged including being able to receive a
direct payment, or having their care and support managed by
a care provider through self-directed support.
• People with long-term conditions are supported to be active
partners in their own care, making decisions jointly with
health and social care staff and managing their own health
on a day-to-day basis.
• Arranging and paying for services will be based on delivering
the right outcomes for people and encouraging organisations
to work together in a more joined-up way.

Supporting
Carers

• Carers are supported to have a life outside of their caring
role, living fulfilled lives as individuals with their own
interests and aspirations.

Developing and
strengthening
communities

• Involving local people in decision making.
• Making sure there is a good range of low level community
and social supports in communities and working with people
to identify what really matters to them and what would
make a difference.
• Supporting communities to provide local support.

Making the
most of wellbeing

• Making the most of health and well-being and encouraging
people to take responsibility for their own health at as early
an age as possible.
• Working to prevent ill health or further deterioration of
health.
• Discussing future care and support needs with people as soon
as possible and developing a plan which is individual and
owned by the person.

Maintaining
safe, high
quality care
and protecting
vulnerable
adults

6

• All adults have the right to live free from physical, sexual,
psychological, emotional and financial abuse or neglect.
• Improving the safety of care of people at all points of
delivering care.
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Shifting the
focus from
institutional
care to home
and community
based services

• Involving people who use services, their Carers and families in
designing new models of care which better meet their needs.
• Providing care in or as close to a person’s home as possible
wherever it is safe to do so, and only admitting someone to
an acute hospital bed when their condition means this is the
only option.
• Working with housing providers to develop new and
innovative housing options for people.

Integrated ways
of working

• Having the right people with the right skills in the right place
at the right time.
• Making the best use of all our people from across all four
sectors – the NHS, council, third and independent sectors
recognising that a multi-agency approach can bring better
outcomes for people.
• Respecting the different ‘cultures’ which exist and different
professional boundaries.
• Having staff teams all working to a shared vision of where we
need to get to.
• Building on existing skills that people have and recognising
that new skills will be needed as well.
• Making time for staff to build relationships with colleagues
in other areas of work and understand each other’s roles and
responsibilities.

Reducing health
inequalities

• Designing health and social care services in a way that allows
those most in need easy access.
• Providing services proportionately and in a co-ordinated way
according to people’s identified needs.
• Partners working together to deal with broader inequalities
in society.

Working
efficiently and
effectively

• Thinking in new ways about how to do things differently.
• Following evidence and guidance on both the clinical
effectiveness and cost effectiveness of existing and new
technologies which are likely to have a positive effect.
• Considering options involving investing and also withdrawing
investment – where do we need to invest and what can we
stop doing?
• Tackling variation – both in terms of practice and cost.
• Making best use of all the physical assets (buildings and land)
in our communities.

7
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Make the
best use of
technology

• Where appropriate, providing support for people
with common multiple illnesses and chronic conditions
through home monitoring and managing them by phone
(Telehealthcare).
• Sharing appropriate real-time information between care
providers.
• Shared forward looking care plans for people considered ‘at
risk’.
• Encouraging a higher uptake of the broad range of telecare
equipment.

1.7 What are our main local challenges?
The main challenges in Stewartry broadly reflect the “key challenges” for the whole
region as set out in the Dumfries and Galloway strategic plan.
• health inequalities leading to poorer outcomes for people’s health and well-being
• increasing number of people with multiple long-term conditions, including
dementia requiring higher levels of support to enable them to live independently
at home or in a homely setting in the community
• lack of appropriate housing to meet projected demand in areas where people wish
to live, creating unsustainable and imbalanced communities
• increasing number of Carers requiring greater levels of support to reduce any
negative impact of their caring role on their own health and well-being
• maintaining high quality, safe care and protecting vulnerable adults in the face of
increasing need and reducing resources
• future sustainability of primary and community based services including GPs, out of
hours, care home and care at home services
• reducing working age population resulting in fewer people to care for an
increasing number of older people
• national challenges in relation to the recruitment and retention of health and
social care professionals
• current and anticipated rise in hospital admissions and delayed discharges resulting
in increased pressures across all of health and social care
Some of our challenges can be addressed through the locality but many will have to
be addressed at a regional level within the integration partnership or through the
council, for example transport and housing.

8
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2 About the locality
2.1 Geography
Dumfries and Galloway is one of the most rural areas of Scotland, where issues
such as transport, access to services and rural deprivation can have a marked effect.
Dumfries and Galloway has the third highest proportion (22%) of the population
living in remote rural locations, behind Argyll and Bute and the Highlands.
Stewartry is one of four localities for health and social care integration in Dumfries
and Galloway and makes up about one quarter of the total area of the region.
Scottish Government 6 fold urban rural classification
1 Large urban areas

Settlements of 125,000 or more people.

2 Other urban areas

Settlements of 10,000 to 124,999 people.

3 Accessible small towns

Settlements of 3,000 to 9,999 people and within 30 minutes drive of a
settlement of 10,000 or more.

4 Remote small towns

Settlements of 3,000 to 9,999 people and with a drive time of over 30
minutes to a settlement of 10,000 or more.

5 Accessible rural

Areas with a population of less than 3,000 people, and within a 30
minute drive time of a settlement of 10,000 or more.

6 Remote rural

Areas with a population of less than 3,000 people, and with a drive time
of over 30 minutes to a settlement of 10,000 or more.

Number of
people in
Stewartry by
urban rural
classification

4,700

20%
9,410

39%

Remote rural
Accessible rural
Remote small town

7,065

29%

Accessible small town
Other urban areas

2,894

12%

Large urban areas

Source: Scottish Urban Rural Classification 2013-14: National Records Scotland Small Area Popluation Estimates 2012

Due to its rural nature, Stewartry is the least densely populated area of Dumfries and
Galloway. It covers 26% of the total area, and approximately 16% of the population.
You can find population sizes for the main towns (to the nearest 100) based on the
2011 Census in Table 1 below. The rest of the population (about 12,300) live in and
around the smaller villages across the locality.
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Table 1: Population size for main towns in Stewartry:
Town

Population

Castle Douglas

4,100

Dalbeattie

4,200

Kirkcudbright

3400

Total

11,700

2.2 The population
The current population of Dumfries and Galloway is already substantially different
from the overall Scottish population profile, with a larger proportion of older people
and a markedly smaller proportion of younger people.
Stewartry has a population of approx 24,000. The average age of people in Stewartry
is 46, compared to 43 in Dumfries and Galloway and 40 for Scotland. Stewartry also
has a lower proportion of younger people (aged under 25) and a higher proportion
of older people (aged over 65) than Dumfries and Galloway as a whole.
This means that demand on health and social care services is already higher than
average and has a considerable impact on how current services are being delivered.
Looking forward on a locality basis is difficult as different localities have different
factors affecting population growth such as birth rates and the number of people
moving into and out of the area.
The graphic below shows an estimate based on the expected percentage change for
the region:

Population summary Stewartry

2011
2037
-22%
+25%

-9%

23,973
Sources: National Records Scotland and Census 2011
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0 - 14
years

15 - 64
years

65 - 84
years

2.1K

0.8K

6.7K

5.4K

11.2K

3.1K

3.4K

Population

+161%

14.5K

51.8%

48.2%

85+
years
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At the time
of the 2011
Census there
were

195 (0.8%) people
from black and minority
ethnic groups, including
gypsy travellers

A snapshot
of the
population
in Stewartry

69 adult support
and protection
referrals

893 (3.7%) people
reporting themselves
as having a longterm mental health
condition

297 (3%) of households
that do not have central
heating

2,342 (10%) people who
classed themselves as Carers
and of these,
611 (3%) were providing 50
or more hours of care per
week

336 people
from Stewartry
admitted to a
cottage hospital

630 (3.6%)
working age
people who are
unemployed

43% of 16-34 year
olds have no or low
qualifications

In 2013/14
there were

1,937 people from
Stewartry admitted
to DGRI as an
emergency

316 people receiving
a care at home service
and of these, 135 were
receiving at least 10 hours
of care a week

1,871 (17%)
households with
no car or van

274 people
diagnosed with
dementia

1,200 people
over the age of
75 living alone

111 older people
from Stewartry
admitted to a care
home
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In the future, Stewartry will see:
• much lower numbers of younger people
• a small increase in the number of older people of working age
• significant increases in the number of people of retirement age
2.3 Asset based approach
An asset based approach looks at the total assets we have available to us to deliver
excellent health, social care and support. Our assets include people, communities,
equipment and land.
People are our most valuable resource in the delivery of health and social care.
Families, friends and neighbours play an essential role supporting people socially,
emotionally and with practical help. We have significant numbers of dedicated
volunteers supporting people in their own homes and local communities through a
wide variety of local clubs, community groups and services. For those in need of more
formal intervention we have committed staff working in the NHS, council, housing,
care at home services and care homes providing important health and social care
services.
‘Community assets’ refer to the resources available to the community. This can include
groups and social opportunities as well as physical resources. Physical resources such
as buildings, land and equipment can be used to improve quality of community life
for people. Buildings can include community centres and village halls.
Identifying and making best use of the assets and resources that exist at both an
individual and community level is essential.
While people are our most valuable resource, it is important that we also make best
use of all the physical resources i.e. buildings, land and equipment.
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A summary of the main physical assets in the locality is shown in table 2 below.
Table 2: Main physical assets in Stewartry as at August 2015
Category

Asset

Total number

Health services

GP practices

5

Community pharmacists

6

Cottage hospitals

2

Castle Douglas

(19 beds)

Kirkcudbright

(12 beds)

Satellite renal unit (Kirkcudbright)

Housing

Opticians

2

Dentists

4

Care homes

8 (total)

Elderly mentally ill (EMI)*

2

Nursing

2

Residential

4

Supported accommodation
Sheltered housing

Community assets

(3 beds)

Not known
155

Very sheltered housing

0

Activity & resource centres(learning
difficulcties)

1

Community centres and village halls

33

Day centres (not in community centre or
village hall)

1

Leisure facilities

2

Libraries

2

*EMI refers to more specialist residential care homes for older people
The district general hospital (Dumfries & Galloway Royal Infirmary) and the psychiatric
hospital (Midpark) are in Dumfries and provide services for the whole of the region.
Many specialist health services need to be accessed outside the region.
2.4 Summary of key information
Health inequalities, deprivation and poverty
Health inequalities are the differences in health people experience, depending on the
circumstances in which they live and the opportunities they have for health and social
well-being.
Poor education can prevent people from contacting and finding their way around
health and social care services. Living in rural areas and having poor access to public
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transport can affect a person’s ability to access services. Poor housing can directly
affect people’s health.
Fuel poverty impacts on health inequalities and is particularly significant in Dumfries
and Galloway with much higher rates compared with Scotland as a whole. Fuel
poverty is where a household has to spend more than 10% of its income on
household fuel.
Poor diet, lack of exercise, smoking and not being able to take part in the local
community are often due to having a low income, being unemployed and people’s
wider circumstances, such as having caring responsibilities.
Substance misuse such as alcohol and drug misuse have enormous health and social
costs and lead to increased inequalities in health. Substance misuse can cause both
physical and mental ill health and be linked to homelessness, poverty and crime.
Some of the social and physical factors that can influence alcohol and drug misuse are
unemployment, low self-esteem, relationship and psychological problems.
According to deprivation measures we have relatively little deprivation in Stewartry
compared with the Scottish average. There are limits we need to be aware of
with these measurements when making decisions about service provision as rural
deprivation can be hidden i.e. deprived individuals are overlooked by living in an area
where they are outnumbered by their more advantaged neighbours.
Equality and diversity
Equality and diversity will be central to the work of health and social care integration
in Stewartry. The Public Sector Equality Duty sets out an obligation for the partners to
ensure they give due regard to the need to:
• eliminate discrimination, harassment, victimisation and any other conduct
prohibited under the Equality Act 2010
• advance equality of opportunity between persons who share a protected
characteristic by removing or minimising disadvantage, meeting the needs of
particular groups that are different from the needs of others and encouraging
participation in public life
• foster good relationships between persons who share a protected characteristic
and those who do not
The protected characteristics are: age, disability, gender reassignment, marriage and
civil partnership, pregnancy and maternity, race and ethnicity, religion and belief, sex/
gender and sexual orientation.
Healthy lifestyles
Everyone benefits from healthy living being physically active, not smoking, eating
healthily and not drinking too much.
Physical activity is about encouraging individuals and communities to be more active
as part of everyday life. Walking, cycling, sports and gardening are examples of
different types of activity. There is strong evidence for the health and well-being
benefits of physical activity at each stage of the life course. These benefits include the
prevention and treatment of chronic illnesses, the maintenance of healthy weight and
improved mental and social well-being in adults and older adults.
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Stopping smoking is one of the most important steps you can take to improve your
health. By stopping smoking, people can reduce their risk of smoking related diseases
such as lung cancer, respiratory disease and heart disease.
Good nutrition is fundamental for continued health and can help to combat chronic
disease whilst poor nutrition can be associated with increased cardiovascular risk,
cancer and chronic conditions such as Type 2 diabetes and hypertension.
The effects of alcohol on your health will depend on how much you drink. The
less you drink, the lower the health risks. There are short and long-term effects of
regularly drinking more than 14 units a week. Short term effects include feeling
stressed, stomach problems and weight gain. Short term symptoms can be improved
by reducing your drinking levels. Long term effects can contribute to raised blood
pressure, liver disease, dementia and stroke. Some effects of drinking to excess can
cause permanent damage to your health.
Mental health and well-being
Mental health combines both mental well-being (combination of feeling good in
terms of emotions and life satisfaction and functioning effectively for example selfacceptance, positive relationships and purpose in life) and mental illness diagnosed
conditions such as depression, anxiety (sometimes referred to as common mental
health problems) as well as schizophrenia and bipolar disorder (sometimes referred to
as severe mental illness).
Mental disorder is defined as people with diagnosed mental illness, a learning
disability or personality disorder.
Achieving good mental health and well-being is vital for helping everyone to reach
their potential and to lead happy and fulfilled lives.
A wide range of factors affect our emotional health, from our personal relationships
and activities to the environment and circumstances within which we live. A lack
of well-being can underpin many physical diseases, unhealthy lifestyles and social
inequalities in health including a reduced life expectancy.
There is good research and evidence to suggest that early intervention approaches
can have a positive impact on mental health and well-being.

Mental health and well-being
in Stewartry
Number of people
currently being
supported by
community mental
health team

584

Number of
people referred
to community
mental health
teams 2013/14

383

18-65yrs

65yrs +

391

51

Number of
people referred
to psychological
services 2013/14

442

Source: NHS Dumfries and Galloway 2013/14
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Long-term conditions
The number of adults in Stewartry with multiple long-term conditions in 2015 was
2,002. This represents 10% of all adult patients registered with a GP practice. Of
these, 669 were aged 75 or over.
With the number of people in the older age groups increasing each year, the number
of people with long-term conditions and more than one condition will also increase.
This has implications, not only in terms of demand on services but on health
inequalities. We know that a combination of physical and mental health conditions
has a strong association with health inequalities and negative outcomes for
individuals and families.
The graphic below sets out the main long-term conditions and the number of people
in Stewartry diagnosed with these conditions:

Long-term conditions in Stewartry
3,815

High blood pressure

1,570

Asthma
Diabetes

1,248

Coronary heart disease

1,264

Depression

937

Chronic kidney disease

427

Chronic obstructive
pulmonary disease (COPD)

541

Cancer
Stroke and transient
ischaemic attacks (TIAs)

756
577

2,002
people have two or more
long-term conditions

Source: Information Services Division Scotland: Quality and Outcomes Framework 2013/14 and SPARRA
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Carers
A Carer is someone of any age who provides support to a member of their family or a
friend who is affected by long-term illness, disability, age or addiction.
The results of the Census 2011 show that almost 15,000 people in Dumfries and
Galloway provide unpaid care with a large percentage providing care for over 50
hours per week:

Carers in Dumfries and Galloway

Carers over 16
years old

616 (14.2%)
in bad or very
bad health
4,255 (29%)
provide
support
over 50
hours per
week

14,673

Source: Census 2011

The graphic below provides information on Carers in Stewartry.

Carers in Stewartry

Age
Groups
<24 (1.6%)

50+ hours
611

65+
(41%)

24 - 64
(57%)

Carers

2,341
Source: Census 2011
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Sensory impairment, physical and learning disabilities and autistic spectrum
disorders
The graphic below shows the number of people in Stewartry at the time of the
Census in 2011 with different disabilities:

Disability in Stewartry

estimated
number of
adults with
autism

people
who have
a learning
disability

217

108

people who are
blind or have
partial sight
loss

716

people
with a
physical
disability

1,845

people who are
deaf or have
partial hearing
loss

2,101

Source: Census 2011 and National Autistic Society

Dementia
Dementia is the term used to describe a variety of conditions that result in the
gradual loss of a person’s mental functions. Symptoms can range from some memory
loss and confusion to complete dependence on others for all aspects of personal
care. Dementia is a condition strongly associated with age so, as the number of older
people rises in the population, so too will the number with dementia.
The graphic below shows estimates for the number of people with dementia for
Dumfries and Galloway as a whole over the next 20 years:

Estimated number of people living with
dementia across Dumfries and Galloway
3,430

2017

5,925

4,000

2022

2037

Sources: EuroCoDe 2012

In Stewartry the number of people with a confirmed diagnosis of dementia as at 1
January 2014 was 274. However, the Europe-wide estimates show that the overall
number with dementia in the area would be double this figure.
In 2014, the number of referrals for support after a diagnosis of dementia in
Stewartry was 63.
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The following graphic shows the expected rise in the number of older people living
alone:

Lone older adults in Stewartry

2027

1,750

Number of
people aged 75+
and living alone

2011

1,200
Source: Census 2011 and National Records Scotland

These changes are significant in how we develop services to help people become
more independent and support people living at home. Developing appropriate
housing and care options will be a particularly important consideration in planning
for the future.
Housing
The housing need and demands assessment carried out by Dumfries and Galloway
Council in 2009 found that the percentage of households of older people (where at
least one member is aged over 75) was expected to increase by 27% over the next
10 years. This increase would be almost twice the national average. The change in
the number of older people living alone is likely to continue into the future, with
expectations showing an 80% increase by 2037.
People who are unnecessarily delayed in hospital
A delayed discharge is a term used to describe an instance whereby someone in
hospital is clinically ready to leave but is unable to do so. This can occur for a number
of reasons such as:
• an inability to identify available care at home support to enable the person to
return to their own home
• an inability to discharge someone from an acute hospital into a bed in a more
appropriate facility (for example, a cottage hospital)
• someone waiting for a placement in a preferred care home
• waiting for adaptations or alterations to be made within their own home
Reducing the number of unnecessary delayed discharges as far as possible is
important because when people are in hospital for a long time, it can affect their
independence potentially reducing their longer term ability to care for themselves
and have other overall negative impacts on a person’s health and well-being. It is also
a waste of much needed resource.
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The graphic below shows the increase in the number of bed days lost to delayed
discharges between 2012/13 and 2014/15 in the cottage hospitals in Stewartry:

Number of bed days lost to delayed discharges in Stewartry
347 bed days
38 bed days

2012/13

2014/15

Source: NHS Dumfries and Galloway

Prescribing in primary care
Prescribing medication is the most common action that the NHS undertakes for
people across all sectors of care - primary, hospital, public and community health. It is
the second highest area of spending in the NHS, after staffing costs.
About two-thirds of all prescribing costs in Dumfries and Galloway are associated
with primary care. It is important that we continue to work with and support GPs to
analyse and review prescribing in line with best practice. This includes supporting
people in our community to make informed decisions about their medication.
Looking at the costs of prescribing across the locality, one way we can see patterns is
by looking at the cost per person on medication. That means counting anyone who
has received one or more prescriptions in the period being considered. This is set out
in the graphic below:

Prescribing in
Stewartry 2013/14

Total cost of
medication
dispensed through
Primary Care

Source: PRISMS
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Average cost

£4.2M

£25

7

per person on
medication
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3. People and finances
3.1 Who makes up the locality team?
The locality team is made up of the locality manager, clinical lead, social work
manager, nurse manager, divisional finance manager, workforce business partner,
public health practitioner, allied health professionals, heads of local services, third
sector interface liaison officer and scottish care liaison officer.
A wide range of staff and volunteers work across Stewartry in the NHS, council,
independent and third sectors. The main staff groups working within the area include
GPs, nursing staff, social work staff, allied health professionals, mental health teams,
community pharmacists, dentists, opticians, residential and home care workers. To
support our plans to develop a more effective and integrated health and social care
workforce, we will be consulting colleagues in the independent and third sectors to
help provide a summary profile of the local workforce.
3.2 How is the money spent?
The budget in 2015/2016 for the Dumfries and Galloway Partnership is £296.1 million.
You can find more details of the overall finance plan in Annex 3 of the Strategic Plan
for Dumfries and Galloway. A total of £109.8 million of resources has been set aside for
the four localities of Annandale and Eskdale, Wigtownshire, Stewartry and Nithsdale.
The current budget of £20.28 million for Stewartry is summarised in table 3.
Table 3: Dumfries and Galloway health and social care Stewartry yearly
budget
Pay
(wages)

Non pay

Income

Total

£000

£000

£000

£000

552

13

(48)

517

Day care

0

91

0

91

Domiciliary care

0

4,074

(199)

3,875

Meals on wheels

0

26

(16)

10

Nursing care

0

951

(329)

622

74

49

0

123

0

5,800

(2,747)

3,053

626

11,004

(3,339)

8,291

Area
Council services
Assessment & fieldwork

Occupational therapy
Residential care
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Pay
(wages)

Non pay

Income

Total

£000

£000

£000

£000

1,704

174

(6)

1,872

878

104

(68)

914

Health centres & clinics

51

214

(223)

42

Management & admin

161

39

(3)

197

Prescribing support

223

4,247

(2)

4,468

Public health*

329

111

(2)

438

Regional dietetics

686

118

(61)

743

2,596

264

(6)

2,854

420

39

(1)

458

7,048

5,310

(372)

11,986

7,674

16,314

(3,711)

20,277

Area
NHS services
Community hospitals
Community nursing

Regional physiotherapy
Regional speech & language therapy
Total

* includes regional smoking cessation service
The Chief Officer and Chief Finance Officer of the Integration Joint Board will review
the budget for Stewartry each year to make sure that the overall finance plan is able
to deal with:
• changes in what we do
• increases in costs
• efficiency savings
• performance against outcomes
• legal and government requirements
In light of the twin pressures of rising demand and restricted resources, a major
challenge is to improve our understanding of how resources are used in the locality to
meet changing needs and priorities. At the same time, we will need to take account
of the following important challenges and risks:
• As an integrated system we will need to contain costs within existing resources
and continue to make efficiency savings year on year. For NHS services this is likely
to continue to be around 5% each year for the foreseeable future, with different
(although similar) expectations from council budgets
• The main risks highlighted in the NHS budgets include the costs of keeping up
medical staffing levels (both in acute hospital and primary care), GP prescribing,
making savings, increased activity through the acute system and maintaining
access and other performance targets
• The main risks for social work budgets include the effect of new legislation,
including that related to self-directed support and the related expectations of
people, pressures increasing the number of people needing care, (particularly older
people but also people with learning disabilities and physical disabilities), and
also growing pressures on price levels and rising cost of providing quality care, the
effect of capacity issues, particularly in rural parts of the region
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• The main risk to our independent sector providers is their sustainability. Staff costs
make up the main percentage of providers overheads and the combination of a
reducing labour pool, increases in the minimum wage and changes to pension
legislation mean that providers face significant recruitment and retention
challenges. The fact that people are living longer is hugely positive. However many
of our older people are living longer with several long-term conditions. This creates
additional challenges on providers who support these members of our population –
as dependency levels increase this will inevitably result in greater staffing costs
As well as the locality budgets, a further budget of £52.1 million for strategic primary
care service is currently held at a regional level for the following services.
Dumfries and Galloway health and social care regional yearly budget
Pay (Wages)

Non-pay

Income

Total

£000

£000

£000

£000

310

142

(36)

416

0

40

0

40

882

17

0

899

0

169

(45)

124

2,114

408

(27)

2,495

624

101

0

725

96

34

0

130

Ordinary residence L.D.

0

0

0

0

Resettlement

0

5,850

(6,245)

(395)

Resource transfer

0

0

(3,584)

(3,584)

339

45

(16)

368

45

10

0

55

0

2,169

(61)

2,108

Area
Council services
Assessment and fieldwork
Care call
Community support
Day care
Day care - ARC
In-house supported
accommodation
Occupational therapy

Sensory impairment
Short break
Women’s and children’s
directorate
Non-social work services

8,500
4,410

17,485

8,500
(10,014)

11,881
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Pay (Wages)

Non-pay

Income

Total

£000

£000

£000

£000

545

9

(6)

548

Marie Curie nursing

0

140

0

140

Regional prescribing

0

56

0

56

Stars (Reablement service)

683

82

(10)

755

Primary medical services

385

40,261

(1,885)

38,761

1,613

40,548

(1,901)

40,260

6,023

58,033

(11,915)

52,141

Area
NHS services
Management and admin

Total

The locality senior management team in Stewartry will work with local staff,
organisations and people to review how the current range of services delivered and
paid for in the locality meets the needs of local people and will identify how we can
best use local and region wide health, social care and local community resources to
promote the health and well-being of the people of Stewartry.
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4.

Where are we now?

4.1 What is working well?
In developing our response to the challenges of joining together health and social
care services, we will continue to build on what works well within our local area. The
following describe some successful initiatives which we may want to build on.

Spotlight on Time banking
We launched ‘time banking’ in Stewartry, where people can share skills
and resources within their communities and between organisations and be
rewarded for it by receiving one hour of support or help back for every hour
they offer. This is co-ordinated by the third sector in Dumfries and Galloway.
Time banks in Dalbeattie and the Glenkens help individuals gain support to
allow them to live independently and healthily.

Spotlight on social prescribing (known locally as
healthy connections Stewartry)
A formal process for primary and social care services to refer patients with
social, emotional or practical needs to a variety of local non-clinical services,
which are often provided by the third (voluntary) and community sector.
Benefits for patients include:
•

allows time to be heard

•

improved mental health and well-being

•

improved self esteem and confidence by developing long-term self-help
strategies

•

supports health and lifestyle change

•

increased connection with local community

•

minimal wait for an appointment
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Spotlight on smoking cessation and prevention
‘Smoking matters’ and community pharmacists across the region have
delivered smoking support over many years and as a result of this many more
smokers have stopped smoking.
Protecting children from the harm of second hand smoke and providing
information for young people to make healthier choices and not start
smoking are delivered through exciting and informative educational
programmes.

Spotlight on Men’s Sheds
Balmaclellan Men’s Shed provides a safe and friendly environment where men
are able to work on meaningful projects in the company of other men.
A similar project has been launched in Dalbeattie and both are members of
a region-wide ‘Men’s Shed Network’, allowing for greater links to be formed
with other initiatives around Dumfries and Galloway.

Spotlight on supporting people with long-term
conditions
There are a number of organisations providing services to people with a longterm condition, enabling them to maintain their independence and manage
their own conditions.
These organisations range from member led groups providing light exercise
or education to organisations providing physical or online materials to allow
people to learn to cope with conditions such as arthritis.
There are also support groups for Carers, providing support and information
from the likes of Dumfries and Galloway Carers’ Centre, Alzheimer Scotland
and Enable.
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Spotlight on multi-disciplinary and person
centred care planning
In health and social care we have been working in an integrated manner for a
number of years.
For example, when a person is in hospital input to the persons care
plan is sought from everyone involved in the persons care. This includes
hospital, volunteers, neighbours and friends (where appropriate), social
workers, community nurses, short term augmented response team, general
practitioners, mental health, agencies and groups, and most importantly the
person and their family.
It is this type of partnership working which health and social care integration
should build on not just when a person is in hospital but at every point of a
person’s care.

Spotlight on supporting people with dementia
Across all agencies and professions, staff have taken up the challenge to train
as ‘dementia champions’.
In Stewartry, we are considering how we can make best use of these
champions to improve the way services are provided to people and families
living with dementia, but also how to work towards more understanding in
our communities and make those communities safer for people so they can
continue to live in their own homes for as long as possible.

Spotlight on technology - e-pens
An e-pen is a pen that photographs the written word and transfers it into a
patient’s case notes so that all information is in date order and available to
other relevant professionals who may need to know in order to provide the
best care for the patient.
This gives the healthcare professional more time to spend with the patient
Some of the benefits are as follows:
•

an increase in the quality of communication and record keeping

•

a reduction in avoidable harm e.g. pressure ulcer and falls data

•

an increase in community nursing patient contact

•

an increase in the quality of sharing records

•

a reduction in mileage costs

27

456

5 What are people in the locality telling us?
Over the past months we have had extensive engagement across the locality. This has
included people who use our services, their families, Carers, our local communities,
groups of interest and our workforce across the partnership, to capture their views on
health and social care services within Stewartry.
We also took the opportunity at our engagement sessions to capture the feelings
and emotions of participants by using local artists. The collection of artwork will be
exhibited across the Stewartry in the next few months. The artwork displayed below
gives a flavour of how many views there are in Stewartry
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The methods of engagement we have used will now enable the locality to provide
a flexible approach to engagement and feedback and create a strong foundation in
which communities can actively participate in the future.
The people who took part in the engagement process identified the following top
three priorities from the nine national health and well-being outcomes
• resources are used effectively and efficiently in the provision of health and social
care services
• people are able to look after and improve their own health and well-being and
live in good health for longer
• people using health and social care services are safe from harm
5.1

The main messages from our local engagement

What people told us:
Focus on the individual
Need for more person-centred approaches and have flexible services that can
respond not react. “Everyone has different needs”.
Vulnerable people
Identify vulnerable individuals at an earlier stage and prioritise the continuity of
care for these people.
Take ownership and responsibility for their own health and well-being
There is an over reliance on professionals and medication. There is un-realistic
expectations of our workforce.
‘prepare in your 50’s and 60’s for the way your health is likely to be in your 80s’.
Make the most of our existing resources and assets
A number of activities and services on offer are under subscribed and more
people could take up the opportunities presented. The benefits of the natural
environment are acknowledged as a positive for mental health and well-being.
Promotion and access to alternative therapies and support in the community.
Easy access and up to date information to help understand what services and
activities are available locally.
Build on our community spirit
This was viewed as a positive force in relation to quality of life and there is a need
to build upon this and create community based opportunities.
Reduce social isolation / loneliness
Create more peer support opportunities e.g. Befriending services
Easy access to transport
There is limited access to transport leaving many people being unable to access
activities or timely support or interventions.

30

459

Joined up service provision (communication, information, systems)
Need to improve communication between professionals, reduce duplication,
support information sharing and promote continuity of care.
Single point of contact would help both staff and people using our services.
We need improved processes and procedures across the partnership. Bureaucracy
was seen as a barrier to change. Our I.T. Systems need to “talk to each other”.
Share the learning with service users, groups and staff.
More respite for Carers
There is a lack of opportunity for respite. There is a need to offer earlier and ongoing respite interventions to stop the need from getting to critical.
Appropriate housing solutions
Requirement for more sheltered housing inter-generational housing options and
access to timely home adaptations.
Staff health and well-being
Our staff across all areas of the partnership were praised and it was
acknowledged the difficulties staff faced with resource constraints “staff are up
against it”
It is important that we look after our staff and provide supportive environments
for them.
More paid Carers
There is a need for more Carers. This is causing delays in service provision. We
should ‘raise the profile of caring as a career’
Training and development of our staff
Our workforce should have the right skills. We should provide more training and
development opportunities, taking a consistent approach to training across all the
organisations e.g. (LGBT awareness / Carers awareness)
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6
6.1

What do we need to do?
Our commitments against each of the nine national health and wellbeing outcomes

The following table sets out a number of commitments or ‘we will’ statements under
each of the nine national health and well-being outcomes for Stewartry. These
statements have been identified from earlier sections of this plan – from the key
information, from what people and staff are telling us and from the challenges which
have been identified. These are high level actions at this stage and will be used to
inform the key actions needed be taken forward for the locality.
National
outcome

Dumfries and Galloway
priority areas of focus

Stewartry locality
challenges

Our commitments in Stewartry

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

Enabling people to
have more choice and
control

We know from local
information and feedback
from people and staff that
many people living in our
rural communities feel
lonely and isolated. There
is a strong recognition that
this can be supported by
building on the positive
community spirit across
Stewartry.

We will further expand the
community link approach to
support people to become
involved in their communities
work with individuals and our
partners to provide relevant
information that will allow
people to make the best use of
local assets to meet their health
and well-being need.

Making the most of
well-being

Communication and
awareness of what is
available in communities is
needed to support people to
look after their own health.
We need to put more
emphasis on preventative
support as opposed to
reactive treatment i.e.
support people to develop
and maintain healthy
lifestyles earlier.
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We will work with staff and
partners to explore different
approaches to early intervention
and ensure staff have the
necessary skills and knowledge
to adopt these approaches
We will support people to
identify potential future health
and care needs, and to plan
ahead at an earlier stage, where
appropriate
We will explore transport
initiatives which will allow
people to have easy access to
support, activities and services
in their local community.
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National
outcome

Dumfries and Galloway
priority areas of focus

Stewartry locality
challenges

Our commitments in Stewartry

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

Developing and
strengthening
communities

An ageing population in
particular the over 85s
and increasing numbers
of people living with
chronic illness and long
term conditions will put
an unsustainable strain on
traditional services.

We will support the
development of a range of
community based day services to
meet local need.

Making the most of
well-being
Shifting the focus from
institutional care to
home and community
based services

The culture within some
of our services is to do
things for people and an
expectation from some of
our communities things will
get done for them. Instead
we need to be supporting
people to do things for
themselves.
There is a shortage of
appropriate housing need
in particular sheltered
accommodation

We will work with staff and
partners to explore different
approaches to early intervention
and ensure staff have the
necessary skills and knowledge
to adopt these approaches.
We will encourage people to use
self management techniques and
build people’s confidence and
skills around this.
We will develop approaches
which will support early
discharge from hospital and
prevent hospital admission
(e.g. rapid response service /
managing conditions in a day
case setting.)
We will continue to work
towards providing or sourcing
appropriate support that
enables people to remain in
their local communities (e.g.
Dementia Friendly communities,
Befriending or shopping
services).
We will work in partnership
with care providers to develop
sustainable care at home services
which strive to optimise people’s
independence and quality of life.
We will take account of housing
needs and work with individual
and partners to consider housing
and support options that will
enable independent living.
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National
outcome

Dumfries and Galloway
priority areas of focus

Stewartry locality
challenges

Our commitments in Stewartry

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

Enabling people to
have more choice and
control

Improved feedback to staff
and communities with the
opportunity for involvement
with future developments

We will, through our
communication and
engagement framework,
provide a listening platform for
people to communicate their
views and needs share learning
across the partnership and raise
awareness of issues that will
influence the design of services.

Maintaining safe,
high quality care and
protecting vulnerable
adults
Working efficiently and
effectively

Current services tend to be
system driven rather than
person centred. There is
a need for all health and
social care staff and people
who use services to embrace
this approach
We need to put more
emphasis on preventative
support as opposed to
reactive support i.e. support
people to develop and
maintain healthy lifestyles
earlier

We will ensure that person
centred approaches and a
focus on personal outcomes
are central to health and social
care work paying attention to
protected characteristics and
any specific needs thereof.
We will hold conversations
with people to identify what
really matters to them and help
them develop a plan that will
enable them to maintain or
improve their quality of life and
independence
We will promote living well
and end of life care in our
communities, respecting the
needs and wishes of individuals
and their families.
We will develop a culture where
people using our services can
expect a high level of customer
service.
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National
outcome

Dumfries and Galloway
priority areas of focus

Stewartry locality
challenges

Our commitments in Stewartry

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

Enabling people to
have more choice and
control

There is a need for
alternative services and
activities to be identified
to support people to stay
healthy and well. Our
current provision will not
keep up with the demand.

We will promote the value and
embed self-directed support and
person-centred care, as it relates
to individual outcomes

Making the most of
well-being
Working efficiently and
effectively

Information on services
and activities requires
to be shared with staff,
people and communities
in accessible formats and
places.
Recruitment and retention
of health and social care
professionals in particular
GPs and Carers
Sustaining medical cover in
our local cottage hospitals
We acknowledge there is a
move towards individuals
taking more responsibility
for themselves but improved
partnership working is
needed between services,
people and communities

We will develop joint systems
and processes (including I.T.
systems) across the partnership
to improve communication,
reduce duplication, promote
continuity of care and maximise
individual outcomes.
We will explore, in partnership
with our GP practices, options in
relation to skill mix
We will explore different
models of care for our cottage
hospitals
We will make sure staff across
all sectors are skilled and
have the most up-to-date
knowledge and information to
provide continuously improving
support, care and treatment for
individuals.
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National
outcome

Dumfries and Galloway
priority areas of focus

Stewartry locality
challenges

Our commitments in Stewartry

Health and
social care
services
contribute to
reducing health
inequalities

Reducing health
inequalities

The pressure on services
has the potential to have
a negative impact on
inequalities by increasing
them as opposed to
breaking them down

We will work with appropriate
partners to address some of the
logistical challenges presented
to some individuals which
prevent universal access to
services (e.g. transport links,
wheelchair access)

There is a need for health
and social care professionals
to recognise inequalities
when engaging, planning
and working with
disadvantaged groups
Transport to health and
social care facilities and
some community activities
can be an issue e.g. if you
are a wheelchair user
and require to use public
transport
People who
provide unpaid
care are
supported to
look after their
own health
and well-being,
including
reducing any
negative impact
of their caring
role on their
own health and
well-being
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Supporting Carers

A carer is someone of any
age who provides support to
a family member or a friend
who is affected by long term
illness, disability, age or
addiction. We do not know
how many people in our
communities have a caring
role. We also do not know
how many of our workforce
are carer’s.
The health and well-being
of unpaid carers both from
an emotional and financial
aspect was recognised as
being undervalued and a
major concern

We will further develop
links with housing and other
specialist service providers to
foster approaches which, where
possible, present problems from
arising (e.g. earlier access to aids
and adaptations)
We will identify and work
directly with groups and
communities with specific
health and social challenges.
We will actively identify unpaid
Carers in our community and
within our workforce and
signpost them to the most
appropriate support.
We will promote the value of
the Carer’s strategy and work
with partners and Carers to
develop solutions to support the
health and well-being of unpaid
Carers and identify alternative
support options.
We will explore respite options
for Carers and identify timely
support options that will reduce
the need for crisis management.
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National
outcome

Dumfries and Galloway
priority areas of focus

Stewartry locality
challenges

Our commitments in Stewartry

People using
health and
social care
services are safe
from harm

Maintaining safe,
high quality care and
protecting vulnerable
adults

Information sharing across
internal systems to keep
people safe from harm

We will ensure that all staff are
trained appropriate to their role
in assessing a person’s capacity
and assessing and managing
risks to the person.

Working efficiently and
effectively

Consistency in training and
embedding good practice
across all services to keep
people who use our services
safe from harm
Communities, neighbours
and families need to be
involved to support people
to be safe in their own
homes and communities

We will ensure that all partners
are trained in a consistent
manner in relation to adult
support and protection to
enable prompt identification of
individuals at risk.
We will work with our wider
partners (e.g. Police Scotland
and Fire and Rescue) to address
issues related to community
safety for the most vulnerable
members of our communities.
We will explore ways of safely
managing the sharing of
information across the locality
partnership.
We will develop a programme
of audits across the partnership
which will allow us to regularly
monitor and review our
performance in the locality
We will use the learning and
build upon existing initiatives
(e.g. Safer Patient / Adverse
incidents) to reduce unnecessary harm to people.
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National
outcome

Dumfries and Galloway
priority areas of focus

Stewartry locality
challenges

Our commitments in Stewartry

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

Integrating ways of
working

We acknowledge that
sometimes our staff do not
feel supported and valued.
There is also a concern
about the high expectations
upon our workforce from
some patients and service
users.

We will actively listen to the
views and ideas of staff from
across the partnership and keep
them updated on the actions we
have taken to respond.

Making the best use of
technology

Bringing our staff on
board with the significant
programme of change and
supporting them to make
this happen.
Integrated public sector
IT systems are critical
to delivering joined up
effective working. A robust
IT infrastructure is not
currently in place across
Stewartry.

We will provide regular
information for staff to keep
them up to date and abreast of
developments in the locality.
We will provide a variety of
support mechanisms for staff to
access to help them manage the
programme of change which is
required across the health and
social care setting.
We will explore new ways and
opportunities to recruit, retain
and increase the skills within
our existing workforce to meet
future need (e.g. new career
pathways)
We will identify ways for staff
to access the most appropriate
information at the most
appropriate time to support
optimum care giving.
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National
outcome

Dumfries and Galloway
priority areas of focus

Stewartry locality
challenges

Our commitments in Stewartry

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

Integrating ways of
working

The current financial
climate means we have
less resources therefore we
will have to make difficult
decisions on what we spend
our money on.

We will work in partnership to
develop alternative, sustainable
models of care which maximise
the use of existing resources.

Working efficiently and
effectively
Shifting the focus from
institutional care to
home and community
based services
Making the best use of
technology

Services and how we work
will need to change i.e.
staff will be required to
work across traditional
boundaries and develop
strong partnerships with
partners and communities
There is an increasing
demand and cost associated
with medicines

We will support our workforce
in gaining an understanding
of the value of working
in partnership within an
integrated system, and how
collective resources can be
employed to deliver services
ultimately reducing duplication.
We will continue to introduce
and promote prescribing
initiatives to ensure safe,
appropriate, effective
prescribing.
We will regularly review health
and social care packages as
multi-disciplinary teams to make
sure that they are right for
the individual, achieve agreed
outcomes and promote wellbeing.
We will maximise the use of
technology to reduce waste and
duplication in the system.
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7 How will we know we are getting there?
7.1 Measuring performance
To help us monitor progress of this plan, we will develop a performance framework
to make sure we are taking a consistent approach to measuring performance across
the whole partnership. We will develop a series of measures alongside activity and
financial information and these will apply across the partnership, including the third
and independent sectors.
The nine national health and well-being outcomes set out on page 5, along with the
‘we will’ statements in both the strategic plan and this plan, will form the basis for
accountability. The framework will make sure there are clear links between the nine
outcomes, the Dumfries and Galloway Single Outcome Agreement, the strategic plan,
this locality plan as well as service delivery plans.
Measures will also include targets which either the NHS or the council currently report
against relating to services under the Integration Joint Board.
Not all of the information is currently available at a locality level but we will address
this going forward.
The Dumfries and Galloway Integration Joint Board will be responsible for checking
this performance information. It has also been agreed that, in each locality, the
local area committee will check on the delivery of the locality plans. Over time, this
information will allow the Integration Joint Board to see what effect the approach
to integrating services is having, particularly for those who use services and support.
They will also put together a performance report each year as required by law.
Best evidence will be used to make sure we measure the things that matter to those
using services and Carers, as well as front-line staff. We will use information on
quality as well as quantity and include feedback from those using services, service
audits and support and care record systems. We will not simply use this information to
monitor how we are keeping to targets but to also improve services.
It will be important that all staff members understand their own responsibility for
making sure high quality information is available for reporting on performance, and
how this is relevant to the quality of care and support they provide.
Being clear around progress and achievement should be something everyone can be
aware of. Teams should have the information they need to know how they are doing,
when to ask for help and when to share good practice and successful approaches.
Developing strong relationships and team-working based on a shared vision and
shared values will support this. This is what this plan is all about.
You can find more detailed information on the performance management framework
at www.dg-change.org.uk/Strategic-Plan
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If you would like some help understanding this or need it in
another format or language please contact 030 33 33 3000
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Foreword
People from health, social care and community services have
worked together to produce this Wigtownshire locality
plan. This plan is for all of us in Wigtownshire and has been
developed within the context of the Dumfries and Galloway
Health and Social Care Strategic Plan. The Strategic Plan and
all the supporting documents, including locality plans, have
been informed by national and local policies and guidance,
legislation, external inspections such as the joint inspection
of older adults (early 2016) and builds on learning from
programmes such as ‘Putting You First.’ Appendix 2 of the
strategic plan includes details and links to some of these. It can
be viewed at (www.dg-change.org.uk/strategic-plan).
This is a time of change and challenge. We want to make sure that the health and
social care services we arrange and pay for are safe and effective. At the same time,
as a community, we must all support significant change and our plan reflects the
actions we will take to make this a reality. Central to this is the need to shift activity
and resources into the community. We will build on, and strengthen, what already
exists and is provided by NHS, social services and third and independent sectors.
These sectors will formally be working in partnership from the 1st April 2016 under
the Dumfries and Galloway Integration Authority. With the increasing demand on
services, resources and budgets comes the need to reshape the way we support
people in our community. This will allow people to look after themselves, safe in
the knowledge that health and social care services are there when needed. In short,
we need to do things differently. Developing this integrated care partnership and
producing this final plan together in that partnership, along with the strategic plan is
aimed to help deliver this vision. You are a central part of this plan.
This plan involves health, social work and third and independent sector services. This
includes our hospitals, GPs, community nurses, occupational therapists, physiotherapists,
podiatrists, speech therapists, social workers, housing officers, care homes, care
providers and unpaid Carers, voluntary and charitable organisations. We believe
that we can work with you to better organise care and support. With improved and
increased communication and networking across the region, we aim to support you
closer to home. Technology will be important in delivering this model of care.
This locality plan sets out our direction for the next three years. A supporting
Wigtownshire health and social care integration delivery plan will set out more
specifically what we plan to do and how. This will continue to develop over time in
a dynamic manner. This is a journey to which I am committed and together we will
work to make sure we effectively involve everyone with an interest to make sure
that the needs of our population are at the heart of this process. My overall aim, as
Interim Locality Manager is to make a difference to you as an individual, so you can
live a healthy and well life in Wigtownshire. I am certain the permanent incoming
Locality Manager, June Watters, will have the same aim.

Mhairi Hastings
Interim Locality Manager
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1
1.1

Introduction
What is this Locality Plan?

This locality plan is about how health and social care integration will be taken
forward in Wigtownshire as part of the new Dumfries and Galloway Integration
Authority. It sets out specific locality data identifying what is working well, as well
as some of the key challenges which need to be addressed. It is an appendix to the
Dumfries and Galloway Health and Social Care Strategic Plan. For more information
about health and social care integration see the strategic plan 			
(www.dg-change.org.uk/strategic-plan).
The plan is about health and social care services and support. It is also about how
people and communities can be supported to help and support themselves.
This is the first plan of its kind and sets out in broad terms how we will all work
together using an asset based approach for the best possible outcomes for
everyone living in the locality. An asset based approach starts with getting to know
the strengths of individuals, groups and communities and building upon these.
Importantly, much of the plan is based on what people who live in the locality and
those currently involved in delivering health and social care in the locality have said
about how things could be better and what would make a difference. There was a
wide consultation on a draft version during the period of October to December 2015.
This locality plan is supported by a Wigtownshire health and social care integration
delivery plan that will be an evolving, developing document, setting out the activities,
projects and work to be undertaken over the next three years to meet the required
outcomes for people living in the locality.
1.2

Who is this Locality Plan for?

This plan is for everyone who lives or works in Wigtownshire with a focus on adults.
It is for those who currently use health and social care services, for example, people
who need day to day help with personal care or who need more regular support to
manage a long term condition and also those who may need to do so in the future. It
is also for people who are well and wish to maintain or improve their current level of
independence, health and well-being.
1.3

What is included in this Plan?

All adult social care, adult primary and community health care services, most acute
hospital services and some elements of housing are included within the new Dumfries
and Galloway Integration Authority. Services relating to children are currently not
included.
1.4

Where does this Plan fit into the wider picture?

This plan is one of four locality plans for Dumfries and Galloway and forms an annex
to the overarching strategic plan for the region www.dg-change.org.uk/strategicplan There are also a number of other important national and local strategies which
have informed this plan, for example, “The keys to life – Improving Quality of Life
for People with Learning Disabilities 2013” and the “Dumfries and Galloway Joint
Strategic Plan for Older People 2012 – 2022”. A more comprehensive list of these
important strategies can be found in Appendix 2 of the strategic plan. 		
(www.dg-change.org.uk/strategic-plan).
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The strategic plan, this plan and the Wigtownshire health and social care integration
delivery plan will be further informed by the findings of the joint inspection of
adult services. At the time of writing this inspection is being carried out by the
Care Inspectorate and Health Improvement Scotland across Dumfries and Galloway.
The findings of the inspection will be developed into a Dumfries and Galloway
partnership improvement plan and these improvements will be incorporated into
the Wigtownshire locality development plan. Actions required following the pre
inspection are already reflected within the Wigtownshire commitments (section 5) of
this plan.
1.5

What are we hoping to achieve?

There are nine national health and well-being outcomes agreed by Scottish
Government that our locality will need to deliver against. A summary of the outcomes
is set out here. Section 5 of this plan outlines the key issues for these locally and our
commitments against each outcome.

People are able to look after
and improve their own health
and well-being and live in good
health for longer

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

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

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

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

Health and social care
services contribute
to reducing health
inequalities

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

People using health
and social care services
are safe from harm

Resources are used effectively
and efficiently in the provision
of health and social care
services
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This plan is shaped around the vision for Dumfries and Galloway as set out in the
Dumfries and Galloway integration scheme - “A Dumfries and Galloway - where
we share the job of making our communities the best place to live active, safe and
healthy lives by promoting independence, choice and control”.
For people in our locality this means:
• offering a better experience for people, families and their Carers who currently
receive services and support and making these more effective and efficient
• shifting choice and responsibility from services to individuals in terms of their
physical and mental health and well-being
• making sure that people, their families and Carers are at the centre of the
decision-making process: offering as much choice and control as possible about the
services and support they receive
• making sure that the most vulnerable members of our communities are supported
to live as independently as possible within their own homes or within a homely
setting
• supporting people to make positive lifestyle changes
• finding new solutions through working together in partnership
1.6

What are our main challenges?

Many of the challenges we face in Wigtownshire are the same as those identified in
the Dumfries and Galloway Strategic Plan which have been set out as:
• health inequalities leading to poorer outcomes for people’s health and well-being
• an increasing number of people with multiple long-term conditions, including
dementia, who need higher levels of support so they can live independently and at
home or in a homely setting in the community
• lack of appropriate housing to meet expected need and demand in areas where
people want to live, creating unsustainable and imbalanced communities
• an increasing number of Carers needing greater levels of support to reduce the
negative effect their caring role may have on their own health and well-being
• maintaining high-quality, safe care and protecting vulnerable adults in the face of
increasing need and fewer resources
• sustaining existing community based services, including GPs, out-of-hours and careat-home services
• a reducing working age population resulting in fewer people to care for an
increasing number of older people
• national challenges in relation to recruiting health and social care staff
• current and expected rise in hospital admissions and delayed discharges resulting
in increased pressures across all health and social-care services
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These challenges are also similar to those being faced nationally. However because
of local factors such as our rural geography and demographics (the profile of people
living in the local area) some of these challenges are more acute in our locality.
Consequently, the priority areas and how we plan to meet these challenges may be
different in Wigtownshire compared to elsewhere.
While the rural nature of Dumfries and Galloway brings some advantages and
benefits, it can also increase each of the main challenges. Problems such as physical
and social isolation, transport difficulties, recruiting and keeping staff all need to be
considered.
As well as the challenges already outlined we have identified the following challenges
for Wigtownshire:
• access to support and services
• integrated working and co-ordination of care and support
• current and expected capacity within local care homes and care at home services
At this time we have ongoing waiting lists for care homes and for care at home
provision. An increasing number of people from Wigtownshire are now in hospitals
where their discharge is delayed. We currently have vacancies in important posts such
as GPs and are having difficulty in attracting people to posts where direct contact
with the public is the main focus i.e. in social work, health and care. These challenges
reflect the regional and national picture but are currently felt more strongly in
Wigtownshire than in other areas.
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2
2.1

About the locality
Geography

Wigtownshire is the furthest west of the four localities in Dumfries and Galloway.
It has a population of 28,775. This locality accounts for 19% of the Dumfries and
Galloway population.
Wigtownshire covers an area of over 1,700 square kilometres, which includes
Scotland’s most southerly point, Mull of Galloway, the low lying fertile peninsulas of
the Rhins and the Machars, and the rugged uplands of the Galloway Forest Park. It
also includes Merrick (843metres), the highest hill in the South of Scotland.
More than half of the population live in the market towns of Stranraer (population
of 10,600) and Newton Stewart (4,100). 40% of the residents of Wigtownshire live in
communities defined as remote by the Scottish Government.

Number of people in Wigtownshire by 		
urban rural classification
Remote rural

7,661

26%

Accessible rural

10,631

37%

Remote small town
Accessible small town

6,815

23%

Other urban areas

3,959

14%

Large urban areas

Source: Scottish Urban Rural Classification 2013-14: National Records Scotland Small Area Popluation Estimates 2012

Scottish Government 6 fold urban rural classification
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1 Large urban areas

Settlements of 125,000 or more people.

2 Other urban areas

Settlements of 10,000 to 124,999 people.

3 Accessibles mall towns

Settlements of 3,000 to 9,999 people and within 30 minutes drive of a
settlement of 10,000 or more.

4 Remote small towns

Settlements of 3,000 to 9,999 people and with a drive time of over 30
minutes to a settlement of 10,000 or more.

5 Accessible rural

Areas with a population of less than 3,000 people, and within a 30
minute drive time of a settlement of 10,000 or more.

6 Remote rural

Areas with a population of less than 3,000 people, and with a drive time
of over 30 minutes to a settlement of 10,000 or more.
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Population sizes for the main settlements (to the nearest 100) based on the 2011
Census are shown in table 1 below.
Table 1: Population size for main settlements in Wigtownshire
Settlement (500+ people)

Population size

Stranraer

10,600

Newton Stewart

4,100

Wigtown

900

Whithorn

800

Creetown

700

Glenluce

600

Port William

500

Portpatrick

500

2.2

Population and demographic changes

Compared to Scotland as a whole, Dumfries and Galloway has an older population.
The average age across the region is 43.6 years, compared to 40.3 years nationally. In
Wigtownshire the average age is higher at 44.1 years.
Dumfries & Galloway has the highest proportion of men of pensionable age (22% are
aged 65 or over) and the third highest proportion of women (31.7% are aged 60 and
over) of any council area in Scotland.
Looking forward on a locality basis is difficult as different localities have different
factors affecting population growth, such as birth rates and the number of people
moving into and out of the locality.
The graphic below shows an estimate of the expected population change for
Wigtownshire by 2037 based on the expected percentage change for Dumfries and
Galloway.

Wigtownshire population summary

2011
2037
-22%

Population

28,775

0 - 14
years

65 - 84
years

1.8K

6K
15 - 64
years

+161%

0.7K

14K

4.1K

4.5K

18K

51.4%

48.6%

7.6K

+25%

-9%

85+
years

Sources: National Records Scotland and Census 2011
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28,775 people living
in Wigtownshire
5,480 (19.0%) aged 65-79
1,640 (5.7%) aged 80+
At the time
of the 2011
Census there
were

970 (11%) of
Carers providing 50
or more hours of
care a week

Just less than 80
older people from
Wigtownshire admitted
to a care home

230 (0.8%) from black
and ethnic minority
groups including gypsy
travellers

1,209 (4.1%)
reporting themselves
as having a long
term mental health
condition

1,020 (5%)
working age people
unemployed

261 people from
Wigtownshire
admitted to a
cottage hospital

1,162 (5%) had
never worked and
were long term
unemployed

4,500 (16%)
were income
deprived
1 in 4
households
with no car or
van
290 births and
390 deaths in
the year

10

A snapshot
of the
population in
Wigtownshire

2,717 Wigtownshire
residents admitted as
emergencies to acute
care (DGRI & GCH)

448 people receiving
a care at home service
and of these, 178 were
receiving at least 10 hours
of care a week

337 (3%) of
households do not
have central heating

171 adult
support and
protection
referrals

In 2013/14
there were

483

2.3

Health inequalities

Health inequalities are the differences in health between people or groups due to
a wide range of factors that may be social, geographical, biological or other factors
such as discrimination. These differences have a huge impact on people’s ability to
live long and healthy lives. Generally the people who are worst off experience poorer
health and shorter lives. For example, poor education, as well as personal experience
and confidence, can prevent people from contacting and finding their way around
health and social care services. Living in rural areas and having poor access to public
transport can affect a person’s ability to access services. Poor housing can directly
affect people’s health. Poor diet, lack of exercise, smoking and not being able to take
part in the local community are often due to having a low income, being unemployed
and people’s wider circumstances, such as having caring responsibilities.
The Scottish Index of Multiple Deprivation (SIMD) is a geographical measure of
deprivation and considers several different factors including income, employment,
crime levels, education, health, housing and access to services.
Reducing health inequalities is the responsibility of all partners and involves action
on the broader social issues that can affect a person’s health including: education,
housing, isolation, employment and income. These wider inequalities have a direct
impact on and in many cases create health inequalities. An understanding of the
impact of these wider determinants of health is vital in preventing such inequalities
increasing.
Health inequalities must be considered in the planning stages of service and
programme development. The most disadvantaged individuals and communities are
least likely to engage with services. This can lead to those with more advantages
using services more effectively, leading to increasing health inequality. Transport and
access to services can also have a huge impact. It is therefore important that services
are designed and delivered in a way that focuses on easy access to services, targeting
high risk individuals and groups.
As well as specifically focusing on health and social care for adults, programmes of
work will need to be delivered to improve the health and well-being of children and
young people to make sure they grow into healthy adults and reduce the risk of ill
health in later life.
Equality and diversity
Equality and diversity will be central to the work of health and social care integration
in Wigtownshire. The public sector equality duty sets out an obligation for the
partners to ensure they give due regard to the need to:
• eliminate discrimination, harassment, victimisation and any other conduct
prohibited under the Equality Act 2010
• advance equality of opportunity between persons who share a protected
characteristic by removing or minimising disadvantage, meeting the needs of
particular groups that are different from the needs of others and encouraging
participation in public life
• foster good relationships between persons who share a protected characteristic
and those who do not
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The protected characteristics are: age, disability, gender reassignment, marriage and
civil partnership, pregnancy and maternity, race and ethnicity, religion and belief, sex/
gender and sexual orientation.
2.4 Asset-based approach
Taking an asset-based approach ensures that we are thinking about people,
communities, buildings, equipment and land as the total asset that we have available
to us to deliver excellent health and social care as well as support.
People are our most valuable resource in the delivery of health and social care.
Families, friends and neighbours play an essential role supporting people socially,
emotionally and with practical help. There are significant numbers of dedicated
volunteers supporting people in their own homes and local communities through a
wide variety of local clubs, community groups and services. For those in need of more
formal interventions we have committed staff working in the NHS, council, housing,
care at home services and care homes providing important health and social care
services.
“Community assets” refer to the resources available to the community. This can
include groups and social opportunities as well as physical resources.
Physical resources such as buildings, land and equipment can be used to improve the
quality of community life for people. Buildings can include community centres and
village halls. A summary of the main physical assets in Wigtownshire is given in Table
2 below.
Like other remote areas of Scotland (such as the Highlands and Islands), some
specialist health services will need to be accessed in Glasgow, Edinburgh or other
centres of excellence. Therefore, ensuring that the people of Wigtownshire access
and receive the highest quality and standards of care available. Availability of
transportation in the locality is essential to ensuring that these services are accessible.
Physical assets in Wigtownshire as at August 2015.
The table below identifies some of the physical assets in Wigtownshire, however it is
important to remember that we will be working in partnership with voluntary and
independent services and agencies which will give greater access to physical assets.
Table 2 – Main physical assets in Wigtownshire
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Category

Resource

Number

Health

GP practices/surgeries inc. branch surgeries

13

Community pharmacies

7

Opticians

5

Dental surgeries

7

Cottage hospitals

1

Community hospitals

1

NHS EMI intermediate care facility *

1
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Category

Resource

Social care/
housing

Care homes (older adults)

5

Day centre

2

Community

Number

Sheltered housing

138

Very sheltered housing/extra care housing

24

Supported accommodation - for people under 65 years
with a physical disability, learning disability, or mental
health problem

44

Activity and resource centres

2

Community centres and halls

17

Leisure facility

2

Library

5

* Currently under review

2.5

Summary of key information and data

The following section highlights some of the main challenges facing the locality
now and in the future. Some of this information is taken from the strategic needs
assessment for Dumfries and Galloway however, much of it is specific to Wigtownshire.
Wigtownshire local area profile
2.5.1 Carers
A Carer is someone who, without payment, provides help and support to a partner,
child, relative, friend or neighbour, who could not otherwise manage without their
help. This could be due to age, long term condition, physical or mental illness,
addiction or disability. They may be of any age.
The results of the Census 2011 show that almost 15,000 people in Dumfries and
Galloway provide unpaid care with a large percentage providing care for over
50 hours per week.
The graphic below provides information on Carers in Wigtownshire.

Carers in Wigtownshire

Age
Groups
<24 (9%)

50+ hours
967

65+
(48%)

25 - 64
(28%)

Carers

3,058
Source: Census 2011
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2.5.2 Sensory impairment, physical and learning disabilities and autistic
spectrum disorders
The graphic below shows the number of people in Wigtownshire at the time of the
Census in 2011 with different disabilities:

Disability in Wigtownshire

People
who have
a learning
disability

140

Estimated
number of
adults with
autism

261

People who are People who are
blind or have
deaf or have
partial sight
partial hearing
loss
loss

867

2,402

People
with a
physical
disability

2,689

Source: Census 2011 and National Autistic Society

People with learning disabilities are a vulnerable group who require the right support
and services. The strategic outcomes for people living with a learning disability
are the same as those identified through the nine national health and well-being
outcomes. Work is also required as described in Section 2.3 of this plan in relation to
health inequalities, ensuring that all people are protected and that independence is
improved and promoted. The four main outcomes identified for people living with a
learning disability, identified in the ‘keys to life strategy’ are:
• healthy life
• choice and control
• independence
• active citizenship
Partnership working has already begun to support people in the locality living with
sensory impairment, physical and learning disabilities and autistic spectrum disorders.
A suite of services including respite, housing support and short breaks are already
provided by organisations such as Key Community Supports, Turning Point Scotland,
Leonard Cheshire Disability and Richmond Fellowship Scotland. Building on the
partnership working with existing and new organisations who can offer this support
is critical to meet individual needs as well as the national health and well-being
outcomes.
2.5.3 Long term and multiple long-term conditions
As the population ages, the number of people with long term conditions and more
than one long term condition will also increase. This has significant implications for
health and social care services.
The following graph sets out the number of people living with the most common
long term conditions in Wigtownshire. It also shows the number of people living with
more than one condition. There are many less frequent conditions that are not listed
here but do however require significant health and social care resources.
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Long term conditions in Wigtownshire
5,369

High blood pressure
Asthma

1,969

Diabetes

1,894

Coronary heart disease
Depression
Chronic kidney disease

1,678
1,660
1,304

Chronic obstructive
pulmonary disease (COPD)

882

Stroke and transient
ischaemic attacks (TIAs)

819

2,575

Cancer

778

have two or more
long term conditions

Source: Information Services Division Scotland: Quality and Outcomes Framework 2013/14 and SPARRA

This data has been taken from the Scottish Patients at Risk of Readmission and
Admission (SPARRA) register. It is designed to help health care professionals to
prioritise patients with complex care needs who are likely to benefit most from
health care aimed at predicting a patient’s risk of being admitted to hospital as an
emergency in a particular year. The number of adults in Wigtownshire with multiple
long term conditions registered on SPARRA in 2015 was 2,575. This represents 10.5%
of all adult patients registered with a GP practice. Of these, 867 are aged 75 or over.
As well as the statutory services offering treatment and support to people with long
term conditions there are also a number of small third and independent organisations
in Wigtownshire that already support self management and health. We will in the
future be looking to foster stronger links and partnership working with groups such
as the hard of hearing group, the pain association and the shawl group.
Diabetes
The high incidence of diabetes in our local population is worrying due to the
significant impact that the condition can have on the health and well-being of
people. This locality plan provides an opportunity to focus on planning a more
effective and sustainable diabetes service for the future. A range of approaches from
early detection to equipping individuals to self manage their condition effectively,
requires significant attention in the planning of our integrated services. Collaboration
within the partnership will be essential to acknowledge the future impact of
incidence rates and the work that is required to be undertaken to reduce the risk of
complications associated with a diagnosis of diabetes.
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The vision for the integration of health and social care in Dumfries and Galloway,
along with the nine national health and well-being outcomes will help to focus the
work required to support people living with this long term condition. This will require
consideration of, for example, dietetic support, physical disability, the requirement
for housing adaptation psychological support health psychology and physiological
support. There is also the need to reduce the incidence of diabetes in the longer term.
Mental health & well-being
Mental health combines both mental well-being (the combination of feeling good in
terms of emotions, life satisfaction and functioning effectively such as self-acceptance,
positive relationships, purpose in life and autonomy) and mental illness (diagnosed
conditions such as depression, anxiety (sometimes referred to as common mental
health problems) as well as schizophrenia and bipolar disorder (sometimes referred to
as severe mental illness). Mental disorder is defined as people with diagnosed mental
illness, a learning disability or a personality disorder.
Mental well-being is a fundamental component that is important to good health
and quality of life. Achieving good mental health and well-being is vital for helping
everyone to reach their potential and to lead happy and fulfilled lives. A wide range
of determinants affect our emotional health, from our personal relationships and
activities to the environment and circumstances within which we live. A lack of
mental well-being can underpin many physical diseases, unhealthy lifestyles and social
inequalities in health including a reduced life expectancy.
Research and evidence suggests that early intervention approaches can have a
positive impact on mental health and well-being. This includes the potential to
alleviate the impact of mental disorder and poor well-being, reduce health and social
inequalities and help achieve a balance of mental health and physical health.
Specialist NHS mental health, learning disability, substance misuse and
psychology services
This is a secondary specialist service provided by NHS Dumfries and Galloway mental
health service directorate that provides assessment and ongoing specialist care for
individuals with severe and persistent mental health disorders, including dementia.
It comprises of professionals from a range of disciplines who work in partnership
with individuals and their carers, statutory, third and independent sectors to deliver
comprehensive services to address individual needs.
The service is largely community based and is provided either in an individual’s home
or in a homely setting. The service provides a range of expertise, including diagnosis,
a range of specialist assessments, interventions and support to individuals that
promotes independence and encourages individuals to live well with dementia at
home, or in a homely setting, for as long as possible.
Where admission for acute mental health assessment and treatment is identified,
this is provided at Midpark Hospital, an 85 bedded inpatient mental health unit in
Dumfries, with an aim to return individuals back to their community as quickly as
possible.
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Mental health and well-being
in Wigtownshire
Number of people
currently being
supported by
community mental
health team

540

18-65yrs

65yrs +

510

64

Number of
people referred
to community
mental health
team 2013/14

576

Number of
people referred
to psychological
services 2013/14

574

Source: NHS Dumfries and Galloway 2013/14

Dementia
The graphic below shows estimates for the number of people with dementia for
Dumfries and Galloway as a whole over the next 20 years.

Estimated number of people living with
dementia across Dumfries and Galloway
3,430

2017

5,925

4,000

2022

2037

Sources: EuroCoDe 2012

In Wigtownshire the number of people with a confirmed diagnosis of dementia as
at 1 January 2014 was 306. However, Europe wide estimates suggest that the overall
number living with dementia in the locality is likely to be double this figure.
In 2014, the number of referrals for support after a diagnosis of dementia in
Wigtownshire was 56.
Partnership working between statutory services, third and independent sector
organisations is key to ensuring good dementia services in the future. In terms of
assets available to the people of Wigtownshire, it is notable that Alzheimer Scotland
has a dementia resource centre in Stranraer which operates an outreach service across
Wigtownshire. This includes providing information for early stage and onset support.
In addition, there is currently day care provision in both Stranraer & Newton Stewart,
weekend day care in Stranraer, home support, Carer support, and a series of self-help
recreational groups designed to promote people living well at home or in a homely
setting with dementia.
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2.5.4 Housing
In Wigtownshire, as throughout Dumfries & Galloway, there is a lack of housing. The
majority of people in the area are either homeowners or tenants of private landlords.
The locality has a common housing register (CHR), called ‘homes 4D&G’ in operation.
The CHR is a single computer based waiting list which the four major registered social
landlords (RSLs) in the region use to register applicants for housing. This system allows
the allocation of houses based on a points system.
The following graphic shows the predicted rise in the number of older people living
alone:

Lone older adults in Wigtownshire

2027

1,825

Number of
people aged 75+
and living alone

2011

1,250
Source: Census 2011 and National Records Scotland

This increase in older people living alone is important to acknowledge as they will
affect how we develop services to help people become more independent and
support people living at home, in accordance with the nine national health and
well-being outcomes. Developing appropriate housing and care options will be an
important consideration in planning for the future. We will need to build upon
existing services such as the Care & Repair service, operated by Loreburn Housing
Association on behalf of Dumfries and Galloway Council. Adaptations to socially
rented housing, to aid independent living, are the responsibility of the landlord
following a referral from an occupational therapist. Funding is made available from
the Scottish Government annually to each RSL for adaptations.
Fuel poverty is particularly significant in Dumfries and Galloway with much higher
rates compared with Scotland as a whole. Fuel poverty is where a household has
to spend more than 10% of its income on household fuel (heat, light and power).
Throughout Wigtownshire fuel poverty is a major challenge in many areas of the
locality 40% or more of households are in fuel poverty.
2.5.5 Transport
Wigtownshire has many small communities, making transportation and links
throughout the rural areas very important. Without adequate transportation
people can experience social isolation and may find it difficult to access services. In
the locality only Stranraer has a railway station, which provides direct links to Ayr,
Kilmarnock and Glasgow. Bus services provide links between villages but access to a
car is important, particularly for people living away from larger settlements. Access to
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affordable transportation is essential in Wigtownshire to enable people to utilise services
and maximise employment opportunities. Transport can also help to make the best use
of available social housing in the locality. The costs associated with transport can also
contribute to poverty levels.
2.5.6 People delayed in hospital
This is sometimes referred to as ‘delayed discharges’. It is when a patient in hospital is
clinically ready to leave hospital to go to a more appropriate care setting, or home but
is prevented from doing so for a number of reasons. Reducing delays as far as possible is
important because when older people are in hospital for a long time, it can affect their
independence and reduce their long-term ability to care for themselves.
There are three main reasons for the increase in the number of people who have
experience having delayed stays in hospital. These are:
Social care reasons - largely due to the lack of available care-at-home and care home
capacity and support to allow the patient to return to their own home or a homely setting.
Health care reasons - due to the inability to discharge or transfer people to another
inpatient facility when necessary and appropriate, either in a different locality or their
own locality due to lack of capacity (for example, from DGRI to a cottage hospital).
Patient related reasons - mainly due to people not having a power of attorney in place
and as such a legal guardian needs to be appointed. Obtaining a guardianship order is
a legal process that can take a significant period of time to arrange. There is anecdotal
evidence locally suggesting that people are being delayed in hospital for up to nine
months while this is arranged.
The national outcomes help focus our attention on solutions which will assist here, such as:
• working in partnership with the third and independent sectors to commission services
locally and increase capacity in care at home and care home provision
• ensuring that people in the locality are able to easily access information on how a pre
arranged power of attorney document will assist them to remain more in control when
or if the need arises
The graphic below shows the increase in the number of bed days (available beds per day)
lost to people being delayed in hospital between 2011/12 and 2014/15.

Number of unnecessary days in DGRI, community and
cottage hospitals due to discharges being delayed
645 bed days

2012/13

1,306 bed days

2014/15

Source: NHS Dumfries and Galloway
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2.5.7 Prescribing in primary care
Prescribing medication is the most common patient level action that the NHS
undertakes across all sectors of healthcare. Medication is prescribed to treat existing
conditions and prevent ill health. It is the second highest area of spending in the NHS,
after staffing costs.
About two thirds of all prescribing costs in Dumfries and Galloway are associated with
primary care (GP practices). Approximately 75% of prescriptions issued in primary care
are repeat prescriptions which patients take regularly. Repeat prescriptions account
for about 80% of primary care prescribing costs.
The healthcare team strive to prescribe high quality, safe, effective and cost-effective
treatment where it is indicated, to improve the health of the population. They use
national and local guidelines to help them do this.
In Wigtownshire, our prescribing support team work with and support GP practices
to review prescribing on an ongoing basis. They do this to check that prescribing is in
line with current best practice, but also to ensure that they are making best use of the
money spent on medicines locally. Together the team support people in the locality
to make informed decisions about their medication. This is important as a significant
amount of money is wasted every year by people not taking their medication
correctly.
Looking at the costs of prescribing across the locality, one way we can analyse change
is by looking at the cost per patient. That means counting anyone who has received
one or more prescriptions in the period being considered. This is set out in the graphic
below:

Prescribing in
Wigtownshire
2013/14
Total cost of
medication
dispensed through
Primary Care

Average cost

£6.1M

£26

1

per person on
medication

Source: PRISMS

Prescribing non-branded medicines where available, reviewing repeat prescriptions
and reducing waste are a few examples of how we are tackling the increase in spend
on drugs.
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2.6

Where are we now?

What is working well?
In Wigtownshire we live in a beautiful part of the world: that goes without
saying. We have an active voluntary sector taking forward leisure and community
opportunities. We have a long tradition of joint working including working together
to find local solutions to local challenges. The NHS Dumfries and Galloway and
Dumfries and Galloway Council have developed good working relationships with
partner agencies in the third and independent sectors. We have good resources, assets
and teams delivering quality services across all sectors. Our staff are committed and
go the extra mile, and we consistently support more people in their own homes than
elsewhere in the region.
Locally we are open to new approaches, pilots and trying new things. We have good
experience of communities developing support and networks working together to
strengthen the community. Wigtownshire health and wellbeing partnership was set
up locally and membership of this partnership continues to grow. We have a variety
of effective third sector organisations working both regionally and within individual
communities, to develop and improve people’s well-being. We have a large number
of Carers providing a substantial amount of care and have active Carer support groups
such as those developed through the ‘Dumfries and Galloway Carer’s centre’. We
have disability rights groups, service user advocacy and support groups and networks
in mental health services and learning disability services, for example ‘DG Voice’ and
‘Enable services’.
In developing our response to the challenges of joining together health and social
care services, we will continue to build on what works well within our local area. The
following ‘spotlights’ describe some of the successful initiatives which we may want
to build on.
Community Resilience: VOICE volunteer training
Local organisations worked in partnership to plan and deliver a
comprehensive training package to support existing volunteers and recruit
additional volunteers. 99 volunteers accessed training of which 69 were new
volunteers. These volunteers included older people, people with disabilities,
young people and people from minority groups. Volunteers trained increased
their confidence, skills and knowledge to enable them to start or continue
volunteering in activities such as sports coaching. New groups have been set
up and are being run by volunteers who have attended the training.

Supporting Carers - Wigtownshire Carers service
The prince’s royal trust project in Wigtownshire offers Carers a wide and varied
calendar of events as well as practical, emotional support and information,
relevant to their caring role. In a 3 month period in 2015 there were a total
of 31 groups held in Wigtownshire and 156 Carers attended these meetings.
The Wigtownshire Carers support worker also saw 50 Carers on an individual
basis for support and advice. The service also provides one to one support and
groups for young Carers. Carer support activities include organised trips, access
to training and the chance to meet up on a regular basis.
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Promoting & maintaining independence: mature drivers
The mature driver scheme was run in west Wigtownshire and aimed to
give people over the age of 70 the guidance and support they need to
keep driving safely for longer. The scheme consisted of a driver evaluation
with a local driving instructor, further refresher lessons if required and an
information session. Having a driving evaluation with a professional early
enough can allow for faults to be corrected and driving ability raised to a
safer and more satisfactory standard. The scheme had an excellent uptake
and the feedback from participants was extremely positive with many feeling
that it would help them stay independent for longer.

Preparing for emergencies - community resilience teams
Volunteer community resilience teams have been set up to support.
communities to become more resilient and better prepared for emergency
situations such as severe flooding, snow and power outages. 29 teams have
been established so far. Volunteers help to check on vulnerable people,
provide hot food to those in need and relay key information to the council
and emergency services to help ensure an effective response where required.
Funding has been secured for many teams to purchase equipment such as
shovels, sand bags and generators. Four resilience “young teams” have been
established in Whithorn, Port William, Garlieston and Wigtown.

Building on multidisciplinary and person-centred care planning
In health and social care we have been working in an integrated manner for
a number of years. For example, when a person is in hospital, input to the
persons care plan is sought from everyone involved in the person’s care. This
includes hospital, volunteers, neighbours and friends (where appropriate),
social workers, community nurses, short term augmented reablement team,
general practitioners, mental health services, agencies and groups (i.e.
Coronation and Riverside Day Centre) and most importantly the person and
their family. It is this type of partnership working which health and social
care integration should build on, not just when a person is in hospital but at
every point of a person’s care.

Social prescribing (known locally as healthy connections Wigtownshire)
A formal process for primary care services to refer patients with social,
emotional or practical needs to a variety of local non-clinical services, which
are often provided by the third and independent sectors. Social prescribing
supports people to access an increased range of practical services, encourages
and supports self-care, supports more appropriate use of GP time and reduces
frequent practice attendance. The benefits for patients include, allowing
time to be heard, improved health and well-being, improved self-esteem
and confidence, health and lifestyle change and increased specialised local
knowledge.
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Mr and Mrs C’s story
Central heating system – Housing support
Mr and Mrs C are both in their 90s and have lived in their detached, pre-fabricated
bungalow for the past 30 years having chosen the property as their retirement home.
The bungalow was heated by a back boiler and coal fire. In June 2015, their chimney
sweep was carrying out a routine clean of the chimney when he noticed that the back
boiler was leaking. He condemned the boiler and, having concerns for his clients’
welfare with no heating and limited hot water, contacted the care & repair manager
for Dumfries & Galloway.
He then referred the case to the community liaison officer of home energy Scotland
(HES), to carry out a visit and assess if HES could provide any assistance. The visit was
carried out promptly and the office determined the couple required urgent assistance
and should be treated as an occupational therapy (OT) referral as opposed to waiting
for the new tranche of HES funding to be released in September.
The formal OT referral was received by care & repair in July. In discussion with the
couple, it was agreed that the coal fire needed to be removed and an electric heating
system installed to replace it. The works were instructed to a local firm in September
and completed in October, just 4 months after the chimney sweep’s initial visit.
Both Mr and Mrs C are delighted with their new electric heating system and are
finding it much easier and cleaner to use than their former coal fire. The works were
completed within 1 day and the installer visited again a few days later to ensure all
was working correctly.
Thanks to promotional partnership work through the hub – your community action
centre’s winter warmth for older people project, the chimney sweep was aware of
care & repair and was able to make the referral. Had this not been done, Mr and Mrs
C may have waited some time before any assistance was forthcoming. As it was, this
case demonstrates exemplar inter-agency working with involvement and coordination
from the chimney sweep, home energy Scotland, the occupational therapy service,
care & repair and the local contractor.
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3. People and finances
3.1 Who makes up the locality management team?
The Wigtownshire locality management team is made up of the locality manager,
GP clinical lead, social work manager, nurse manager, public health practitioner,
divisional finance manager, workforce business and organisational development
partners, commissioning representative, regional service representatives (i.e. mental
health, learning disabilities, allied health professionals) and heads of local services.
A wide range of staff and volunteers work across Wigtownshire in the NHS, council,
independent and third sectors. They will all be involved through formal links in the
services with the locality management team
It is essential that not only staff are involved but also that people living in the locality
have their say about how the locality is meeting the needs of individuals. To that
end the graphic below sets out the current reporting line of how communications
will flow up and down from the Integration Joint Board, through the strategic
management team, through the Wigtownshire locality teams to each individual living
or working in the locality. This structure is also being developed in the other three
localities.
Membership terms of reference, agendas and minutes of all meetings will be available
to anyone who wants to see them and can be viewed at www.dg-change.org.uk.
The Wigtownshire locality communication and reporting lines
Integration Joint Board
Primary & community care strategic management team
Locality management team – monthly formal meeting
Locality operational
management team –
weekly formal meeting

Locality improvement & development group monthly formal meeting with representatives
from third and independent sector, plus locality
management team

Locality participation
and engagement group –
quarterly meeting

Short life working groups facilitate developments in services/care.
Individual team meetings in health, social, independent and
voluntary care sectors
Individual team member 1:1s.

3.2 How is the money spent?
The budget in 2015/2016 for the Dumfries and Galloway partnership is £296.1 million.
You can find more details of the overall finance plan in Annexe 3 of the strategic plan
for Dumfries and Galloway. A total of £109.8 million of resources has been set aside for
the four localities of Annandale and Eskdale, Wigtownshire, Stewartry and Nithsdale.
The current budget of £24.84 million for Wigtownshire is summarised in table 3.
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Table 3: Dumfries and Galloway health and social care Wigtownshire yearly
budget
Area

Pay
(wages)
£000

Non pay

Income

Total

£000

£000

£000

709
0
0
0
0
180
0

26
224
5,913
6
722
114
4,195

(46)
0
(345)
(5)
(261)
0
(1,503)

689
224
5,568
1
461
294
2,692

889

11,200

(2,160)

9,929

6,458
1,208
76
207
66
85

703
150
52
31
6,114
10

(66)
(19)
(162)
0
0
0

7,095
1,339
(34)
238
6,180
95

8,100

7,060

(247)

14,913

8,989

18,260

(2,407)

24,842

Council services
Assessment & fieldwork
Day care
Domiciliary care
Meals on wheels
Nursing care
Occupational therapy
Residential care
NHS services
Community hospitals
Community nursing
Health centres & clinics
Management & admin
Prescribing support
Public health
Total

The chief officer and chief finance officer of the Integration Joint Board will review
the budget for Wigtownshire each year to make sure that the overall finance plan is
able to deal with:
• changes in what we do
• increases in costs
• efficiency savings
• performance against outcomes
• legal and government requirements
In light of the twin pressures of rising demand and restricted resources, a major
challenge is to improve our understanding of how resources are used in the locality to
meet changing needs and priorities. At the same time, we will need to take account
of the following important challenges and risks.
• As an integrated partnership we will need to contain costs within existing
resources and continue to make efficiency savings year on year. For NHS services
this is likely to continue to be around 5% each year for the foreseeable future,
with different (although similar) expectations from council budgets.
• The main risks highlighted in the NHS budgets include the costs of keeping up
medical staffing levels (both in acute hospital and primary care), GP prescribing,
making savings, increased activity through the acute system and maintaining
access and other performance targets.
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• The main risks for social-work budgets include the effect of new legislation,
including that related to self-directed support and the related expectations of
people, pressures increasing the number of people needing care, (particularly
older people but also people with learning disabilities and physical disabilities),
also growing pressures on price levels charged by care providers and the effect of
capacity issues, particularly in rural parts of the region.
As well as the locality budgets, a further budget of £52.1 million for strategic primary
care service is currently held at a regional level for the following services.
Dumfries and Galloway health and social care regional
yearly budget
The locality management team in Wigtownshire will work with local staff,
organisations and people to review how the current range of services are delivered
and paid for in the locality meet the needs of local people. The team will identify
how we can best use local and region wide health, social care and local community
resources to promote the health and well-being of the people of Wigtownshire.
Pay (Wages)

Non-pay

Income

Total

£000

£000

£000

£000

310

142

(36)

416

0

40

0

40

882

17

0

899

0

169

(45)

124

2,114

408

(27)

2,495

624

101

0

725

96

34

0

130

Ordinary residence L.D.

0

0

0

0

Resettlement

0

5,850

(6,245)

(395)

Resource transfer

0

0

(3,584)

(3,584)

339

45

(16)

368

45

10

0

55

0

2,169

(61)

2,108

Area
Council services
Assessment and fieldwork
Care call
Community support
Day care
Day care - ARC
In-house supported
accommodation
Occupational therapy

Sensory impairment
Short break
Women’s and children’s
directorate

8,500

Non social work services

8,500

4,410

17,485

(10,014)

11,881

545

9

(6)

548

Marie Curie nursing

0

140

0

140

Regional prescribing

0

56

0

56

Stars

683

82

(10)

755

Primary medical services

385

40,261

(1,885)

38,761

1,613

40,548

(1,901)

40,260

6,023

58,033

(11,915)

52,141

NHS services
Management and admin

Total
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4.
4.1

What are people in the locality telling us?
Consultations and surveys

Key messages from local consultations
A number of key consultation exercises have been carried out in Wigtownshire in
recent years.
These have included surveys under the “Putting You First” programme, community
learning and development surveys, building healthy communities consultations, a
community nursing survey, Carer consultation linked to the Carers strategy, staff
surveys and the mental health day services consultation. The most recent consultation
was the consultation on the draft version of this locality plan (October – December
2015). Due to the significance of this piece of work in forming this version of
the locality plan, the findings of this consultation are reported in further detail
below. Local views expressed across all these consultations suggest that people in
Wigtownshire very much value and want better access to local services and want
access to traditional services. For example people tell us they want better access to
services , to GPs, emergency departments, podiatry, social care, residential care and
to respite care for Carers. There is also clear recognition of the importance of local
communities, individuals and groups in supporting health and well-being. Some of
the key messages and findings are outlined here:
Community Consultation
A community consultation exercise in relation to health and social care services was
carried out in 2014. The results indicate that people want easier access to out of
hours services, better knowledge of who to contact, greater access to GPs, awareness
of available equipment and better access to transport. The survey found that many
people in the locality still have a preference for traditional services such as face to face
contact with a GP rather than options such as e-mail, live chat or video calls.
This survey asked about the types of service people felt would help them stay at
home for longer. The top five responses were podiatry, physiotherapy, transport,
help with food shopping/delivery and personal care. A key theme of the consultation
was the importance of keeping people moving and able to keep up with day to day
tasks. Another was the need for more information of who to contact when in need,
especially when it is out of hours.
Mental health and well-being
A 2014 consultation on ways of improving people’s mental health and well-being
found that only 20% were about changes to services and 60% were about developing
confidence and self-esteem through better support and understanding. Amongst the
responses were
important key
‘the development of integration needed to go hand in hand with the
messages about
development
of the locality in general. That the health and well-being of the
awareness and
residents of Wigtownshire was directly linked to the health and well-being of the
acceptance by
place
itself, in terms of opportunities and a sense of community’
others.
Wigtownshire health and well-being partnership, 2014
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Accident and emergency services survey
In 2014 a small survey of people attending the emergency department at Galloway
Community Hospital found that over two thirds attended without exploring any
other service. Half of those who had not tried another service went directly to the
emergency department because they thought it would be quicker or because they
knew it would be open. The survey results show that education is still needed around
the role and purpose of emergency departments and that people require more
information about out of hours and alternative services.
Summary of key challenges and themes from all consultations
Key challenges and common themes have emerged from the consultations to date
including the consultation of the draft health and social care locality plan. These
include the following (not listed in any order of priority or importance):
• improving access to easy read information about services and supports
• improving communication, working and information sharing between services and
sectors
• enhancing availability of care at home support
• supporting people in the locality to have more responsibility, choice and control of
their own health and well-being
• improving support for Carers, including better provision for short breaks
• enhancing access to health services, such as GPs and consultant appointments
• recognising the importance of activity and social contact to prevent isolation:
Supporting day care facilities
• enhancing education, training and employment opportunities for young people
• addressing problems in accessing transport to improve health and well-being
(social transport and transport for health)
• accepting that the increased rurality of Wigtownshire, in comparison to the other
localities leads to an enhanced challenge to support and develop all of the above
Wigtownshire health and social care integration draft locality plan
consultation
Consultation on the draft locality plan was undertaken between October and
December 2015.
The two questions asked throughout the consultation were:
1. Do you think we have missed anything in the plan that you feel is important? If
yes, what is missing?
2. How do you think we can all work together better to make sure people receive
the support they need to manage their personal health and well-being?
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Over 400 individual comments were returned to the locality team either directly
at one of the public or group events or directly fed back via the website. These
comments have now all been analysed and have informed the development of both
this final version of the locality plan as well as the Wigtownshire health and social
care integration delivery plan.
Suggestions were mainly related to there being no mention of specific services and
the impact that these services have on the individual’s health and well-being, services
such as day care centres and specific voluntary organisations. Furthermore, there was
concern that the plan does not set out in enough detail what we are going to do.
That the many comments received reiterated the key challenges set out by the
locality management team in Wigtownshire (as listed below) was reassuring. Ensuring
that the challenges set out are supported by the people of Wigtownshire gives us
confidence in taking forward the actions required to begin to address them.
The consultation provides evidence that the people of Wigtownshire feel that the
following aspects are important to support the health and well-being of the locality:
• further education opportunities
• sport and music opportunities
• jobs
• rural community transport
• development of the tourism industry
• better housing
• better access to information and support, and finally
• better partnership working of the teams who provide care and support
Key issues and suggestions for change
An overarching comment of significant importance, received during our consultation
was that: ‘The partnership must accept the increased rurality of Wigtownshire, in
comparison to the other localities, as this increases the challenges faced’. Building
upon that principle, the following are a flavour of the comments and ideas we have
had from people through our consultation. They are presented here to demonstrate
what people are concerned about and the ideas about how things are being taken
into account in the ongoing development of the Wigtownshire health and social care
integration delivery plan.
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Challenge

Comments and suggestions received from the public during the consultation on
the draft Wigtownshire locality plan

Improving access
to easy read
information
about services
and supports

‘The need to make everyone aware of what is going on. Too many people do not
know.’
‘Use language we all understand.’
‘Information sharing is key, it empowers people.’
‘Unless you engage at the right level, you will not get the people/communities to
take part.’
‘Needs more discussions with the public.’
‘A booklet to let everyone know what's out there.’
‘As far as the public is concerned, it may mean pulling the plug on services with
a low attendance (4 or 5 people) in order to use the money/resources for services
with more patients/people - this will upset quite a lot of people as they won’t
know or understand the reasons why.’
‘It would help if there was one telephone number to give information when help
is needed suddenly. I found it difficult to find out how to obtain assistance when I
was caring for my husband especially as his mobility decreased.’

Improving
communication,
working and
information
sharing between
services and
sectors

‘Communication between agencies and service users.’
‘Sharing Information and supporting ideas. Good communication with different
parts of multi disciplinary team.’
‘Better links with the police.’
‘Involve all partners fire/police - remove duplication.’
‘Proper integration of the 3rd and voluntary sector and proper funding of that
process.’

Enhancing
availability of
care at home
support

‘Not enough carers.’
‘Within the independent/voluntary sector, who is responsible to ensure staff
have received the immunisation they need to carry out their role (for example a
carer)?’
‘Telehealth to support independent living.’
‘Home Carers: Provide a suitable rota which would allow more caring time and
less travelling - home carers are complaining to their clients about the amount
of travelling they have to do between clients, especially in rural areas as they are
given clients who are nowhere near each other and they spend the majority of
their times in their car rather than with the clients. The person making up the rota
seem geographically unaware of the rural area. Home Carers also feel they are
under pressure, time wise, to do as many clients as possible in a very short time
- this obviously has a big effect on the quality service the clients are receiving.
Example of one 93 year old lady who is receiving daily home care. When a care
plan was set up, she was assured the home carers would be regular ones. This has
not been the case and it is proving very distressing as she feels vulnerable and
uncomfortable to be showered by someone unfamiliar everyday.’
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Challenge

Comments and suggestions received from the public during the consultation on
the draft Wigtownshire locality plan

Supporting
people in the
locality to
have more
responsibility,
choice and
control of their
own health and
well-being

‘I think people need to be encouraged to do more for themselves if fit and able.’

Improving
support for
carers, including
better provision
for short breaks

“…It helps to gets you out and meet people, a chance to share experiences, to
know you are not alone.”

‘People could do more for themselves if they are able to do so rather than relying
on staff and doctors.’
‘Needs serious conversations.’
‘What is missing? More focus on prevention and reducing people coming into the
system.’
‘Educate young people to be less dependent.’

“Provides a good chance to speak with a member of staff and find out what
support is available.”
“The groups reduce stress and lift your spirits”.
“Better planned programme of respite for carers, care and medical treatment
closer to home.”

Enhancing access
to health services,
such as GPs
and Consultant
appointments

“Elimination of needless trips to DGRI from rural areas”
“We require closer links to Ayrshire and Glasgow for health care - especially for
treatment and surgery for the DG9 area. The travelling to Edinburgh is ridiculous
when there are shorter options especially when you are ill and in severe pain. NHS
Scotland requires to look at boundaries and understand real patient needs and
care in future and forget postcodes”.
“I complained … about the 8.5 hours taken to attend a ten minute interview
in DGRI. I feel that I should write to let you know that last week my wife and
I had a very different experience ….with an interview with Dumfries Doctor.
I accompanied my wife to the local hospital where she had a Tele medicine
interview, using a TV camera and screen. This took place over a few minutes – an
enormous improvement over my previous experience.”
“Being remote and rural makes access to health/ social provision very difficult,
young chronic sick – very limited.”
“Feel that we get left out in this area for health and advice.”
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Challenge

Comments and suggestions received from the public during the consultation on
the draft Wigtownshire locality plan

Recognising
the importance
of activity and
social contact to
prevent isolation.
Supporting day
care facilities

‘Inclusion of leisure and sport representatives who can offer opportunities to be
physically active which can prevent or minimise effects of some conditions.’
‘Never heard anything about day centre mentioned.’
‘If it wasn't for the day centre that I attend my health would deteriorate and I
would not feel very happy.’
‘The day centres have not been considered in the plan. The centre do good work,
they should be supported.’
‘There is no mention of the Newton Stewart and Stranraer Day centres - these
keep people active mentally and physically and also keep an eye on the health or
determination of regular attendees. Possibly saving the NHS money in the long
run.’
‘You have missed the day centre, provides hearty food to help elderly people
get well. Being together makes you feel better. The day centre gives you that
togetherness and cheerfulness.’
“….visit day centre 3 times a week, would never get out otherwise”.

Enhancing
education,
training and
employment
opportunities for
young people

‘Can’t recruit professionals to come and work in our areas, especially the young
ones.’

Addressing
problems
in accessing
transport to
improve health
and well-being
(social transport
and transport for
health).

‘Transport is a big issue.’

‘Modern Apprenticeships - Could there be more Modern Apprenticeships
available, for example in Health Care?’
‘Children/young people - We should aspire for our children to have more
opportunities. More work should be done in schools, especially school leavers,
taking responsibility for their own health.’

‘We need to work more closely with the Job centres/job clubs to ensure that what
is being asked of the unemployed people does not have an effect on their health
and well being - for example being asked to travel to Stranraer twice a week at
present and pay for their transport out of the benefit they receive. People have
been going to their GPs and asking for a letter to support their case.’
‘Example of one patient who lives 3 miles away from Stranraer and uses public
transport to come into town. One of the buses with the busiest occupancy, being
around 2pm, has been stopped since they have moved onto ‘the winter time
Timetables.’
‘Buses are not linked to travel to Dumfries Hospital.’
‘Trains - the one which students used to travel to college is no longer available better train services required.’
‘Community Transport: Possibly Crowd Funded? It would help enable those who
live in remote rural areas across more of the community services.’
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5.

What do we need to do?

As outlined in this plan the Scottish Government has set out clear expectations about
what changes it wants to achieve under health and social care integration and in
particular what difference this will make to people’s lives. In this section we set out
key challenges and our way forward under each of the nine national health and
well-being outcomes. We address each outcome in turn, inform of what the Dumfries
and Galloway priority areas of focus are for the region, identify the key issues around
this for Wigtownshire, outline our commitment to take this forward and offer
some examples of work already underway or being planned. The commitments and
activities outlined in each section about what we intend to do are pitched at a high
level in this document. The Wigtownshire health and social care integration delivery
plan which supports the locality plan will set out in more detail what we intend to
do and how. It will highlight and provide further detailed information regarding
the projects and actions required to address the challenges and ensure that the
commitments are fulfilled.
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People are
able to look
after and
improve their
own health
and wellbeing and live
in good health
for longer

National
Outcome

Making the
most of wellbeing

Enabling
people to
have more
choice and
control

Dumfries &
Galloway
priority areas
of focus

We need to develop and use alternative ways to
improve our health and well-being.

People’s expectations of what services can
provide and the demand on local services is more
than we can provide locally.

People often depend on services more than they
need to.

There is not enough information available about
what people can do for themselves or what they
could do to support their own health and wellbeing.

We have formal initiatives and screening
programmes aimed at preventing ill health.

We have supportive communities with
community clubs, groups and local resources to
help people to look after their own health and
well-being.

We know we have challenges locally around
supporting people to develop and maintain
healthy lifestyles to stop the rising trends in
obesity and related illnesses.

We have a high incidence of unemployment, a
lack of housing and varying levels of deprivation.

Ensure that person centred planning, record
keeping and risk assessments are developed
in partnership (outcomes 1: performance
management 2, person centred planning 5,
record keeping, D&G partnership improvement
action plan).

Continue to deliver and build on existing
initiatives that promote health and well-being
such as let’s cook, walking groups, living life to
the full and mindfulness.

Support people to develop their knowledge
and skills to lead healthier lifestyles and be
more in control of their own health and wellbeing.

Actively develop alternatives to traditional
services to support people to maintain their
health and well-being - both physical health
and mental well-being.

Recovery cafe

Mindfulness training

CPR for feet

Smoking matters

Grounds for better health

Building health communities

Person centred care planning

Healthy connections

Galloway strollers

We will:

We know from local information and feedback
from staff and people living in our locality that
many people of all ages in our towns and rural
communities feel isolated and alone.
Develop information and make this
information accessible to people and relevant
to their own circumstances so that they can
take responsibility for, and be in control of,
their own health and well-being.

Work already underway or
planned

Our commitments In Wigtownshire

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

National
Outcome

We know that people are living longer with
chronic illness and long term conditions and with
this increasing dependence on services.

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

We will need to look at how primary care is
provided locally - it may not be possible to
sustain some of our most isolated health centres
with the worsening GP recruitment crisis.

We have increasing challenges with provision of
GP services, including several vacancies in local
GP practices.

We have increasing demand on local services and
a reducing capacity to meet demand. Our care at
home services are struggling to meet local needs
and our local care homes have limited vacancies.
We do not have enough suitable housing options
to meet people’s needs.

Within our services and in our communities we
have a culture of doing things for people instead
of supporting people to do things for themselves.

We have an aging population and the number of
people with dementia is continuously rising.

We have people with learning disabilities and
autistic spectrum disorders many of whom have
complex health and social care needs.

Making the
most of wellbeing

Work together to create “dementia friendly
communities”.

We will continue to explore and implement
approaches to move towards more sustainable
primary care services, such as the training of
advanced nurse practitioners to support GPs.
However it is accepted that this alone will not
solve the problem, more will be required.

We will continue to explore ways of ensuring
that our care at home and care home provision
meets local demand.

Ensure that any operational service
improvement or development is outcome
focussed (Outcome 3: operational delivery,
Dumfries and Galloway partnership
improvement action plan).

Develop our use of assistive technology and
other aids and adaptations to support people
to be as independent as possible.

Work with all partners to understand local
current and future housing needs so that we
can develop a full range of suitable housing
options.

Housing needs assessment

Advanced nurse practitioner
modelling

Tai-chi

Chair based exercise

Stranraer reablement project

GP practice television

Community respiratory early
warning score

Community learning &
development training.

Befriending

Food train

Care and repair service

Handy van service

We will:

In Wigtownshire we know we have significant
numbers of people with chronic health
conditions including chronic and enduring
mental illness.

Developing
and
strengthening
communities
Develop the way we work with people and
in particular to support people to plan their
own care to maintain their health and retain
as much personal responsibility and control as
possible. This includes supporting people to
build and retain their confidence and skills.

Work already underway or
planned

Our commitments In Wigtownshire

Wigtownshire locality challenges

Dumfries &
Galloway
priority areas
of focus
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Health and
social care
services are
centred on
helping to
maintain or
improve the
quality of
life of people
who use those
services

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

National
Outcome

Working
effectively
and
efficiently

Making the
most of wellbeing

Enabling
people to
have more
choice and
control

Working
effectively
and
efficiently

Maintaining
safe, high
quality
care and
protecting
vulnerable
adults

Enabling
people to
have more
choice and
control

Dumfries &
Galloway
priority areas
of focus

There is an ongoing challenge around taking
forward a consistent approach to personalised
approach to health and social care within all
sectors.

However there is still a local challenge to ensure
these approaches are consistently reflected in
practice across our services.

Ensuring services are person-centred, supporting
choice and the person being in control is now
expected of staff working in health and social
care services.

However we do not currently have a consistent
approach to evaluating services to see what
works well for people and what could be better.

We will:

We have committed staff working in services
across the locality who often go the extra mile to
ensure people have very positive experiences of
service.

Develop approaches that will evaluate and
record outcomes achieved in practice.

We will build on training and other outcomes
focussed training initiatives already underway.

Continue to develop staff across the
organisation to support people to be in control
and to focus on outcomes for people.

Fully implement the principles, values and
practice of self-directed support. We will
focus on keeping the person at the centre
and in control as far as possible of their own
of care and support. For example, develop
approaches to planning for the future with
forward looking care plans and supported selfassessment and care and support plans.

Improve how we monitor, evaluate and
manage performance across the whole
partnership. (Outcome 1: performance
management: D&G partnership improvement
action plan)

We will:

Develop and implement approaches to seek
feedback from people who use services with a
view to better understanding what is working
well and what is not working well. Learn
from feedback about service and use this to
continually improve services.

Our commitments In Wigtownshire

Wigtownshire locality challenges

Development of governance
arrangements

Cultural diagnostic study

Reablement training

Richter training

Good conversations training

Roll out of outcome star

Development of performance
dashboard

Public involvement panel (PIP)

Locality participation and
engagement group

Work already underway or
planned
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Supporting
Carers

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

Continue to raise “Carer awareness” across our
workforce following the equal partners in care
core principles.

Identify and promote local services and
resources to help improve the quality of life of
Carers.

Ensure all Carers are informed of their right to
an adult Carer support plan (previously known
as Carer assessment), so that the needs of the
Carer are addressed in their own right.

Carers do not have enough access to information
and advice. There are particular challenges
around local access to short breaks.

Learning needs analysis of Carers

Link worker scoping

Carer assessments

Identify current and potential Carers as early as
possible.
Listen to the views of Carers and take
appropriate action in response.

Carers strategy

Care home review

Care at home review

Pharmacy technician training

Volunteer drivers

Work placements

We will:

We will work in partnership with care providers
to develop sustainable care at home and care
home services which strive to optimise people’s
independence and quality of life.

Begin to address key factors affecting health
inequalities, such as employment, education
and housing.

We are not yet consistently identifying carers
who may be in need of advice or assistance to
support them in their caring role.

We have a large number of people who identify
themselves as carers yet we have contact with
only a small percentage of these.

We need to ensure our resources are focussed on
those who need it the most.

Locally we have to begin to address the
key factors that affect health inequalities –
education, training, employment, incomes and
housing.

The welfare reform is beginning to have an
impact on local people and we have local
challenges around smoking, diets, drugs and
alcohol.

Begin to set out priorities around addressing
health inequalities and seek opportunities to
work with other partners across sectors.

Workforce development

Through the provision of appropriate
information, support people to take more
control of their own health and well-being.

Modern apprenticeships

Recruitment

We will:

In Wigtownshire we have a significant number of
people living in some of the most deprived areas
of the country.

Reducing
health
inequalities

Health and
social care
services
contribute
to reducing
health
inequalities

We have significant issues with low levels
of education attainment, high levels of
unemployment and low levels of income.

Work already underway or
planned

Our commitments In Wigtownshire

Wigtownshire locality challenges

Dumfries &
Galloway
priority areas
of focus

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

In Wigtownshire we have increasing demands on
all of our services. Staff across services are having
to do more work with fewer resources. There
are issues about pay and conditions that impact
particularly on staff working with care providers.
We have significant problems locally recruiting
staff to practitioner and managerial jobs across
the sectors. We are at critical levels of staffing in
key positions such as in GP practices, social work
and social care provider services. We are losing
our young people from the local community
with many leaving for further education or
employment. There is evidence from staff surveys
and from staff turnover that staff do not feel
supported and valued in the work that they do.

Integrating
ways of
working

Making the
best use of
technology

Working
effectively
and
efficiently

Explore opportunities to address issues about
recruitment and retention including how to
make care more attractive as a career choice for
local people.

Acknowledge the pressures on staff providing
support and care. Develop and implement
approaches to seek feedback from staff with a
view to better understanding what is working
well and what is not working well.

Improve communication within and between
services and develop working arrangements
within multidisciplinary team so that staff
across services feel valued and engaged in
practice decisions and service developments.

Health and wellbeing partnership

Whilst working towards implementation and
improvement on all outcomes of the Dumfries
and Galloway partnership improvement action
plan, specifically we will:

Individual staff meetings

Formalised governance
arrangements

Improvement and development
group

GP support workers

Fire home safety checks

Out of hours review

Falls projects

Medication reconciliation

Mature driver scheme

We will:

Ensure that we learn from adverse incidents of
all kinds across services.

Ensure that all partners are trained in and
consistently work to agreed multi-agency adult
support and protection procedures.

Ensure that all staff are trained appropriate to
their role in assessing a person’s capacity and
assessing and managing risks to the person.

Cold calling awareness

Promote approaches that help people to be
more knowledgeable and aware of their own
personal safety and that of others.

Adult support and protection
training & awareness raising

Emergency planning and resiliency

We will:

Keeping adults safe is everyone’s business. For
organisations delivering health and social care
it is essential that we continue to improve the
safety of the services we deliver. The patient
safety programme in health services and
multi-agency adult support and protection
procedures are some of the measures in place to
keep people who use services safe. There is an
ongoing challenge across services about ensuring
consistency in practice in implementing these
and other safety approaches. There is a need to
ensure families, neighbours and communities are
involved in supporting people to be safe in their
own homes and communities.

Maintaining
safe, highquality care
and protect
vulnerable
adults

People using
health and
social care
services are
safe from
harm.

Work already underway or
planned

Our commitments In Wigtownshire

Wigtownshire locality challenges

Dumfries &
Galloway
priority areas
of focus

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

National
Outcome

Making the
best use of
technology

Shifting the
focus from
institutional
care to
home and
communitybased services

Working
effectively
and
efficiently

Integrated
ways of
working

Dumfries &
Galloway
priority areas
of focus

We need to ensure that the services we provide
are targeted at those who need them most and
find new and creative ways of meeting needs in
health and social care. There are local challenges
around current expectations of services. No
single agency can address the problems it is
experiencing in isolation from other services and
from local communities.

This is further evidenced in the cost and volume
of medications prescribed. We have a current
shortage of GPs and care staff and we have
difficulty recruiting staff to a range of key posts.
We need to make better use of the resources
that we have locally.

Locality baseline review

Work in partnership across sectors and with
local communities to develop alternative
models of care and support.

Develop processes to help us to assess and
utilise our efficiency and effectiveness, making
change where it is required. (Outcome 4: whole
system, D&G partnership improvement action
plan).

Actively support people to make the best
choices to use services and products, supplied
by the partnership, effectively and efficiently.

Actively seek to reduce duplication in health
and social care provision and explore options as
to how we could redesign and develop systems
and services to become more efficient and
effective.

Develop a shared understanding of each other’s
roles and responsibilities across the different
sectors including the voluntary sector and
community groups and how resources, people
and finance are currently used.

Workforce review

We will:

The current financial climate means that
resources in Wigtownshire are stretched and
we have to meet increasing health and social
care demand with reducing resources. We know
that in Wigtownshire there is an ever increasing
demand on formal health and social care
services across NHS, social work services and care
providers. Many of our resources are stretched to
breaking point and this is evidenced in delayed
discharges from hospitals, delays in the provision
of care and support in people’s own homes and a
lack of capacity in local care homes.
TEC hub

Video conferencing

Link worker review

Electronic records/ e-pen usage

Community nursing review

Work already underway or
planned

Our commitments In Wigtownshire

Wigtownshire locality challenges
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6 How will we know we are getting there?
6.1 Measuring performance
To help us monitor progress of this plan, we will develop a performance framework to
make sure we are taking a consistent approach to measuring performance across the
whole partnership. We will develop a series of joint measures alongside activity and
financial information and these will apply across the partnership, including the third
and independent sectors.
The nine national health and well-being outcomes set out on page 5 along with
the ‘we will’ statements in both the strategic plan and this locality plan, will form
the basis for accountability. The framework will make sure there are clear links
between the nine outcomes, the Dumfries and Galloway single outcome agreement,
the strategic plan, this locality plan as well as service delivery plans such as The
Wigtownshire Health and social care integration delivery plan.
Measures will also include targets which either the NHS or the council currently report
against relating to services under the Integration Joint Board.
Not all of the information is currently available at a locality level, but we will address
this as we move forward.
The Dumfries and Galloway Integration Joint Board will be responsible for checking
this performance information. It has also been agreed that, in each area, an area
committee will check on the delivery of the locality plans. Over time, this information
will allow the Integration Joint Board to see what effect the approach to integrating
services is having, particularly for those who use services and support. They will also
put together a performance report each year as required by law.
Best evidence will be used to make sure we measure the things that matter to those
using services and Carers, as well as front-line staff. We will use information on
quality as well as quantity and include feedback from those using services, service
audits and support and care record systems. We will not simply use this information to
monitor how we are keeping to targets but to also improve services.
It will be important that all staff members understand their own responsibility for
making sure high quality information is available for reporting on performance, and
how this is relevant to the quality of care and support they provide.
Being clear around progress and achievement should be something everyone can be
aware of. Teams should have the information they need to know how they are doing,
when to ask for help and when to share good practice and successful approaches.
Developing strong relationships and team working based on a shared vision and
shared values will support this. This is what this Locality Plan is all about.
You can find more detailed information on the performance management framework
at www.dg-change.org.uk/Strategic-Plan in annex 5 of the strategic plan.
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If you would like some help understanding this or need it in
another format or language please contact 030 33 33 3000
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Agenda Item 17

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

DUMFRIES & GALLOWAY
BOARD WORKFORCE PLAN

INTEGRATED

Author:
Paula Moreira
Workforce Business Partner

JOINT

Sponsoring Director:
Caroline Sharp
Workforce Director

Date: 22nd March 2016
RECOMMENDATION
The NHS Board is asked to note the Dumfries and Galloway Integrated Joint Board
Workforce Plan, for the period 2016 to 2019 (Appendix 1)

CONTEXT
Strategy / Policy:
This Plan reflects our ambition to have the right people with the right skills in the right
place at the right time. It describes the challenges we face and identifies strategic
actions needed to deliver the vision of “a Dumfries and Galloway where we share the
job of making our communities the best place to live active, safe and healthy lives by
promoting independence, choice and control”…
Organisational Context / Why is this paper important / Key messages:
The Plan covers those employees within the NHS, Council and Third and
Independent sectors who plan, support and deliver the following services:
•
•
•
•

Adult social care
Adult primary care
Community and Acute Health Care
Some elements of housing support

The following documents have been referenced when developing the Plan:
• Six steps Methodology (Skills for Health 2014)
• D&G Health and Social Care Strategic Plan
• D&G Health and Social Care Integration Locality Plans
• D&G NHS Workforce Plan
• D&G Council Workforce Strategy
• Third Sector Workforce Study
• Scottish Government National Records of Scotland
NOT PROTECTIVELY MARKED
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This Plan has been developed with involvement from representatives from the
Council, NHS and Third & Independent sectors.
Partnership organisations have consulted relevant stakeholders on the draft
Workforce Plan, between 5th and 19th February 2016. Feedback provided has been
reviewed and incorporated into the Plan, where appropriate.
The Workforce Plan has been endorsed by the Organisational Development
Workstream on 1 February 2016 and has been approved by the Integrated Joint
Board on 17 March 2016.

GLOSSARY
NHS -

National Health Service
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MONITORING FORM
Policy / Strategy

Dumfries and Galloway Integrated Joint Board
Workforce Plan

Staffing Implications

Not applicable

Financial Implications

Not applicable

Consultation / Consideration

Consultation Plan followed as attached

Risk Assessment

Not applicable

Sustainability

Included in EQIA

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate Public Bodies (Joint Working) (Scotland) Act 2014
9 National Outcomes
Agreement Not applicable

Not applicable

Impact Assessment
The Dumfries and Galloway Integrated Joint Board Workforce Plan, which is
presented in this report has been considered using the Council’s Impact Assessment
Toolkit. No negative impacts have been identified. A copy of the Impact
Assessment summary sheet will be available on the Dumfries and Galloway Council
website and NHS Dumfries & Galloway.
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Dumfries and Galloway Integrated Joint Board Workforce
Plan
Health & Social Care
2016 – 2019
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INTRODUCTION AND PURPOSE OF THE PLAN
This workforce plan covers the period 2016-2019 and has been developed to
support integration of adult health and social care within Dumfries and Galloway, in
conjunction with the draft Strategic and locality plans.
The Public Bodies (Joint Working) (Scotland) Act 2014 (the Act) sets a legal
framework for combining health and social care in Scotland. This legislation requires
each Health Board and Local Authority to delegate some of its functions to new
Integration Authorities. For Dumfries and Galloway, this is an Integration Joint Board
The Council and NHS locally along with the Third and Independent Sectors are
embarking upon a huge change within Dumfries and Galloway. This presents us with
the unprecedented opportunity to develop existing partnerships and for us to work
more collaboratively and innovatively with those involved in this change. Central to
this is for those planning, providing and maintaining effective care and support
(including communities, volunteers, people that use services, carers and families) to
also be fully involved in planning and delivery of services in the future.
This plan reflects our ambition to have the right people with the right skills in the right
place at the right time. It describes the challenges we face and identifies strategic
actions needed to deliver our vision of:
....“A Dumfries and Galloway where we share the job of making our communities the
best place to live active, safe and health lives by promoting independence, choice
and control”......
This plan is underpinned by the Six Steps Methodology (Skills for Health 2014).
Representatives from NHS D&G, D&G Council, Third and Independent Sectors have
been involved in the development of this plan.
Although the IJB has no direct authority for the management of staff, there is a
responsibility to ensure that the requirements in the Equality Act 2010 are met.
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Who Does The Plan Cover?
This plan covers those employees within the NHS, Council and Third and
Independent Sectors who plan, support and deliver the following services:





Adult social care
Adult primary care
Community and Acute Health Care
Some elements of Housing support

This includes services to adults:







With long term conditions or disabilities;
Who have caring responsibilities;
Who have a degree of vulnerability or are in need of protection;
Who are well and want to maintain or improve their current level of health and
well-being;
Who need an intensive or acute level of service; and
Who are experiencing health or social care inequalities.

Please refer to Appendix 1 for further breakdown of staff groups and services
included across partners.
DRIVERS FOR CHANGE






The rurality of our region;
The changing age structure of our population and available workforce;
Financial context;
Integration of Health and Social Care services and
The recruitment and retention of Health and Social Care staff, are all key
factors that will influence the delivery of integrated services over the next few
years.

Rurality
Dumfries and Galloway is one of the most rural regions in Scotland (see Figure 1).

Dumfries and Galloway Integrated Joint Board Workforce Plan 2016-2019
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Figure 1: Proportion of Population Classified as Rural, 6-Fold Urban Rural
Classification 2011-12

Our region covers an area of 6,426 square kilometres and the National Records of
Scotland (NRS) mid-2012 population estimate was 150,830.
The main centres of population are
 Dumfries and Locharbriggs (38,900 residents),
 Stranraer (10,600),
 Annan (9,000),
 Lockerbie (4,300),
 Dalbeattie (4,200),
 Castle Douglas (4,200) and
 Newton Stewart (4,100).
All other towns and settlements have populations of less than 4,000 and, at the 2011
Census, approximately one third of people in Dumfries and Galloway (31.6%) were
living in settlements with less than 500 people.
There are significant challenges in the delivery of services in a large rural area.
Whilst we strive to provide consistent and accessible services to all communities, it
may not be possible to provide some specialist services across the region and this
presents challenges in providing for relatively small groups and geographically
dispersed communities.
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Changing Age Structure of Population and Available Workforce
The current population of Dumfries and Galloway is substantially different from the
Scottish population profile. There is a larger proportion of older people and a
markedly smaller proportion of young people in our region and the gap is likely to
widen over time. The average age in Scotland is 40.5 years whereas in Dumfries
and Galloway it is 43.9 years.
In future, on average, it is projected that people will live longer (see Figure 2). Within
our region, the over 65s population is projected to grow by 19% by 2022 and 40% by
2037(12% for those aged 65-74 and 75% for those aged 75 and over). The number
of residents aged 90 years or over is projected to increase from 1,314 in 2012 to
4,771 in 2037. Alongside this, the population of 15-64 year olds is projected to
decrease by 22% by 2037. (2012 based figures from the National Records of
Scotland 2012).
Figure 2: Changes in Population

Source National Records of Scotland

Whilst we expect our population to live longer there is a projection that the number of
ill health years will also increase. (see Figure 3).
Figure 3: Healthy Life Expectancy
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The working age (16-66 years) population within Dumfries and Galloway is predicted
to decline by 18% by 2037. This decrease in the size of available workforce, in
conjunction with the age profile of our current workforce, requires to be taken into
account when planning our future workforce. As of October 2015, 25% of the
integrated workforce was 55 years or older and around 10% of the integrated
workforce is aged 25 years or under (Source: Integration Workforce Summary by
Age within this plan).
Within our region, we will therefore face the challenge of supporting an ageing
population (with an increasing needs profile from both a health and social care
perspective), at the same time as experiencing a projected decline in the available
working age population.
Financial Context
The current financial challenges across the Public, Third and Independent sectors
are well known.
The Integration Joint Board is required to plan, support and deliver services
effectively and efficiently to achieve quality and consistency, and to bring about a
shift in the balance of care from institutional to community-based settings. This will
require to be achieved from the resources within the Dumfries and Galloway
integrated health and social care budget and includes making financial savings on an
ongoing basis.
Health and Social Care Integration
The Integration of Health and Social Care services requires all partners to work
together in new ways to support transformational change at all levels of their
organisations.
Recruitment and retention of Health and Social Care Staff
Providers express concerns about the challenges in recruiting and retaining staff
across health and social services.
There are various issues that affect the recruitment and retention of staff across
sectors including, but not exclusively, pay and conditions, the challenge of
geographical recruitment, fragmenting working time, zero-hours contracts and the
diversity of pay practices. (Source: Social Care Providers Survey Report on
Recruitment and Retention 2015).
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DEFINING OUR FUTURE WORKFORCE
When determining the future workforce requirements for the delivery of integrated
health and social care, we must take account of our existing workforce and the
challenges of developing roles and skills.
Partners are currently working together to build a shared understanding of the whole
workforce. Whilst the Council and NHS already have separate systems in place to
collect data on their workforce, a systematic approach to collect a single data set on
the Health and Social Care workforce across all sectors is required.
In order to determine future workforce requirements, we will consider the following
and link them to strategic, financial and service planning:
 Skills set analysis and requirements
 Roles and number of staff required and
 Productivity and new ways of working
Thereafter, the current workforce data set can then be compared against future
workforce requirements and a plan developed to bridge any gaps.
CURRENT WORKFORCE INFORMATION
Information that is currently available as of October 2015 is outlined below.
Whilst it has not been possible to gather full workforce information within the Third
Sector, data from a sample of 36 organisations within Dumfries & Galloway is
included. There is some duplication (938 paid staff) between the Third and
Independent sectors data, specifically concerning organisations who are non
statutory and voluntary sector, which will be addressed.*
Table 1: Integration Workforce Summary by Headcount, Working Time
Equivalent (WTE) and Positions
Organisation

Headcount

WTE

Number of Positions

D&G Council

582

414.2

594

NHS D&G

4425

3541.2

N/A

Independent sector

4480
1695

N/A

N/A

N/A

N/A

Third Sector*

(includes 938 paid staff and 757
volunteers)

Total
11182
*Data supplied from a sample of 36 organisations
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Table 2:
Integration Workforce Summary by Position Type
Organisation
Part Time Full Time Voluntary
Total
D&G Council

419

175

NHS D&G

2564

1861

Independent sector

2750

2045

Third Sector*

322

183

594
4425
4795
1262

757

757
Total
6055
4264
*Data supplied from a sample of 36 organisations
Table 3:

11076

Integration Workforce Summary by Gender

Organisation

Male

Female

D&G Council

65

529

594

NHS D&G
Independent
sector

735

3690

4425

650

3830

4480

Third Sector*

232

548

786

Total

Total
1682
8597
10285
* Data supplied from a sample of 36 organisations
Table 4:

Integration Workforce Summary by Age

Organisation

Age Bands**

Total

<25

26-35

D&G Council

24

63

105

204

182

NHS D&G
Independent
sector

284

823

966

1389

595

770

665

Total

903

1656

1736

Organisation

36-45 46-54 55-64

65+
594

898

16
65

4425

1350

960

140

4480

2943

2040

221

9499

Age Bands**
<30

30-45

46-54 55-64

Third Sector*

122

175

190

206

Total

122

175

190

206

Total
65+
65
65

758
758
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* Data supplied from a sample of 36 organisations
**Please note that the age band figures reflect that employees may hold more than
one post
Table 5: NHS Workforce Summary by Directorate
Directorate
Number of NHS staff
Acute & Diagnostics
1420
Corporate
684
Facilities
404
PCCD East
430
PCCD West
555
Mental Health
476
Women & Children’s
456
Total
4425
Table 6: Dumfries & Galloway Council Social Care Workforce Summary by
Directorate
Directorate
Number of Council
staff
Social Work Services
322
DG First
272
Total
594
Table 7: NHS Workforce Summary by Job Family Profile
Job Family
Number of NHS staff
Administration
762
Allied Health Profession
328
Medical & Dental Support
45
Healthcare Science
115
Medical & Dental
322
Nursing & Midwifery
2124
Other Therapies
126
Personal & Social Care
20
Senior Managers
8
Support Services
564
Other
11
Total
4425
Table 8: Independent Sector Workforce Summary by Job Family
Job Family
Number of staff
Independent Sector
Administration/ Support
180
Ancillary
370
Class 2 Care Worker
3190
Dumfries and Galloway Integrated Joint Board Workforce Plan 2016-2019
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Class 3 Care Worker
Class 4 Care Worker
Unit / Project Manager
Total

340
260
150
4490

Table 9: Council Workforce Summary by Job Profile
Job Family
Number of Council
staff
Clerical / Administration
18
Care / Home Worker
340
Other Support Services
146
Social Worker / Senior
88
Practitioner / Manager
Senior Management
2
Total
594
PLANNING AHEAD
1. Approach and Methodology
We will deliver our Workforce Plan using the ‘Six Steps Methodology’ and ensure
that Workforce planning is an integral part of our service and financial planning.
2. Workforce Intelligence
An integrated approach to gathering data on our workforce will enable us to analyse
and manage our resources, skills in our workforce and capacity and demand issues.
It will also support our ability to project our future workforce requirements, any gaps
in skills or resources and the financial impacts of this.
Our Ambition by 2019: To develop a standard workforce data set to support
Integration and this workforce plan, including information on the 9 protected
characteristics.
3. Workforce Development
A skilled, motivated and healthy workforce across Health and Social Care is critical
to delivering integrated services and meeting the future growing demand for
services.
Our ambition by 2019: To ensure that workforce development contributes to a
healthy, sustainable, capable, engaged and motivated workforce, which reflects our
local community. We will seek to promote Health and Social Care as a career of
choice.
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4. Leadership and Engagement
Effective leadership and engagement supports cross-sector working and requires
approaches that are driven by values, honest dialogue, strengthening management,
and involving the workforce.
Our Ambition by 2019: To develop our leaders and strengthen our management to
ensure the effective engagement of our workforce.
To understand the different cultures across sectors and develop a healthy culture
across the partnership.
5. Integrated Working
Integrated ways of working requires the workforce to be fully engaged in the
planning, design and delivery of care and support with people who use services,
carers and families.
Our ambition by 2019: To explore how to do things differently and achieve new,
effective integrated models of care by supporting and helping our collective
workforce and representatives to develop and work together in joined up ways.
Plan Implementation and Monitoring
The Integrated Workforce Plan will be reviewed on an ongoing basis and progress
reported to the Integration Joint Board on an annual basis.
The partnerships will develop operational workforce plans which complement the
strategic aims of this document.
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Appendix 1
Alongside the workforce outlined in page 2 of the plan, the following NHS services
are included as they provide a service to people over the age of 18:







Primary Medical Services and General Medical Services (including GP
Pharmaceutical services)
General Dental Services, the Public Dental Service
General Ophthalmic Services
General Pharmaceutical Services
Out of Hours Primary Medical Services
Acute Hospital Services

Within the Independent and Third Sector services, the following services are
included:





Care at Home
Care Homes
Housing Support including Care and Repair
New models of care and support including:
o Re-ablement/Short term intensive support (care home and care at
home)
o Rapid response teams – call out support service, emergency call outs
e.g. care call responder
o Specialist dementia services
o End of life
o Palliative care
o Night support services
o Day services
o Telehealth, telecare
o Using technology to meet health and social needs of people
o Different models of housing e.g. very sheltered etc, communities, new
models of tenancy
o Support for carers and new models of delivering this type of support
o Activities to support quality of life and life-long living for all
o Respite
o Holistic support for individuals with different health conditions/diagnosis
regardless of their age
o Transport
o Volunteering, support and management of volunteers
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Agenda Item 18

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

Financial Performance: 11 Months to 29th February 2016
Author:
Graham Stewart
Deputy Director of Finance

Sponsoring Director:
Katy Lewis
Director of Finance

Date: 14th March 2016
RECOMMENDATION
The Board is asked to note and consider the month eleven financial position and in
particular:
•
•
•
•

Delivery of a breakeven position for 2015/16
The movement in the year to-date position of £214k in month to an overspend
of £1.043m
The ongoing financial risks and challenges
The revised year-end forecast position

CONTEXT
Strategy / Policy:
The Board has a statutory financial target to deliver a breakeven position against its
Revenue Resource Limit (RRL).
Organisational Context / Why is this paper important/ Key messages:
The Board has a statutory financial target to deliver a breakeven position against its
RRL. 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).
The Acute Services Redevelopment Project (ASRP) has required that £9m of
funding over the last three years has been banked with the Scottish Government
and will be drawn down in future years to support transitional costs, with £2m drawn
down in 2015/16.
This report reflects the month eleven position for 2015/16 and provides a summary
of the main financial issues during this period, including the delivery against
efficiency plans and the continued, increasing pressures on both primary and
secondary drug prescribing.
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Organisational Context / Why is this paper important/ Key messages Cont/....
The year to date (YTD) position of £1.043m over-spend, highlights the continuing
difficult financial challenge facing the Board in delivering a breakeven position
against a background of escalating finance pressures across the system, indicating
an increased over-spend position from month ten of £214k due primarily to the
increased pressures within both primary and secondary care prescribing (£1.74m
and £0.34m respectively).
Whilst the operational directorates’ position continues to worsen, the Board is still
forecasting a break-even position for year-end through the use of non-recurrent
contingencies.

GLOSSARY OF TERMS
ADTC
AHP
ASRP
CIG
CNORIS
CRES
CRU
DGRI
EMI
IM&T
IPTR
LDP
MYR
NOACs
OT
PCCD
PFI
QOF
RRL
SGHSCD
SLA
SMC
STARS
UNPACS
WTR
YTD

-

Area Drugs and Therapeutics Committee
Allied Health Professionals
Acute Services Redevelopment Project
Capital Investment Group
Clinical Negligence and Other Risks Scheme
Cash Releasing Efficiency Scheme
Compensation Recovery Unit
Dumfries and Galloway Royal Infirmary
Elderly Mentally Ill
Information Management and Technology
Individual Patient Treatment Request
Local Delivery Plan
Mid-Year Review
Novel Oral Anti-Coagulants
Occupational Therapy
Primary and Community Care Directorate
Private Finance Initiative
Quality and Outcomes Framework
Revenue Resource Limit
Scottish Government Health & Social Care Directorates
Service Level Agreement
Scottish Medical Consortium
Short Term Augmented Response Service
Unplanned Activity
Working Time Regulations
Year To Date
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MONITORING FORM
Policy / Strategy Implications

Supports agreed financial strategy in Local Delivery
Plan

Staffing Implications

Not required

Financial Implications

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

Consultation / Consideration

Board Management Team

Risk Assessment

Financial Risks included in paper

Sustainability

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

Compliance
Objectives

with

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

Single
(SOA)

Outcome

Best Value

Agreement Not required

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

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

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

2.

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

Financial Position
3.

The Board is reporting an over-spend of £1.043m against budgets based on
eleven months expenditure to 29th February 2016. The financial analysis
presented in Appendix 2 provides a detailed position by directorate. The
position reflects the main pressures identified in previous reports, which
continue to be incurred, as well as any new pressures identified. Specifically,
the on-going pressures around prescribing (across both Acute services and
Primary Care services) expenditure and on-going gap in the delivery of savings
schemes recurrently, are the two main areas for concern YTD.
Table 1
Last Month
Variance £k

This Month
Variance £k

Movement
£k

(1,077)

(1,295)

(218)

Corporate Services

289

335

46

Strategic

(41)

(83)

(42)

TOTAL NHS Board

(829)

(1,043)

(214)

Operating Directorates

4.

Medical locum expenditure still remains a significant cost to the Board, but after
a few months of exceptional increases in locum use, the current trajectory for
the remaining months of the financial year is back in-line with original forecasts
provided at the start of the year.

Key Financial Risks
5.

The key financial risks as identified are summarised as follows:
•

Delivery of in-year Cash Releasing Efficiencies Savings (CRES), indentifying
recurring plans to ensure these are identified in full by the year end (£1.89m
recurring gap).
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•
•
•

The continued high costs associated with medical locums and cover of
medical staffing rotas (£10.76m YTD - £8.67m within Acute and Diagnostics
Directorate).
GP prescribing and the uncertainty of future price and volume changes
(£1.74m YTD).
Increasing prescribing pressures within secondary care this month, more
than doubling the cumulative position to £628k over-spent. The secondary
care drug reserve has now been fully committed to budgets.

Revenue Resource Limit (RRL)
6.

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

7.

The forecast RRL for 2015/16 (excluding Family Health Services allocation) is
£306.7m. This includes a confirmed revenue allocation of £306.5m based
upon the January allocation schedule, with a further £221k of anticipated
allocations expected to be received in the final month of the financial year
(which relates to funding movements we have been advised to expect but
where the SGHSCD have not yet confirmed formally in the allocation schedule).

8.

In addition, Family Health Services Non Discretionary allocation of £15.4m has
been added to this schedule to provide an overall projected RRL for 2015/16 of
£322.1m.

9.

Appendix 1 provides details of allocations received during February 2016.

Efficiency Delivery Plan (CRES)
10. The financial plan for 2015/16 identified the need to deliver recurring
efficiencies of £7.96m. This plan is split £7.5m cash releasing efficiencies and
£460k productivity savings. Whilst only a modest increase over last year’s
requirement, the Directorates continue to struggle to identify the savings plan in
full as at the end of February 2016. A plan has been agreed by the Board
which identified efficiency schemes and this will be used to monitor and
manage plans against in-year.
11. Monthly budget scrutiny meetings continue to be held with the Chief Operating
Officer, Deputy Director of Finance and each General Manager, focussing on
the financial challenges in-year as well as identifying further solutions to
bridging the remaining gap on the CRES work-streams.
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12. The Summary CRES position, by workstream, as shown in Appendix 3, is
summarised in the table below:
Table 2
CRES GAP

Workstream

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

Original
Recurring
Schemes

YTD
Varianc
e

Total
Savings
Plan

In Year
15/16

Recurring
16/17

£k

Original
Nonrecurring
Schemes
£k

£k

£k

£k

494

153

647

1

41

0

1,527

300

1,827

(164)

(164)

(151)

416
82
965
2,000
464
18
843
6,810
460
7,270

400
220
0
0
18
0
(400)
690
0
690

816
302
965
2,000
481
18
443
7,500
460
7,960

0
0
0
(750)
(28)
0
0
(942)
0
(942)

(46)
49
0
(750)
(10)
0
(1,014)
(1,894)
0
(1,894)

0
0
0
(687)
(24)
0
0
(862)
0
(862)

£k

13.

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

14.

The profile of the savings schemes to-date show an underachievement of
£862k against CRES, from the table above, this underlines the significant level
of challenge that remains this year in identifying the balance of £942k for
2015/16 and the £1,894k recurrently as we move into the next financial year.

15.

The recurring CRES Gap predominantly relates to the level of unidentified/
underachievement across both Prescribing workstreams and the reduced
balance across Clinical Directorates, £750k and £1,014k respectively. Whilst
Primary Care and Community Services Directorate are achieving their element
of the Community Services Change Workstream overall, the Womens and
Childrens’ Directorate continue to report an underachievement against their
plans of £164k.
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Table 3

16. Risk analysis of the deliverability of the current CRES plan has been reviewed
as at end of month 11 and shows that 18% of schemes are now high risk, 3%
are medium risk and 79% are low risk/achieved.
17. Detailed monitoring of all the efficiency schemes is carried out on an ongoing
basis by the Efficiency Group, supported by the Senior Finance Team, to
assess and highlight risks of CRES delivery. In addition, the monthly budget
scrutiny meetings, chaired by the Chief Operating Officer, focuses on how each
Directorate is working on achieving the remaining balance in full on a recurring
basis.
18. The focus is now on delivering the recurrent gap in 2016/17 as part of the
overall level of efficiency savings to achieve a break-even position in the next
financial year.
Operating Directorates Summary
19. The Operating Directorates are showing an over-spend position as at the end
of February of £1,295k (£1,077k end January), a movement of £218k in the
month.
20. The table below highlights the summary variance by operating service as at
end of February 2016, as well as the revised forecast variance based upon the
latest month’s position and assumptions:
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Table 4
Directorate

YTD
Budget

YTD
Actual

YTD
Variance

£k

£k

£k

Prior
month
variance
£k

In-month
Movement
£k

Acute & Diagnostics Directorate

85,219

85,654

(435)

(231)

(204)

Facilities & Clinical Support

16,460

16,397

64

16

48

Mental Health Directorate

18,364

17,856

508

467

41

Primary & Community Care

52,680

54,210

(1,530)

(1,467)

(63)

Women & Children’s Directorate

18,495

18,396

99

138

(39)

191,218

192,513

(1,295)

(1,077)

(218)

Sub Total–Operating Directorates

21. As previously indicated above, the main pressures facing the Operational
Directorates are related to the over-spend in Primary Care Prescribing and the
increase in Secondary Care Prescribing. The sections below highlight the main
issues affecting each Directorate.
Acute and Diagnostic Services
22. The Acute and Diagnostic Directorate deteriorated by £204k in February due to
an underlying adverse drug expenditure movement in the month of £243k.
23. The cumulative over-spend on non-pays is now £874k. The over-spend on
drugs accounts for £443k of this pressure, relating to unachieved CRES and
activity pressures across Renal, Critical Care, Ophthalmology as well as the
Galloway Community Hospital (for a high cost renal patient).
24. The remaining pressures across non-pays relate to activity undertaken across
ophthalmology, associated with the higher level of cataract procedures
undertaken this year compared to last year (up 8.5% year on year).
25. Medical locums decreased in February, bringing levels back down closer to
forecast. This has allowed for an improvement on the adverse variance in
month 10 (£125k) to an adverse variance of £87k in Month 11. Overall Pays is
now £446k under-spent YTD due to the level of vacancies across the nursing
(£299k), labs (£194k) and admin areas (£85k).
26. Appendix 6b demonstrates the trend within medical locum use across the
Directorate.
Mental Health Directorate
27. The Mental Health Directorate are reporting an under-spend of £508k at
February 2016 (£467k under-spend at January), with £451k of this within
staffing budgets.
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28. The main areas of under-spend continue to be within the Learning Disability
services (£146k), medical staffing within Adult and Older Adult Services due to
vacancies (£80k), Mental Health Community Teams (£77k), Psychology (£52k)
and Mental Health OT (£67k).
29. The under-spends associated with pays reflects the ongoing level of vacancies
across the Directorate, combined with recent retirement of a senior post and
difficulties in backfilling for maternity leave.
30. Non-pays are under spent by £62k YTD, with some underlying pressures
across drug expenditure within substance mis-use and prison service
healthcare, off-set with a variety of small under-spends across the other areas
in the Directorate.
31. Recruitment to the Mental Health Change Programme is well underway across
the services and therefore the level of under-spend for the final month of the
year (as evidenced in the lower under-spend this month as compared to the
previous month) will be much reduced and is reflected in the revised forecast
variance.
Facilities & Clinical Support
32. Facilities & Clinical Support are reporting a cumulative under-spend of £64k at
February 2016.
33. The £48k improvement to the position in the month relates to an increase in
recovery of income from Residences (£14k) and an increase in gas usage
(Crichton Development Company) which impacts upon the associated income
recharge (£29k). There has also been a small reduction in reaction property
maintenance in month.
Primary and Community Care Directorate
34. Primary and Community Care Directorate is reporting an over-spend of £1,530k
to February 2016 (£1,467k over-spend at January). The on-going pressures
within Primary Care Prescribing account for the entire over-spend across the
Directorate, accounting for a cumulative adverse position of £1,744k.
35. This continues to relate to ongoing pressures due to volume and price issues
continuing to rise at levels above those originally anticipated in the opening
budgets. This also highlights the continued costs associated with some drugs
remaining in short supply, with associated tariff increases reflective of this
national problem.
36. The forecast outturn position of £2.0m overspend remains a realistic
assessment of the pressures facing GP Prescribing over the next month. The
risk of continued increases in volume and price movements remains high and
have therefore been built into the year-end forecast position.

NOT PROTECTIVELY MARKED
Page 9 of 13

541

37. Almost one third of the over-spend YTD relates to the underachievement on
CRES schemes identified (£561k). The remaining over-spend is due to the mix
of volume and price issues being incurred this year and is currently estimated
to be 6.6% over-spent, reflecting the pressures seen in recent months. The
total gross ingredient cost has seen a 4.97% increase comparing the same
period as last year, whilst volume is up by 2.1% over the same time-frame.
38. The table below provides a top level summary of the areas driving the overspend YTD (with a full analysis provided in Appendix 7):
Table 5
M11 Variance Forecast Outturn
PCCD Prescribing Position
Explanation of Variances
Unidentified CRES
Volume Growth
Tariff Impact due to Price Fluctuations
Total Forecast Prescribing Position

£561,301
£366,135
£817,049

£617,431
£399,420
£992,383

£1,744,485

£2,009,234

39. As can be seen from above, there are a variety of significant price increases
impacting across high volume and common drug expenditure, not previously
highlighted when setting the 2015/16 prescribing budgets. These are national
issues impacting all Health Boards across Scotland and finance continue to
work with prescribing colleagues with each clinical team to ensure these issues
are highlighted more accurately for next financial year.
40. Some of the largest swings have meant price increases of up to 10 times the
price paid last year (Metformin for example), with a number of drugs now
between 1.5 to 6 times more expensive than last year. This is mainly due to
changes in tariff regimes agreed nationally across the UK and increasing
numbers of drugs declared to be in short supply.
41. The pays position of £595k under-spend across the Directorate helps to off-set
the adverse prescribing variance, with a favourable movement in the month of
£47k.
42. The under spends across Pays relate primarily to the regional Short Term
Augmented Response Service (STARS) (£141k), with the remaining
underspend relating to vacancies across Nursing (£293k) and Ancillary staffing
(£157k).
Women and Children
43. The Women and Children’s Directorate is reporting an overall under-spend of
£99k to February 2016, an adverse shift of £39k in the month.
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44. Pays continue to under-spend due to the level of vacancies across Nursing
within Public Health and Neonatal (although there have been recent
appointments and new post holders started January), and Allied Heath
Professionals (AHP) staffing. The YTD under-spend is £343k at February 2016.
45. Non-pays across Women and Children’s Directorate are £243k over-spent
YTD, made up of the unidentified CRES target 2015/16, combined with the
balance of 2014/15 CRES target still to be identified in full. This is the main
cause of the adverse shift in the month, with the on-going gap on this year’s
CRES plan (£275k YTD).
Corporate Services
46. The Corporate Directorates are reporting an overall under-spend of £335k.
The table below provides a summary of the position by each corporate area;
Table 6
Directorate

YTD
Budget

YTD
Actual

YTD
Variance

£k

£k

£k

Prior
month
variance
£k

In-month
Movement
£k

Chief Executive

1,112

1,106

6

8

(2)

Chief Operating Officer
Director of Nursing,
Midwifery & AHPs
Finance Directorate

6,143
1,884

6,141
1,813

3
72

4
65

(1)
7

2,043

1,970

73

52

21

5,976

6,023

(48)

(72)

24

Medical Director
Public Health

2,335
1,463

2,186
1,403

149
60

156
61

(7)
(1)

Strategic Planning
Workforce Directorate

1,888

1,869

19

16

3

594

594

0

(1)

1

23,439

23,104

335

289

45

Non-recurring projects
Sub Total–Operating
Directorates

47. The YTD variance is related to the level of vacancies across the pays budget
within Public Health, Nursing, Medical Director and Strategic Planning, resulting
in an overall under-spend on pays of £508k (£468k under-spend at January).
48. The most significant under-spend within pays is within the E Health Directorate
which is showing an under-spend of £128k. (Under spend in health records
following organisational change).
49. The over-spend in non pays of £150k in the month relates to the increased
level of expenditure within Hospital Based Prescribing (HBP) (within the £129k
adverse Medical Director position) in the month of £47k, reflecting the costs of
a new drug issued in both Dermatology and Rheumatology. This is being
monitored and discussed with the relevant clinicians to understand the longerterm impact and associated increase in activity.
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Strategic Services
50. Strategic services has an over-spend of £83k at February (£41k over-spend
January).
51. The main shift in the month relates to primary care overspend of £36k relating
to confirmation of increased rent charges now confirmed as higher than
previously estimated.
52. Externals are now £122k under-spent, reflecting activity levels across the
Service Level Agreements (SLAs) with other Scottish Health Boards and NHS
England Hospitals and consistent with previous months’ variances.
Non-core Expenditure
53. Non-core expenditure comprises of costs to the Board which are not transacted
as cash and include charges for depreciation, Private Finance Initiative (PFI),
provisions and asset impairments. These are funded by a separate non-core
revenue allocation provided by SGHSCD.
54. The budget for 2015-16 is currently anticipated at £7.471m, with a breakdown
between elements as follows
Table 7
Annual
Budget

Charges
to Date

Available

£'000
3,851
156
1,556
312
369
301

£'000
399
22
18
88
0
399

6,545

926

Original
Budget

Current
Forecast

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

4,250
178
1,574
400
369
700
7,471

£'000
4,500
191
173
100
369
1,000
6,333

£'000
4,250
178
1,574
400
369
700
7,471

55. The level of funding required for impairments depends on the type of
expenditure undertaken as part of the capital plan based on revised valuations
therefore this adjustment will not be actioned until year end as the position is
fixed with the Scottish Government in the November Monitoring Return.
Review of Key Financial Risks
56. There still remain financial risks to be resolved in ensuring the expected breakeven year end position is achieved. In particular the following are the main
issues:
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•
•
•

•
•

Delivery of CRES in-year; whilst the in-year gap has been reduced
significantly this month, the overall gap remains at £942k, with the recurrent
gap at £1.9m.
Reducing Medical Locum expenditure, especially across Acute and
Diagnostics Directorate, which is reporting an improved position compared
to earlier in the year but is still a significant risk.
On-going pressures and increasing costs and volume within Primary Care
Prescribing (in addition to the increased level of unidentified CRES as
above). These pressures continue to increase well above the anticipated
levels assumed at the start of the year and a workshop recently undertaken
with the Medical Director and Pharmacy Team with GPs and Finance have
agreed an action plan to address some of these pressures.
Achievement of Access Targets within Acute and Diagnostics, with ongoing reliance on other providers, to help maintain the planned level of
performance, given the current level of demand in the system.
The increasing pressure on External SLAs for activity sent out-with the
Health Board’s boundaries, particularly to Lothian and the increasing
incidence of external high cost drugs and unexpected high cost patients
treated out of area (this is seen as a high level of financial risk as we
continue to wait on other NHS Boards to provide validated activity
information on the YTD position, making it more difficult to assess the
potential increase in activity this year compared to the agreed level within
the SLAs).

57. The report includes the following appendices:
i.

ii.

iii.
iv.

v.
vi.
vii.

Appendix 1 provides details of all revenue allocations received during the
current month. It also highlights anticipated allocations and the Board’s
expected final RRL.
Appendix 2 provides a detailed analysis of the budgeted and actual
financial position by operating directorate for period to 30th June 2015. It
identifies variances against budget and also highlights where CRES
targets have not been allocated to operating budgets.
Appendix 3 summarises the CRES plan for 2015/16.
Appendix 4 provides a summary of expenditure variances across the
organisation by expenditure type. This provides a more detailed analysis
of expenditure patterns per directorate.
Appendix 5 provides further detail behind the under and over-spends in
nursing pay budgets.
Appendix 6a and 6b provides details of expenditure on locum staff.
Appendix 7 provides a fuller analysis of the price and volume pressures
affecting GP Prescribing expenditure.

NOT PROTECTIVELY MARKED
Page 13 of 13

Appendix 1

545

NHS DUMFRIES AND GALLOWAY
REVENUE RESOURCE ANALYSIS
At 29th February 2016
Baseline
Recurring
£000s

Revenue Allocation as at 31st January 2016

266,877

Earmarked
Recurring
£000s

30,086

Non
Recurring
£000s

2,398

Non
Core
£000s

7,221

Total
£000s

306,582

Other

(7)

Cancer Treatment Helpline
Immunisation Programme Vaccines Part 1 (10%)
National Enhanced Recovery Colorectal Initiative
NSD Positron Emission Tomography
Open University Pre-Reg Nursing Education Programme

(7)
43
25
(179)
23
0
0

43
25
(179)
23

Non Core

0
Total Allocations
Revenue Allocation as at 29th February 2016
Anticipated Allocations
Total Revenue Allocation (excl FHS)
Family Health Services Non Discretionary Allocation
Total Revenue Allocation (incl FHS)

0
266,877
266,877

(186)
29,900
(23)
29,877

90
2,488
(6)
2,482

0
7,221
250
7,471

(96)
306,486
221
306,707
15,394
322,101
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NHS DUMFRIES AND GALLOWAY
EXPENDITURE ANALYSIS
11 Months Ended 29th February 2016
Annual Budget

Pays Ytd

Pay

Non Pay

Income

Total

£000

£000

£000

£000

Area

Non Pay Ytd

Income Ytd

Total Ytd

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Actual

Variance

Budget

Actual

Variance

Variance

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

%

Operating Directorates
94,146 Acute & Diagnostics Directorate

63,241

62,795

446

22,630

23,504

(874)

(652)

(645)

(7)

85,219

85,654

(435)

7,462

7,324

138

10,362

10,349

13

(1,364)

(1,277)

(88)

16,460

16,397

64

0%

20,091 Mental Health Directorate

17,821

17,371

451

1,927

1,865

62

(1,384)

(1,379)

(5)

18,364

17,856

508

3%

57,542 Primary & Community Care

23,706

23,110

595

30,240

32,349

(2,109)

(1,265)

(1,249)

(17)

52,680

54,210

(1,530)

-3%

19,995 Womens & Childrens Directorate

17,471

17,129

343

1,723

1,967

(243)

(700)

(699)

(1)

18,495

18,396

99

1%

129,701

127,729

1,972

66,883

70,033

(3,150)

(5,366)

(5,249)

(117)

191,218

192,513

(1,295)

0

0

0

0

0

0

0

0

0

0

0

0

0%

129,701

127,729

1,972

66,883

70,033

(3,150)

(5,366)

(5,249)

(117)

191,218

192,513

(1,295)

0%

1%

70,256

24,573

(683)

8,158

12,028

(1,522)

18,665 Facilities & Clinical Support

19,458

2,160

(1,527)

25,852

33,055

(1,365)

19,026

1,834

(866)

142,751

73,650

(5,963)

0

0

0

142,751

73,650

(5,963)

210,438

0 Op Services Remaining CRES

210,438 Sub Total - Operating Directorates

-1%

0

Corporate Services
711

528

0

2,549

4,691

(85)

2,122

186

(239)

2,284

1,999

(1,010)

5,010

2,437

(970)

348

264

(355)

2,517

836

(855)

743

1,013

(46)

1,673

617

(286)

17,956

12,568

(3,847)

1,239 Chief Executive

652

651

1

460

455

5

0

0

0

1,112

1,106

6

7,154 Chief Officer E Health

2,334

2,206

128

3,888

4,008

(120)

(78)

(73)

(5)

6,143

6,141

3

0%

2,069 Dir Nursing, Midwifery & Ahp's

1,944

1,855

88

172

189

(17)

(231)

(232)

1

1,884

1,813

72

4%

3,272 Finance Directorate

2,088

2,016

72

945

941

3

(990)

(987)

(3)

2,043

1,970

73

4%

6,477 Medical Director

4,480

4,406

74

2,160

2,289

(129)

(664)

(671)

7

5,976

6,023

(48)

-1%

256 Non Recurring Projects
2,497 Public Health
1,709 Strategic Planning
2,004 Workforce Directorate
26,678 Sub Total - Corporate Services

390

390

0

559

559

0

(355)

(355)

0

594

594

0

0%

2,295

2,242

53

507

388

120

(467)

(443)

(24)

2,335

2,186

149

6%

648

597

52

856

852

4

(41)

(45)

4

1,463

1,403

60

4%

1,533

1,493

40

585

601

(16)

(231)

(226)

(4)

1,888

1,869

19

1%

16,365

15,857

508

10,132

10,281

(150)

(3,058)

(3,034)

(24)

23,439

23,104

335

1%

Strategic
0

0

(4,986)

(4,986) Central Income

0

0

0

0

0

0

(4,571)

(4,402)

(169)

(4,571)

(4,402)

(169)

4%

0

36,078

(3,035)

33,043 External & Resource Transfer

0

0

0

30,597

30,541

56

(2,678)

(2,744)

66

27,920

27,798

122

0%

750

732

18

1,987

2,020

(33)

0

(16)

16

2,737

2,737

(0)

0%

353

342

11

37,613

37,660

(47)

(1,792)

(1,792)

(0)

36,174

36,210

(36)

0%

3,008 Minor Capital Projects

814

2,194

0

385

41,133

(1,955)

39,563 Primary Care

1,199

79,404

(9,976)

70,627 Sub Total - Strategic

1,103

1,074

29

70,197

70,222

(25)

(9,040)

(8,953)

(87)

62,259

62,343

(83)

4%

0

7,221

0

7,221 Non Core Expenditure

0

0

0

6,545

6,545

0

0

0

0

6,545

6,545

0

0%

161,906

172,843

(19,785)

147,168

144,660

2,509

153,757

157,081

(3,324)

(17,464)

(17,236)

(228)

283,461

284,505

(1,043)

5%

474

6,664

0

0

0

0

0

0

0

0

0

0

0

0

0

0%

162,380

179,507

(19,785)

147,168

144,660

2,509

153,757

157,081

(3,324)

(17,464)

(17,236)

(228)

283,461

284,505

(1,043)

5%

314,964 Total Operating Budgets
7,137 Reserves

322,101 Grand Total
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Efficiency Delivery Plan 2015-16
Position at 29th February 2016
Forecast Outturn Savings

Description

CRES GAP

Delivered Savings 2015-16

Original Recurring Sch
l Non Recurring S
Total Saving PlaIn Year 2015-16
ear Recurring 20In Year 2015-16Recurring 2016-17
£
£
£
£
£
£
£

YTD plan
£

YTD actual
£

YTD Variance
£

Workstream
Acute Services Clinical Change

494,000

152,500

646,500

647,281

535,040

781

41,040

587,972

587,972

0

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

1,527,480
415,960
81,764
965,000
2,000,000
464,040
18,236
843,520
6,810,000

300,000
400,000
220,000
0
0
17,500
0
-400,000
690,000

1,827,480
815,960
301,764
965,000
2,000,000
481,540
18,236
443,520
7,500,000

1,663,080
815,960
301,764
965,000
1,249,568
454,040
18,236
443,520
6,558,449

1,363,080
371,003
150,902
965,000
1,249,568
454,040
18,236
443,520
5,550,389

-164,400
0
0
0
-750,432
-27,500
0
0
-941,551

-164,400
-44,957
49,138
0
-750,432
-10,000
0
-1,014,000
-1,893,611

1,607,268
582,805
203,790
884,587
1,830,927
443,944
16,720
406,560
6,564,573

1,456,557
582,805
203,790
884,587
1,143,616
420,196
16,720
406,560
5,702,803

-150,711
0
0
0
-687,311
-23,748
0
0
-861,770

Total

6,810,000

690,000

7,500,000

6,558,449

5,550,389

-941,551

-1,893,611

6,564,573

5,702,803

-861,770

Productivity Savings

460,000

0

460,000

460,000

460,000

0

0

421,663

421,663

0

Combined Total

7,270,000

690,000

7,960,000

7,018,449

6,010,389

-941,551

-1,893,611

6,986,236

6,124,466

-861,770
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NHS D&G: Subjective Report

Account
Type

Pay

Account Summary

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

Pays
Non Pay

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

Non Pay
Income

2016

Variances - Year To Date Month:

February

Acute &
Diagnostics
Dir

Mental Health
Directorate

Primary &
Community
Care

Womens &
Childrens
Directorate

Corporate
Services

Strategic

Non Core
Expenditure

Facilities &
Clinical
Support

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

Ytd Variance
£000

89
(67)
(2)
239
(25)
(87)

64
(17)
177
28

19
22
7
2

32
17
293

(61)

299

28
81
(10)
81
0
74
(3)
199

354

446

451

595

343

(68)
(459)
(188)
0
(8)

(2)
(33)
(11)
(0)
(17)

(28)
(4)
(27)
(18)
17
(91)

(874)
Fhs Income
Hch Income
Other Operating Income

Year

16
(76)
(13)
(275)
(0)

15
5
86
(0)
(2)
22

(141)
(13)
(116)
(275)
3
(1,744)
(25)
(58)
154
(16)
(6)
130

62

363
46
(11)
(30)
(50)
163
(31)
42
15

(18)

508

29

Op Services
Remaining
Cres

Ytd Variance Ytd Variance
£000
£000

12
(5)
122
9

(3)
(15)

558
59
280
314
(75)
175
(17)
1,199
15

54
11

4
(0)
21
(6)
0
86

(7)
(46)
(35)
(46)
47
0
(27)
(34)
89
(52)
(29)
(9)

(1)
(0)
(234)
0
47
(51)
(6)
(7)
330
(103)
(1)
3

(2,109)

(243)

(150)

(25)

0

0

138
(71)
(0)
180
0

0
(0)

(0)
8
(137)
(138)
132
1
39

0

13

Total

0

(0)

(0)

2,509
(275)
(628)
(416)
(595)
71
(1,796)
(59)
(235)
515
(64)
(19)
180

(3,324)

(7)
(0)

(0)
(5)

8
(7)
(18)

(0)
(1)

(11)
(41)
28

(0)
(101)
14

Income

(7)

(5)

(17)

(1)

(24)

(87)

0

(88)

0

(228)

TOTAL

(435)

(83)

0

64

(0)

(1,043)

508

(1,530)

99

335

(3)
(165)
(60)

(10)
(78)
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Nursing: Variance Report
4CCN - Level 4 Cost Centre Name
Acute & Diagnostics Dir
Mental Health Directorate

Mental Health Directorate
Primary & Community Care

Primary & Community Care
Womens & Childrens Directorate

Womens & Childrens Directorate
Corporate Services

Corporate Services
Strategic
Facilities & Clinical Support

5CCN - Level 5 Cost Centre Name

Learning Disabilities Dir
Mental Health Admin
Mental Health Community
Mental Health Inpatient
Mental Health Management
Prison & Police Custody H/C
Psychology Directorate
Substance Misuse
Pccd1 Regional Services
Pccd2 A&E Locality
Pccd3 Nithsdale Locality
Pccd4 Stewartry Locality
Pccd5 Wigtownshire Locality
W&C Cmhs
W&C Gynaecology
W&C Learning Disability
W&C Management & Governance
W&C Midwifery
W&C Neonatal
W&C Public Health Nursing
W&C Sexual Health
W&C Ward 15
Chief Executive
Dir Nursing, Midwifery & Ahp'S
Medical Director
Non Recurring Projects
Public Health
Workforce Directorate

Feb 2016
Apr
Variance
£000
1
19

Jun YTD
Variance
£000
10
42

-13
46
-3
0
-2
-1
46
23
14
-8
0
-12
17
5
-3
9
4
-17
4
13
-2
8
22

8
-32
17
3
-6
0
33
41
55
-94
9
26
38
18
0
19
13
-20
12
48
-5
25
109

-8
3
-5
-1
1
-11
0
-1
74

-6
10
0
8
3
15
1
0
206

Sep YTD
Feb YTD
Dec YTD
Jan YTD
Feb YTD
Variance
Variance
Variance £000 Variance £000 Variance £000
£000
%
98
262
312
299
1.06
102
115
128
143
8.27
-10
0
0
0.00
41
63
63
62
2.43
16
-20
51
88
1.54
10
-20
-30
-39
-8.30
7
7
7
7
4.15
-12
-19
-21
-23
0.00
0
-33
-36
-39
-4.82
164
83
163
199
1.74
83
125
141
155
26.71
97
114
112
108
3.05
-93
-121
-110
-121
-5.18
8
-14
-18
-15
-0.70
66
150
157
166
8.35
160
253
283
293
2.77
29
29
32
37
4.38
0
23
26
29
22.67
24
30
31
28
3.80
-2
-3
-3
-4
-1.11
-51
16
33
28
0.79
34
63
72
78
9.42
88
107
108
108
4.40
-10
-17
-19
-22
-10.00
54
65
70
73
5.58
165
314
348
354
3.41
4
0
1
15.90
2
11
12
11
1.16
18
23
25
27
61.30
4
0
0
0
0.00
23
15
10
-2
-0.51
7
5
6
7
1.43
53
58
54
42
2.13
4
8
9
11
3.07
0
0
0
0
0.00
645
977
1,168
1,199
1.90
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NHS D&G: Locum Costs
Actual Locum Costs: Internal & External
2015-16
Directorate

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

YTD

Mar-16

Total

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

739
9
117
16
27
908

796
42
109
34
34
1,015

782
34
82
8
28
934

978
1
225
(1)
38
1,241

907
23
80
36
31
1,077

790
(15)
117
32
33
957

803
3
153
37
33
1,029

653
(1)
117
26
33
828

751
9
147
42
37
986

821
0
129
25
35
1,010

652
8
104
(12)
27
779

8,672
113
1,380
243
356
10,764

0

8,672
113
1,380
243
356
10,764

2014-15
Directorate

£000
Apr-14

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

£000
May-14

£000
Jun-14

£000
Jul-14

£000
Aug-14

£000
Sep-14

£000
Oct-14

£000
Nov-14

£000
Dec-14

£000
Jan-14

£000
Feb-15

£000
YTD

£000
Mar-15

£000
Total

481
0
132
22
24
659

577
27
184
33
35
856

608
25
141
13
30
817

412
36
167
23
26
664

692
113
196
36
27
1,064

735
0
181
11
30
957

628
46
175
33
53
935

615
32
193
51
63
954

608
17
215
40
46
926

591
20
177
48
82
918

748
39
148
44
30
1,009

6,695
355
1,909
354
446
9,759

1,023
40
178
30
67
1,338

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

(249)

(159)

(117)

(577)

(13)

0

(94)

126

(60)

(92)

230

(1,005)

1,338

333

Locum Funding from Reserves
2015-16

Directorate

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

£000

Apr-15

May-15

Jun-15

Jul-15

Aug-15

Sep-15

Oct-15

Nov-15

Dec-15

Jan-16

Feb-16

YTD

Mar-16

Total

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

388
0
43
10
0
441

378
0
53
10
0
441

391
0
1
0
0
392

464
0
124
0
0
588

425
0
(40)
15
0
400

448
0
46
25
0
519

417
0
53
56
0
526

412
0
18
15
0
445

383
0
64
28
0
475

370
0
48
9
0
427

360
0
48
16
0
424

4,436
0
458
184
0
5,078

380
0
40
10
0
430

2014-15 Locum Reserve Funding

4,816
0
498
194
0
5,508
5,491

2014-15
Directorate

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

£000
Apr-14

197
0
46
0
0
243

£000
May-14

213
0
0
0
0
213

£000
Jun-14

267
0
0
0
0
267

£000
Jul-14

222
0
129
57
0
408

£000
Aug-14

321
0
60
27
0
408

£000
Sep-14

330
0
40
0
0
370

£000
Oct-14

412
0
24
18
0
454

£000
Nov-14

349
0
27
42
0
418

£000
Dec-14

333
0
118
33
0
148

£000
Jan-14

331
0
104
31
0
466

£000
Feb-15

251
0
32
35
0
318

£000
YTD

3,226
0
580
243
0
4,049

£000
Mar-15

260
0
31
0
0
291

£000
Total

3,486
0
611
243
0
4,340
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Acute & Diagnostics Agency Spend Analysis
900000

800000

700000

600000

Spend (£)

500000

400000

300000

200000

100000

0
1

2

3

4
Total Agency Spend Forecast

5

6

Locum Reserve Requirement Forecast

7
Total Agency Spend Actual

8

9
Locum Reserve Requirement Actual

10

11

12

Detailed Analysis of Prescribing Pressures

552

M11
Variance

Appendix 7

Forecast Outturn

PCCD Prescribing Position
Explanation of Variances
Unidentified CRES
Volume Growth
Tariff Impact due to Price Fluctuations

£561,301
£326,135
£857,049

£617,431
£399,420
£992,383

£1,744,485

£2,009,234

£64,760
£66,235
£130,994

£103,374
£72,256
£175,630

Dressings
Pregabalin
Duloxetine
Ticagrelor
Total Other Volume

£31,723
£45,000
£51,486
£29,553
£37,378
£195,141

£34,607
£60,000
£56,167
£32,240
£40,776
£223,790

Total Volume Pressures

£326,135

£399,420

Tariff Impact Due to Price Fluctuations
Metformin
Co-codamol
Antispasmod & other drgs alt gut motility
Hydrocortisone (Hormone Replacement)
Trimethoprim
Doxepin
Dipipanone with Cyclizine
Levothyroxine Sodium
Dexamethasone
Carbimazole (Thyroid)
Digoxin (Heart Failure)
Sitagliptin
Vitamin C (Ascorbic Acid)
Amitriptyline
Vitamin D
Proton Pump inhibitors
Trazodone Hydrochloride
Thiamine
Nitrofurantoin
Betamethasone
Others
Total Price Pressures

£83,255
£50,000
£79,994
£61,301
£53,284
£52,569
£51,099
£43,900
£45,496
£44,136
£40,333
£35,022
£28,356
£25,034
£24,204
£23,747
£22,768
£20,849
£17,376
£14,025
£40,301
£857,049

£112,642
£90,000
£87,266
£66,874
£58,128
£57,348
£55,744
£49,510
£49,632
£48,148
£44,000
£38,206
£30,934
£27,310
£26,404
£25,906
£24,838
£22,744
£18,956
£15,300
£42,493
£992,383

Total Forecast Prescribing Position
Volume growth on Specific Drugs larger than in Budget Setting
NOAC's
Apixaban
Rivaroxaban
Total NOACs
Other Volume increase
Valganciclovir ( Antiviral for transplant Patients)
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DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

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

Sponsoring Director:
Katy Lewis
Director of Finance

15th March 2016

RECOMMENDATION
The Board is asked to note:
• The allocations received to date
• The capital expenditure incurred to date
The Board is asked to approve:
• The changes to the programme budgets

CONTEXT
Strategy / Policy:
The Board has a statutory financial target to deliver a breakeven position against its
Capital Resource Limit (CRL).
Organisational Context / Why is this paper important / Key messages:
Allocations of £5.918m have been received from Scottish Government Health and
Social Care Directorate (SGHSCD) to the end of February 2016.
Expenditure of £4.443m has been incurred to the end of February 2016.

GLOSSARY OF TERMS
ASRP
CIG
CRL
HFS
IM&T
LDP
MYR
NBV
SGHSCD
SMOTS
YTD

-

-

Acute Services Redevelopment Programme
Capital Investment Group
Capital Resource Limit
Health Facilities Scotland
Information Management & Technology
Local Delivery Plan
Mid-Year Review
Net Book Value
Scottish Government Health and Social Care Directorate
Scotia Medical Observation and Training System
Year to Date

NOT PROTECTIVELY MARKED
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MONITORING FORM
Policy/Strategy Implications

•

Capital Plan, Property Strategy & IM&T Strategy

Staffing Implications

•

Not Applicable

Financial Implications

•

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

Consultation / Consideration

•

Capital Investment Group, Management Team and
Performance Committee.

Risk Assessment

•

No

Sustainability

•

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

Compliance with Corporate •
Objectives

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

Single Outcome Agreement •
(SOA)

Not applicable.

Best Value

•

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

Impact Assessment
•

Not Applicable

NOT PROTECTIVELY MARKED
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Allocations
1.

The table below shows the position for allocations. To date, the only
allocations outstanding are in relation to NSS equipping fees which are
processed as a year end allocation and a transfer from NES in respect of a
SMOTS system (Scotia Medical Observation and Training System).

CAPITAL BUDGET
SGHSCD - Formula Allocation
Project Specific funding - Estates
Project Specific funding - ASRP
Project Specific funding - WCCH
Deferral of funds to future yrs
NBV on disposals
Capital Grant
NSS fees re equipping
NES - SMOTS
TOTAL AVAILABLE

Anticipated
£000s
3,840
440
3,447
3,000
-3,900
-540
-369
182
21
6,121

Allocation
Received
to date
£000s
3,840
440
3,447
3,000
-3,900
-540
-369
0
0
5,918

Allocation
outstanding
£000s
0
0
0
0
0
0
0
182
21
203

Approved Budget
2.

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

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

Approved
February
£000s
2,912
478
1,977
1080
186
-152
6,481
-377
6,104

Change
£000s
0
208
-167
-35
-4
-8
-6
23
-17

Allocations Received
Allocation Outstanding
Total Anticipated
3.

Propose
April
£000s
2,912
686
1,810
1,045
182
-160
6,475
-354
6,121
5,918
203
6,121

The expenditure to end of February 2016 is also included for your information.

NOT PROTECTIVELY MARKED
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CAPITAL EXPENDITURE PLAN
Women and Children Services Hub
Acute Services Enabling Works
Replacement Programme
Developments
HFS Equipping
Unallocated
Gross Direct Capital Expenditure
NBV on disposals
Net Capital Expenditure

Proposed
April
£000s

Expenditure
to February
£000s

2,912
686
1,810
1,045
182
-160
6,475
-354
6,121

2,708
429
749
420
137
0
4,443
-66
4,377

4.

A review of the programmes against the anticipated year end capital position
has been carried out in March and is on target to deliver.

5.

As is always the case, a level of risk exists with regards to the final delivery by
year end. The plan is currently overcommitted by £160k which leaves sufficient
flexibility for orders not delivered on time, as is often the case.

Project Updates
6.

The Women and Children Services Hub project was completed in February
2016. Commissioning has commenced for an estimated 6 week period
followed by staff transfers. Services are planned to be provided from the new
facility early in May 2016.

7.

The foul water solution for the Acute Services Development Programme has
made further progress since previously reported to Board. Tenders have now
been reviewed and the contract awarded in February 2016 to David Hardie
Engineering. The current plan is that the work will be completed by end of
August 2016. Costs being incurred on this specific project are being treated as
revenue and are therefore not included in the budget and actual costs
highlighted above.
Additional budget has been allocated within the Acute Services Development
Programme enabling works to complete the Electric and Gas works of £152k
and £56k respectively. These are for costs previously not anticipated as part of
the original contract.
Preparation work is also continuing on the fibre project which is part of the
Acute Services Development Programme along with our Dumfries and
Galloway Council colleagues. This work will commence in 2016/17.

8.

All managers are working hard to ensure that delivery of approved equipment is
on site in advance of year end. A number of the replacement and development
equipment bids have resulted in reduced costs, which is being managed as part
of the overall delivery of the capital plan.
NOT PROTECTIVELY MARKED
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9.

HFS Equipping final costs have been noticed from SGHSCD, a slight decrease
of £4k to £182k. These costs are charged at year end and relate to national
support for equipping new builds/refurbishment projects.

10. Over commitment on the overall plan is currently sitting at £160k which, as
highlighted, leaves sufficient flexibility for managing any late changes.
11. All anticipated disposals are now confirmed and planned for completion in
advance of year end. Movement on the original plan of £23k is forecast due to
increased legal costs being incurred on the sales not previously anticipated.
Donated
12. Donated assets are not funded from within the Boards £6.121m allocation.
However, a separate non-core allocation is required. This is currently forecast
at £0.4m and planned expenditure is currently within this limit.
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DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

Performance Report
Author:
John Knox
General Manager

Sponsoring Director:
Julie White
Chief Officer

Callum Ambridge
Management Trainee
Date: 21st March 2016
RECOMMENDATION
The Board is asked to discuss and note the contents of this report.

CONTEXT
Strategy / Policy:
Waiting Times / Patient Access
Organisational Context / Why is this paper important / Key messages:
This report is split into three sections. Section 1 provides information on the level of
clinical activity and access times achieved within services to 29/02/2016. 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.
The month of February 2016 has seen another increase in in-patient TTG breaches
as flagged in last month’s report. Diagnostic performance remains just below the
standard at 99%, however an improvement on our internal 4 week target was seen.
Out-patient 12 week breaches continued to improve during February. 18 week RTT
and Cancer performance remains above target and the 4 hour ED target recovered
to 95%. Bed days lost to delayed discharge fell this month, an improvement on
January’s position. AHP MSK position has improved to 88.6%.
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GLOSSARY OF TERMS
HEAT

-

ED
BADS
DNA
TTG
AMU
ISD
QoF
DGRI
GCH
LDP
LUCAP
INR
ENT
PCCMB
HMB
STARS

-

Health Improvement, Efficiency, Access and Treatment
Quality and Patient Experience
Emergency Department
British Association of Day Surgery
Did not attend
84 Day Treatment Time Guarantee
Acute Medical Unit
Information Services Division
Quality Outcome Framework
Dumfries and Galloway Royal Infirmary
Galloway Community Hospital
Local Delivery Plan
Local Unscheduled Care Action Plan
International Normalised Ratio
Ear Nose and Throat
Primary and Community Care Management Board
Hospital Management Board
Short Term Assessment and Reablement Service
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MONITORING FORM
Policy / Strategy

Waiting Times

Staffing Implications

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

Financial Implications

Discussed with Director
Operating Officer

Consultation / Consideration

As above

Risk Assessment

Not applicable

Sustainability

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

Compliance
Objectives

Single
(SOA)

with

Outcome

Best Value

of

Finance

and

Chief

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

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

Impact Assessment
Not Required
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At a Glance Performance Indicators
Note: The directional arrow is comparing performance in the last three months v the same three months, in the previous year

NOT PROTECTIVELY MARKED
Page 4 of 26

562

1. CURRENT POSITION AGAINST ACCESS TARGETS
Appendix 1 shows the status of patients treated in the month of February 2016 under
the 84 day Treatment Time Guarantee (TTG). The appendix also shows waiting
times for ‘stage of treatment’ targets at 29/02/2016 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 899 in-patients / day cases in the month of February 2016 and of these,
there were 90 TTG breaches (10.0%). The patients have been informed in writing.
The 12 month rolling trend is shown in the table below.
Trend

There have now been a total of 762 TTG breaches since October 2012 when the
legal guarantee came into place. During this time, a total of 34727 patients have
been treated, with TTG breaches representing 2.2% of this total.

In-patients/Day cases Treated Outwith Guarantee Date
In-patients/Day cases Treated Within Guarantee Date

Apr 2014 –
Feb 2015
157
9923

Apr 2015 –
Feb 2016
431
9271

TTG Under 12 Weeks (%)

Apr 2014 Feb 2015
98.4%

Apr 2015 Feb 2016
95.6%

Performance for TTG breaches dropped to 10% in February. Breaches continued to
occur as a result of the significant bed pressures and the resulting cancellation of
elective patients, thereby impacting on TTG dates.
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This was felt across a number of specialties, particularly in Orthopaedics and
General Surgery. It had been hoped that the position would be fully recovered by the
end of March however, given the number of cancellations this month; it is likely that
this improvement will not occur until April.
Further breaches within Oral and Maxillofacial services were seen, primarily as a
result of the limited provision of the in-patient / Day case service, provided by visiting
consultants at weekends. As a result of this, accommodating patients within their
guaranteed date is difficult; work is ongoing to secure continued locum cover during
the weekday period to cover core services.
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 5939 people waiting for a consultant-led
new out-patient appointment. Of this total there were 344 breaches (5.8%) 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
As anticipated, performance within February has improved and it is expected this will
continue into March.
A locum, covering a 7 week period, was secured within the Neurology service. This
has seen a positive impact on the number of patients waiting over 12 weeks for an
out-patient appointment. The consultant post is being re-advertised and it is hoped
this will result in a successful appointment.
There has been significant progress within Orthopaedics and, as advised in last
month’s report, success in creating further capacity within the team has seen a
reduction in the number of patients waiting over 12 weeks and this is being sustained
into March. However, unexpected consultant leave for some specialised clinics may
have an impact; this is currently being looked into.
As previously advised, locum cover had been secured for Chronic Pain in January to
provide weekend cover for the following three months; unfortunately the locum was
unable to attend in January and also the set dates within February. Further locum
cover is still to be secured and discussions are ongoing between the specialty,
management and medical staffing to secure a longer term plan for the service.
Diagnostics
At the month end snapshot, there were 1583 patients waiting to undergo key
diagnostic tests. Of this total, there were 39 breach(es) of our internal 4 week
treatment standard (2.5%). 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 was 10 breach(es) (0.6%).
Trend
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Demand for diagnostic tests such as MRI continues to rise both locally and nationally
at approximately 10 % per annum.
Additional sessions have continued to help recover from the December position
however, our resources are challenged by the increasing referral rates for MRI and
Clinical Physiology and we expect this to continue over the next several months.
There is scoping work being taken forward by the department, looking at extending
the working day, which is being complemented by national work exploring the
optimisation of demand across the service.
Cancer Treatment
Monthly Trend – management information
Most recent
period of
measurement
January 2016
(Management
Information)

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

Actual

95%

100.0%

95%

96.0%

566

Analysis
Performance for the 31 day target has remained at 100% for the second month.
Performance for the 62 day target has dropped within month however, remains
above target. This was due to one colorectal patient missing the target and the small
number of patients being treated within the colorectal pathway within month.
18 Week Referral to Treatment Standard
Measure

Period

Target

Actual

Linked Pathways

February 2016

90%

95.1%

Performance

February 2016

90%

90.1%

Analysis
Since the beginning of 2015 year we have seen a sustained improvement in our
ability to link pathways at around 95-96% (in excess of the 90% target).
In terms of the overall 18 week indicators for both the performance and linked
pathways, the most recent month has seen the performance remain above the 90%
target for four consecutive months however, there has been a dip during February. It
is therefore important that we continue to monitor performance across the clinical
areas, with the objective of delivering our internal target of 95% performance.
Note: The 18 week standard is different to the Treatment Time Guarantee and also
the out-patient and diagnostic ‘stage of treatment’ standards in that it is a measure of
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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.
Emergency Department (ED) Performance
Indicator
% of ED waits under 4 hours

Most recent period
of measurement
February 2016

Target

Actual

95%*

95.0%

February 2016

**

2,569

Attendances per 100k
population (rolling 12 month average)
*
**

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

ED 4 Hour Performance – Trend
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ED 4 Hour Performance - Analysis
The ED 4 hour performance for February improved to 95% slightly higher than
January which was 94%. All potential beds are being utilised, with Ward 4 now open
on a seven day basis, providing additional weekend capacity. It should also be noted
that additional overnight beds can be opened within the Day Surgery Unit and / or
Ward 17, when required at short notice.
The local Unscheduled Care Action Plan contains a number of measures being
taken forward, with a view to stabilising performance to the 98% target.
Breach Reasons
There were 180 four hour breaches in February 2016. Breach reasons are very
different between DGRI and the Galloway Community Hospital and are shown in the
tables below.
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The most frequent reasons for breaches within DGRI was ‘wait for a bed’. As can be
seen within the Attendance Trend below, the Emergency Department over the past 3
months has seen an increase in attendances of 6% compared to the same period in
2015. Current figures to date also show an increase of 6% for the month of February
against the same period in 2015.
ED Attendances – Trend

Month
Mar 2014
Apr 2014
May 2014
Jun 2014
Jul 2014
Aug 2014
Sep 2014
Oct 2014
Nov 2014
Dec 2014
Jan 2015
Feb 2015
Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015
Nov 2015
Dec 2015
Jan 2016
Feb 2016

ED
Attendances
3,955
3,951
4,174
4,124
4,207
4,114
4,085
3,766
3,583
3,632
3,623
3,396
3,876
3,742
4,004
3,926
4,023
4,120
3,912
3,818
3,529
3,764
3,960
3,612

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

ED Attendance
Rate
2,632
2,632
2,780
2,747
2,802
2,740
2,721
2,508
2,386
2,419
2,413
2,262
2,582
2,492
2,667
2,615
2,679
2,744
2,606
2,543
2,350
2,507
2,638
2,406
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12 Month Moving
Average
2,587
2,583
2,571
2,562
2,551
2,540
2,541
2,531
2,534
2,531
2,538
2,557
2,569

570

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. 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.
The test of change of an ambulance and two man crew at our disposal commenced
on the 18th January 2016. This continues at present and has demonstrated its value
at moving patients across the region at short notice who would have otherwise
remained in acute beds. The partnership between NHS Dumfries and Galloway, the
local Scottish Ambulance Service team and the National Control Centre in Cardonald
are currently testing mechanisms to ensure that priority cases are conveyed when
demand outstrips availability.
Delayed Discharge Performance
The chart below shows delayed discharges over the last 12 months expressed as
bed days lost.
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Month
Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015
Nov 2015
Dec 2015
Jan 2016
Feb 2016

Complex

Standard

31
52
79
60
88
74
87
92
102
131
154
174

543
437
466
602
427
525
976
1,006
679
750
779
462

Awaiting bed availability in other
NHS hospital/specialty/facility
174
182
302
139
1
0
121
338
244
370
322
298

Total Bed
Days Lost
748
671
847
801
516
599
1,184
1,436
1,025
1,251
1,255
934

In February, bed days lost to delayed discharge fell to 934. Priority actions to
address this include:
•
•

•

•

•
•

Robust implementation of Choice Guidance across the region. Individuals now
transfer to a vacancy within 30 miles of their first choice.
Weekly delayed discharge meetings with Senior Social Workers, Nurse
Managers, Patient Flow Coordinators, STARS, Senior Charge Nurses and the
Financial Control Team to discuss individual delayed discharges. This now
includes discussing STARS capacity and delays within the service.
Work is being undertaken to improve flows within DGRI and out to Cottage
Hospitals, for example, the review of the admission; Physiotherapy and
Occupational Therapy at the front door; tests of seven day discharge
approaches; criteria led discharge.
Patient Flow Co-ordinators are managing the flow of patients, ensuring that each
individual is on the correct pathway. They are currently undertaking some small
tests of change in specific wards within DGRI. It has been noted that individuals
are being identified earlier for transfer to Cottage Hospital. Two Patient Flow Coordinators have been appointed in Nithsdale and Annandale and Eskdale. They
are responsible for managing the flow through the Cottage Hospitals.
Capacity issues in relation to care packages are being escalated every
Wednesday to Commissioning colleagues, which also takes into account the
positioning of the STARS reablement team.
Transport – Effective use of PTS Discharge Vehicle, available over 5 days a
week (includes weekends).

Allied Health Professional Musculoskeletal Services (AHP MSK)
A target for Allied Health Professional Musculoskeletal Services has been set by the
Scottish Government: ‘From 1st April 2016, the maximum wait for AHP MSK
Services from referral to first clinical out-patient appointment will be 4 weeks.’
The target will be attained when no more than 10% of AHP MSK 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 29/02/2016
Profession

AHP MSK (ADULT)

AHP Other

Occupational Therapy
Orthotics
Physiotherapy
Podiatry
All Professions

65.7%
92.0%
99.6%
97.0%
88.6%

94.1%
72.6%
75.9%
75.6%

Overall AHP performance against the 90% target has improved slightly in February
to 88.6%, an increase on last month’s performance of 87.1%.
Physiotherapy, Podiatry and Orthotics remain above 90% however Orthotics dipped
due to unexpected leave however, we expect to see an improvement next month.
Occupational Therapy performance continues to be challenging due to the small staff
resource currently available however, internal reconfiguration of the department has
now commenced.
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Patient Access – Use of Patient Unavailability Code
As part of our commitment to meeting the recommendations of the recent internal
audit into management of waiting times, we are developing a suite of indicators to
allow executive and non-executive directors to challenge Board performance.
The range of information is now quite extensive, however within this report we have
focused on the high level trend data. We intend to bring a separate paper on a
regular basis to Board / Board Performance Committee which will cover this area in
more depth.
The following charts show the extent to which patient unavailability is being recorded
within in-patients, diagnostics (scopes) and out-patients and includes a breakdown of
the reasons for unavailability.
Percentage unavailable in all specialties - 12 months to February 2016
In-patient/Day cases
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New Out-patients (Consultant-Led)

Diagnostics (Scopes)
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2. CURRENT PERFORMANCE AGAINST CLINICAL EFFICIENCY TARGETS
The table below shows the current performance against our internal clinical
efficiency targets.
Efficiency Targets
Non elective In-patients Average
Length of Stay (days)
Review per new out-patient
attendance (ratio)
Out-patient DNA
New
rates
Return
Pre-operative Length of Stay
(days)
Elective Operations cancelled
by Theatre
No of Sleepers
•
•
•

Internal
Target
8.0

Actual Performance
(February 2016)
8.2

RAG
Status
Green

1.9

2.2 (year to date)

Amber

4.8%

6.5% (year to date)

Amber

TBC

6.3% (year to date)

TBC

0.58

0.17

Green

7%

9.7%

Red

TBC

351

TBC

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

Elective Cancellations
There were 131 elective cancellations in the month of February 2016. This
represented 9.7% of the planned elective programme in month.
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The following chart shows the trend over the last 12 months.

Month

Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015
Nov 2015
Dec 2015
Jan 2016
Feb 2016

Actual
Perfor
mance
(%)
8.3%
7.5%
8.1%
7.4%
9.4%
9.3%
10.3%
10.0%
8.4%
9.1%
12.3%
9.7%

Target
(7%)

DNA/
Patient
Refusal

Patient
Not Fit/
Prepared

List Overrun/
Equipment
Not Ready

Operation
No Longer
Required

Other

Number of
Cancellations

7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%
7.0%

42
31
32
33
52
44
55
44
31
35
53
46

48
48
40
40
45
54
48
70
51
45
45
45

17
4
9
8
19
5
18
8
7
11
9
13

10
10
14
16
15
15
17
20
10
19
11
12

20
21
11
12
16
14
15
22
21
13
32
15

137
114
106
109
147
132
153
164
120
123
150
131

There have been a high number of cancellations in February (27) due to bed
pressures, a slight reduction on last months which was 32. Careful consideration
was given to the clinical urgency of each case prior to cancellation with the impact
affecting most surgical specialties.
The highest cancellation numbers were within General Surgery and Ophthalmology:
- Further work has been undertaken to ensure awareness around cancellations
is taken on board by all teams.
- Plans have been made for additional capacity to investigate cancellations
throughout elective surgery; this work will commence in April.
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-

Work has been carried out within Ophthalmology on their pre-assessment
pathways. Protocols have been put in place to provide agreed ranges that
deem whether a patient is clinically fit, providing clinicians with clear guidance
around patients requiring pre-assessment. These protocols were set around
conditions such as diabetes and hypertension amongst others. The work was
implemented during February and we anticipate that a common
understanding and agreement will reduce the current number of cancellations
(8 during February) over the coming months, where clinically appropriate.

3. ACTIVITY
The activity tables below show year to date activity levels to the month of February
2016 v the same time period in previous fiscal year across a range of measures.
Activity
Activity Type
Emergency Department Attendances
(Planned)
Emergency Department Attendances
(Unscheduled)
Non-Elective Admissions (excluding
Mental Health & Obstetrics)
Elective Day cases (excluding Mental
Health & Obstetrics)
Elective In-patients (excluding Mental
Health & Obstetrics)
Births
Obstetric Admissions
New Outpatient (Dr-Led) All Booked
Slots
New Outpatient (Dr-Led) DNAs
Return Outpatient (Dr-Led) All
Booked Slots
Return Outpatient (Dr-Led) DNAs
Radiology (GP referral based activity)
Mental Health Admissions

Apr 2014 Feb 2015
1614

Apr 2015 Feb 2016
1557

%
Change
-3.5%

Source
EDIS/TED

42653

42409

-0.6%

EDIS/TED

16325

16781

2.8%

Topas

12792

13000

1.6%

Topas

3747

3265

-12.9%

Topas

1168

1210

3.6%

1429
39121

1545
40803

8.1%
4.3%

Scottish Birth
Record
Topas
Topas

2370
88971

2660
90298

12.2%
1.5%

Topas
Topas

5628
16442
1362

5728
16425
1338

1.8%
-0.1%
-1.8%

Topas
RIS
Topas

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

Apr 2014 - Feb 2015

Apr 2015 - Feb 2016

% Change

Source

36869
2811
82701
1416
12319
4138
25665

35221
3539
85332
1476
11613
4508
21595

-4%
26%
3%
4%
-6%
9%
-16%

Topas
Topas
Topas
Topas
Topas
Topas
Topas
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Return Out-patient Appointments
At the end of February 2016, there were 7774 patients waiting for a consultant-led
return out-patient appointment, of which 1527 were in the ‘Before Latest Date’
category. Appendix 2 contains a chart showing a full specialty breakdown for the
month of February 2016. The following chart and table shows the trend in the last 12
months.

Month

Mar 2015
Apr 2015
May 2015
Jun 2015
Jul 2015
Aug 2015
Sep 2015
Oct 2015
Nov 2015
Dec 2015
Jan 2016
Feb 2016

0-6
Weeks
Beyond
Latest
Date
2,026
2,149
2,211
2,532
2,240
2,474
2,322
2,256
2,312
2,320
2,235
2,237

6-9 Weeks
Beyond
Latest Date

9-12 Weeks
Beyond
Latest Date

12+ Weeks
Beyond
Latest Date

Total
Beyond
Latest
Date

495
591
641
706
727
725
705
729
706
734
846
769

468
362
452
532
513
545
524
631
540
640
599
651

2,215
2,262
2,212
2,334
2,236
2,229
2,162
2,277
2,406
2,510
2,605
2,590

5,204
5,364
5,516
6,104
5,716
5,973
5,713
5,893
5,964
6,204
6,285
6,247

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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The top three impacting specialties in terms of +12 week waits beyond the tolerance
window continue to be Ophthalmology, Urology and Cardiology. The following
actions are being taken to reduce these backlogs:
Ophthalmology
New ophthalmology consultants have been in post for a several months and the
assistant general manager for surgical specialties continues to meet with the clinical
team on a weekly basis to work through the service redesign plans, initially focussing
on the highest volume conditions. This has seen a small reduction in the overdue
returns which should continue over the following months. We are identifying further
nurse led services and consultant ‘virtual review’ of return patients to ensure that we
are appropriately managing those patients waiting and identifying patients with
clinical priority.
Urology
We continue to have staffing pressures within the Urology department, unable to
secure middle grade cover on a substantive basis. As a result there is continuing
pressure on the capacity within the service to see return patients. This impact is
being seen further with continued unexpected leave of another senior member of
staff.
However, a ‘short term’ middle grade locum has been secured from March and it is
expected that the position will improve as a result of this appointment and the return
of the substantive senior staff member.
Cardiology
The Cardiology service is reaching the end of a three month service review which it
is anticipated will provide solutions for the management of the return out-patients
within the service. There have been two substantive posts filled and it is hoped this
will inform the service review further with a more stable specialty team.
4. Conclusions
The month of February 2016 has seen another increase in in-patient TTG breaches
as flagged in last month’s report. Diagnostic performance remains just below the
standard at 99%, however an improvement on our internal 4 week target was seen.
Out-patient 12 week breaches continued to improve during February. 18 week RTT
and Cancer performance remains above target and the 4 hour ED target recovered
to 95%. Bed days lost to delayed discharge fell this month, an improvement on
January’s position. AHP MSK position has improved to 88.6%.
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APPENDIX 1 – WAITING TIMES POSITION AT END February 2016

In-patients / Day Cases treated - in month calculation
Specialty
Orthopaedics
General Surgery
Ophthalmology
Vascular Surgery
Oral - MaxFac
Urology
Ear Nose & Throat
Geriatric medicine
General Medicine
Rehabilitation Medicine
Gastro-Enterology
Medical Paediatrics
Community Dental
Anaesthetics
Respiratory Medicine
Haematology
Cardiology
Gynaecology
Total

0-6 Weeks
11
52
88
6
31
11
15
1
2
2
3
3
4
8
11
14
16
41
319

6-9 Weeks
19
18
43
4
19
10
3
0
0
0
1
2
9
0
0
0
0
12
140

9-12 Weeks
78
58
63
9
60
37
17
0
0
0
0
0
15
5
0
0
1
7
350

12+ Weeks
42
17
10
9
7
4
1
0
0
0
0
0
0
0
0
0
0
0
90

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

Description
Colonoscopy
Magnetic Resonance Imaging
Endoscopy
Cystoscopy
Flexible Sigmoidoscopy
Computer Tomography
Non-obstetric Ultrasound
Total

0-4 Weeks
121
324
177
100
24
237
561
1544

4+ Weeks
11
10
9
6
3
0
0
39

Total
132
334
186
106
27
237
561
1583

0-6 Weeks
129
25
184
332
105
237
561
1573

6+ Weeks
3
2
2
2
1
0
0
10

Total
132
27
186
334
106
237
561
1583

National 6 Week Target

Description
Colonoscopy
Flexible Sigmoidoscopy
Endoscopy
Magnetic Resonance Imaging
Cystoscopy
Computer Tomography
Non-obstetric Ultrasound
Total
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Total
150
145
204
28
117
62
36
1
2
2
4
5
28
13
11
14
17
60
899

581

New Outpatient (Consultant-Led) waiting list analysis – at month end
Specialty
Neurology
Anaesthetics
Gastro-Enterology
Orthopaedics
Rheumatology
Medical Paediatrics
Ophthalmology
Orthodontics
General Surgery
Urology
Gynaecology
Ear Nose & Throat
Endocrinology
General Medicine
Diabetes
Dermatology
Diagnostic Radiology
Endocrinology & Diabetes
General Surgery
(Excl.Vascular)
Rehabilitation Medicine
Communicable Diseases
Clinical Chemistry
Haematology
Palliative Medicine
Clinical Oncology
Community Child Health
Nephrology
Geriatric medicine
Vascular Surgery
Respiratory Medicine
Cardiology
Oral - MaxFac
Total

0-6
Weeks
108
53
133
707
119
145
356
49
475
194
284
402
34
33
35
282
0
18
1

6-9
Weeks
34
18
41
150
27
13
75
15
74
34
28
87
8
4
7
75
0
1
0

9-12
Weeks
36
18
51
143
31
9
77
16
66
33
25
52
12
9
3
47
0
0
0

12+
Weeks
142
39
31
23
17
17
15
12
10
9
9
5
4
3
3
3
1
1
0

Total

1
2
3
5
11
12
13
19
49
55
60
222
235
4115

0
1
0
0
2
0
2
2
9
8
1
48
32
796

0
0
0
0
0
0
0
1
4
1
0
43
7
684

0
0
0
0
0
0
0
0
0
0
0
0
0
344

1
3
3
5
13
12
15
22
62
64
61
313
274
5939
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256
1023
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184
523
92
625
270
346
546
58
49
48
407
1
20
1
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APPENDIX 2 - Out-patient Return Appointments (Dr. Led) waiting list
Based on February 2016 month end ‘snapshot’
Specialty

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

Before
Latest
Date

6-9
Weeks
Beyond
Latest
Date
239
100
54
85

9-12
Weeks
Beyond
Latest
Date
174
110
64
77

12+
Weeks
Beyond
Latest
Date
629
439
299
126

Total
Beyond
Latest
Date

188
115
161
145

0-6
Weeks
Beyond
Latest
Date
641
231
112
167

40
115

88
98

29
40

31
15

152
120

300
273

117

136

21

28

58

243

67

63

27

21

130

241

0

65

40

11

117

233

39
44
48
0

62
68
62
26

13
12
16
4

17
19
14
7

106
74
48
100

198
173
140
137

48
88

44
71

20
10

11
8

58
44

133
133

115

80

15

11

11

117

55
45
4
6

51
45
21
30

18
1
2
3

16
2
3
3

16
4
13
1

101
52
39
37

32
9
4

15
8
16

2
5
0

1
4
0

12
4
3

30
21
19

0
6

0
13

7
0

0
0

6
0

13
13

1
0

8
0

3
0

1
0

0
9

12
9

10
0

7
1

1
0

0
0

0
6

8
7

24

5

1

1

0

7

NOT PROTECTIVELY MARKED
Page 25 of 26

1,683
880
529
455

583

Specialty

Clinical
Psychology
Adolescent
Psychiatry
Obstetrics
Rehabilitation
Medicine
Total

Before
Latest
Date

6-9
Weeks
Beyond
Latest
Date
0

9-12
Weeks
Beyond
Latest
Date
0

12+
Weeks
Beyond
Latest
Date
5

Total
Beyond
Latest
Date

0

0-6
Weeks
Beyond
Latest
Date
0

0

2

1

2

0

5

0
1

1
0

0
0

0
0

0
0

1
0

1,527

2,237

769

651

2,590

6,247

5

Note: Patients are given a ‘ticket’ for their return appointment with a target date. The
appointment itself should be in a window within a tolerance of 5% before the target
date (the earliest date) and 15% after the target date (the latest date). The term
‘before latest date’ is a reference to the latest date of the window as previously
described. 0-6 weeks and beyond refer to those waiting in excess of the latest date
of the tolerance window.
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Agenda Item 21

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

Dental Salaried Service Review Update
Author:
Linda Bunney
Head of Primary Care Development

Sponsoring Director:
Angus Cameron
Medical Director
Katy Lewis
Director of Finance

Date: 17th March 2016
RECOMMENDATION
The Board is asked to note this update in respect of the implementation of the
October 2014 Board decision to accept the recommendations of the report of the
review of the provision of general dental services by the salaried service.

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

GLOSSARY OF TERMS
GDS -

General Dental Services
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MONITORING FORM
Policy / Strategy Implications

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

Staffing Implications

The review has significant implications for staff and
would involve both organisational change and potentially
Transfer of Undertakings Protection of Employment
(TUPE). Unison have been involved throughout the
process and the British Dental Association (BDA) have
been kept informed of progress regarding the review. n
implementation plan has been developed in consultation
with staff and relevant Staff Representative Groups.

Financial Implications

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

Consultation

Consultation regarding the implementation continues
with staff, independent dental contractors and
stakeholders in the clinics. The Scottish Health Council
have been closely involved in the review and will
continue to consider proposed communications with
patients regarding the implementation of the
recommendations.

Consultation with Professional
Committees

The draft review report and its recommendations were
presented to and endorsed by the following Board
Committees:
•
•
•

Risk Assessment

Best Value

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

Risks have been assessed and mitigations have been
identified.

•
•

Commitment and leadership
Responsiveness and consultation
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•
•
•
•
•
•
Compliance
Objectives

with

Corporate

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

4.

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

5.

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

Impact Assessment
Equality and Diversity Impact Assessment has been ongoing throughout the review process.
This led to an additional assessment being undertaken regarding the accessibility and
disabled facilities of independent dental contractor practices in those practices reporting
capacity to accept NHS patients. During the Equality and Diversity Impact Assessment it
was acknowledged that the Salaried Service Clinics were excellent in terms of accessibility
and disabled facilities. As the recommendations for Lochside and Sanquhar are to maintain
service provision from the existing clinic site there would be no change in accessibility or
disabled facilities for those registered patients. If patients were to be dispersed from
Dumfries Dental Centre and Lochmaben dental clinic it was recognised that there is a choice
of independent contractor practices which are accessible and had facilities for disabled
patients. However, it was acknowledged that they were not quite of the same standard as
those provided in the Salaried Clinics. One area that it was felt could help to address this
was for independent dental contractor practices to install an appropriately signposted
call/door bell system to notify staff that there may be a patient requiring some assistance
with entry to the premises. It was also agreed at the impact assessment that it was essential
for patients to be given the locality summary information regarding accessibility and
disabled facilities of practices to help inform their choices and to include a helpline number if
patients felt that they needed to have further discussion regarding their access needs. In
regards to Newton Stewart Dental Clinic, those participating in the Equality and Diversity
Impact assessment felt that at the present time there is not yet the range of suitable
alternative fully accessible independent contractor practices to allow complete dispersal. The
review working group then considered this at some length and acknowledged that this was
an area that did require some further focussed work with existing independent contractors in
Newton Stewart prior to full withdrawal of salaried NHS dental services from this clinic site.
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1.

BACKGROUND
At it’s meeting on 6th October 2014, Dumfries & Galloway Health Board
approved the recommendations of the Salaried Service review:
 General Dental Services patients at Dumfries Dental Centre and Lochmaben
Dental Clinic to be dispersed to the independent contractor sector;
 General Dental Services to continue to be provided at Sanquhar and
Lochside by the independent contractor sector via a lease arrangement;
 Further work with local independent dental contractors and Salaried Dental
Service staff to be undertaken to ensure sustainable, accessible routine NHS
dental services for patients in this area prior to the complete withdrawal of
routine NHS dental services by the Salaried Dental Service.

2.

IMPLEMENTATION GROUP
Following the decision of the October Board the Service Review Group, chaired
by Valerie White, held it’s last meeting on the 7 October and handed over to the
new Implementation Group, chaired by Linda Bunney.
This group has operational responsibility for ensuring the implementation of the
Board decisions and has ownership of the Implementation Plan. Since it’s
formation, the group has worked closely with the Partnership Working Group.

3.

PARTNERSHIP WORKING GROUP
The Partnership Working Group, chaired by Kim Jakobsen, Dental Services
Manager, was established in August 2014, to prepare for staff and
management to work together in partnership in implementing the outcome of
the salaried service review.
The last meeting took place on 2nd March 2015 followed by a staff development
day on Monday 30th March 2015 to support the transition of staff starting their
new roles in the Public Dental Service from Monday 13th April 2015.
Following a joint meeting with Lochside and Sanquhar dental clinic staff on 3rd
June 2015, agreement has been reached to progress updates on leasing and
TUPE with clinic staff individually through the Implementation Plan.

4.

IMPLEMENTATION PLAN
The implementation plan is a live document subject to review by the
Implementation Group.
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4.1 DISPERSAL OF PATIENTS FROM DUMFRIES DENTAL CENTRE AND
LOCHMABEN DENTAL CLINIC
Early in January 2015, patients were notified of the withdrawal of general
dental services from Dumfries Dental Centre and Lochmaben Dental
Clinic with effect from Friday 10th April 2015.
Approximately 2,000 of the 2,651 patients affected by this dispersal
arrangement have been successfully transferred to the independent
contractor practice of their choice. The remaining 600 did not respond to
follow up correspondence. The 600 non-responders were reviewed and
the clinicians did not consider that there were any vulnerable patients to
whom we should consider contacting further. Registrations will be
reviewed later in the year to see if these patients have in fact registered
elsewhere.
4.2 LOCHSIDE DENTAL CLINIC
At it’s meeting in October 2015 the Board approved a further service
review of the Salaried Dental Service to explore options for future service
delivery of routine NHS General Dental Services from Lochside Dental
Clinic. This decision was taken further to no applications being received
in respect of the opportunity to lease Lochside Dental clinic.
4.3 SANQUHAR DENTAL CLINIC – POTENTIAL LEASE OF PREMISES
Board members will recall that the evaluation process for the lease of the
Sanquhar premises was placed on hold in the autumn of 2015 pending
further information from SGHD regarding future pension arrangements for
staff potentially transferring.
It was thought that the anticipated implementation of ‘New Fair Deal’ in
Scotland would provide the current Board staff with the security of
continuation in the NHS pension scheme when TUPE transfer to the new
provider. However, SGHD colleagues are unable to confirm when “New
Fair Deal” will in fact be implemented and indeed if the dental support staff
are included in the proposed arrangements.
The application to lease commenced in the summer of 2015 and it has
been agreed that the process to lease be withdrawn at this time because
of the uncertainties around the impact of the potential TUPE transfer on
existing employees.
Primary Care Development are aware that a planning application for a
new dental premises has been approved for the Main Street and it is
anticipated that this will be operational within the next two months.
Meantime, The dentist at Sanquhar retired in August and a fixed term
dentist is currently in place continuing to provide services to patients. The
situation in Sanquhar will continue to be monitored.
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4.4 NEWTON STEWART DENTAL CLINIC – FURTHER WORK
The recommendation approved by Board in October 2014 in respect of
Newton Stewart was:
“Further work with local independent dental contractors and Salaried
Dental Service staff to be undertaken to ensure sustainable, accessible
routine NHS dental services for patients in this area prior to the complete
withdrawal of routine NHS dental services by the Salaried Dental Service”.
Board members will recall their consideration of the proposed expansion
by one of the current independent general dental practices in the town
and their subsequent decision at the December meeting to agree to the
withdrawal of salaried general dental services from the clinic at Newton
Stewart. Patients will be dispersed to the two independent general
dental practices in the town.
Consultation with the Area Committee is continuing and at a recent
meeting Jeff Ace, Chief Executive, reassured the meeting that before
withdrawing the service a further paper would be presented to the Board
confirming how the continued concerns raised at the Area Committee will
be addressed by the development. This paper will be presented to the
Board when the project is at an advanced stage, likely to be late 2016.
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Agenda Item 22

DUMFRIES and GALLOWAY NHS BOARD
4th April 2016

Update on Medical Staffing Issues
Author:
Dr Angus Cameron
Medical Director

Sponsoring Director:
Dr Angus Cameron
Medical Director

Date: 20th March 2016
RECOMMENDATION
Board members are aware that difficulties in recruitment of medical staff to Dumfries
& Galloway presents major challenges to sustaining safe and effective services, to
the delivery of financial balance (because of expenditure on locums) and to the
sustainability of services.
The Board is asked to note:
1. The current position in relation to consultant recruitment;
2. The pattern of spend on locum doctors;
3. The concerns about the distribution of doctors in training in the West of
Scotland;
4. The increasing difficulties in sustaining the current General Practice services
across the region due to recruitment difficulties. The difficulties in recruiting
GPs are beginning to impact on the delivery of other services;
5. The steps that the Board has been taking to try to optimise its recruitment in
the face of a national picture of significant shortages in many specialties,
including General Practice.

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

This paper provides an update on what is probably the highest risk that the
Board is facing
The difficulties in medical staff threaten the delivery of high quality services
locally
The costs of employing locum medical staff are increasing each year, and the
costs are now sufficiently high to seriously challenge our ability to meet
financial targets.

GLOSSARY
NHS -

National Health Service
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MONITORING FORM
Policy / Strategy

Relevant to all clinical strategies

Staffing Implications

Fully described in the paper

Financial Implications

Described in the paper

Consultation / Consideration

Discussed regularly at Medical Staff Committee,
GP-Sub, Area medical Committee, Hospital
Management Board and Primary and Community
Care Management Board

Risk Assessment

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

Sustainability

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

Compliance
Objectives
Single
(SOA)

with

Outcome

Best Value

Corporate Safe, effective and sustainable services

Agreement Not applicable

Sustainability
• A contribution to sustainable development

Impact Assessment
No Equality Impact Assessment required
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Consultant and other Permanent Staff:
1.

While we have had some success in appointing to vacant consultant posts in
the last year, we continue to have a challenging number of vacant posts –
both at consultant level, and amongst specialty doctor posts (ie middle grade
non-training posts). This is typical of the national picture, with nationally
particular challenges in Emergency Medicine, Acute Medicine, Radiology,
Care of the Elderly, Psychiatry and Pathology. Part of the success in
recruitment over the last year has been due to a very positive and responsive
approach to any candidates who show an interest in a post – ensuring that
they are given opportunities to visit the area, and made to feel as welcome as
possible so that an interest is turned into a formal application.

2.

The current picture in DGRI is as follows:

DIRECTORATE
Acute
Acute
Acute
Acute
Acute
Acute
Acute
Acute
Acute
Acute
Acute
Diagnostics
Mental Health
Mental Health
Public Health
Diagnostics
Acute
Acute
Acute

SPECIALTY
Accident & Emergency
Acute Medicine
Anaesthetics
Anaesthetics - Chronic
Anaesthetics - GCH
ENT
General Surgery
General
Surgery
Endovascular
Haematology
Neurology
Ophthalmology
Pathology
Psychiatry - Learning Disability
Psychiatry - Old Age
Public Health
Radiology (inc Breast)
Rural Hospital Dr - GCH
Urology
Urology

GRADE
Specialty Dr
Consultant
Specialty Dr
Consultant
Consultant
Specialty Dr
Specialty Dr

TOTAL
NO.
VACANCIES
1 (Recruited)
2
3
1 (Live)
2
1 (Live)
2 ( recruited 2 FTC)

Specialty Dr
Consultant
Consultant
Consultant
Consultant
Specialty Dr
Specialty Dr
Consultant
Consultant
Rural Hosp
Consultant
Specialty Dr
TOTAL

1 (Filled with FTC)
2
1
1
1
1
1
1
4 (3 when Dr S commences)
2
1
1
29

3.

It will be noted from the table above that there are 16 consultant vacancies,
and 13 non-consultant vacancies.

4.

Although psychiatry remains a hard to recruit to specialty on a national level,
we do not seem to have difficulty in attracting psychiatrists to Dumfries –
probably based on the reputation that exists for the quality of care, the training
standards, and the history of research.

Locum doctor expenditure
5.

The expenditure on locums and additional sessions provided by existing staff
has grown significantly over the last few years:
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Table 1 -

Expenditure on Locum Staff
(all grades, excluding OOHs service and Psychiatry)
(Includes spend on additional sessions)

Spend

2013/14

2014/15

4,675,000

7,230,000

2015/16
(11 months)
8,525,000

6.

Assuming that there has been little change in payments in month 12, it is likely
that expenditure will be £9,300,000 for 2015/16 financial year.

7.

In comparison with other Boards, our spend on locums is proportionately
greater than other West of Scotland Boards.

8.

The rise is partially due to a continuing significant number of vacancies to
cover, but is also due to locum agencies having particular bargaining power in
an under-supplied market.

9.

The Board is trying to reduce the spend on locums significantly, although
obviously the first and over-riding priority is to ensure that we provide safe
services.

10.

Where possible, any extra activity is covered by existing staff – but the extent
to which hard-pressed staff can cover this is limited.

11.

In conjunction with all West of Scotland Boards, we are examining the
procurement of locums, with plans to consider a “preferred provider” who
would guarantee to provide locums at a pre-agreed price, and thus take some
of the financial risk out of the situation This approach, which requires
considerable collaboration between Boards, and an appropriate selection
process, could be available within the next 3 months.

Doctors in Training
12.

Throughout the UK, medical staffing arrangements rely on an adequate
number of doctors in training for the delivery of safe and effective services.
This is particularly so in acute specialties with significant out of hours activity.
Service delivery and training are inextricably linked – doctors in training are
required to deliver considerable amounts of service (which provides
experiential learning), but also require sufficient time devoted to training in
order to develop increasing skills for the future.

13.

Within the UK, training grade doctors continue to provide the core first line
medical response for emergency care within the acute specialties, with
alternative sustainable models not fully developed for key service areas. This
includes all medical specialties contributing to General Internal Medicine
unscheduled admissions as well as emergency medicine (A&E services),
anaesthesia, intensive care, paediatrics and Obstetrics/Gynaecology and
surgical specialties.
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14.

The fill rate of training posts in the West of Scotland varies between
specialties, but is significantly less than 100% in most specialties.

15.

In addition, the allocation of posts is felt to be unfair, with Dumfries & Galloway
have proportionally fewer posts.

16.

The combination of fewer posts, and a significant number of those posts not
attracting trainees, means that service delivery is challenging (and relies on a
vastly greater commitment from our consultant staff (which may impact on
their recruitment).

17.

Board members will be aware that Dumfries is an unpopular site for training
for doctors recruited to the West of Scotland, many of whom have spouses,
and flats, in the central belt and do not wish to be rotated to Dumfries. Despite
this reluctance, doctors who do come here experience excellent training, and
are provided with free accommodation in our residences. The feedback from
trainee surveys shows that Dumfries provides a high quality training
experience: Last year the Foundation year training feedback placed Dumfries
in the top ten for all hospitals in the UK for several criteria.

18.

There is a new challenge that presents particular problems to NHS Dumfries &
Galloway: The GMC, in an attempt to both improve patient care and to
promote a better training experience for trainees, has developed criteria this
year for the provision of supervision for doctors in training. Doctors below a
specified grade will require to be supervised by an on-site doctor of greater
experience. With the current allocation of training posts in Dumfries &
Galloway, we will not be able to meet these requirements. It is not yet clear
what the consequences of any failure to meet these standards will be for
individual Boards and Hospitals.

19.

The Regional Medical Workforce Group is responsible for agreeing trainee
allocation templates, and has representatives from NHS Greater Glasgow &
Clyde, Ayrshire & Arran, Forth Valley, Lanarkshire, Dumfries & Galloway, and
representatives from NHS Education Scotland. Agreeing allocations of training
posts can be extremely difficult, with each Board having a vested interest in
maintaining their own trainee numbers.

20.

The Board Medical Director has attended the meetings, and has argued that
Dumfries & Galloway should have a significantly greater number of trainees
allocated – based on the excellence of the training that is provided, and the
need for an equitable solution based on the ratio of either training grade
doctors per head of the population, or training grade doctors per emergency
admission.

21.

Currently, no agreement has been reached, and so the Medical Director has
escalated the situation to Scottish Government, including the Chief Medical
Officer. It is considered crucial to get some resolution of this issue in time to
have a re-allocation of posts which will start in August.
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22.

In fairness, it should be pointed out that reaching full parity with Glasgow will
be difficult. Glasgow has a number of tertiary level services and it is
appropriate for senior trainees to gain experience of these services to
complete training with the broadest base of specialist skills. However, the
Medical Director has not been arguing for more of the most senior trainees to
be allocated to Dumfries.

23.

Concern is also expressed by NHS Education Scotland that the training posts
in West of Scotland are not fully recruited to. Knowing that Dumfries is an
unpopular posting, NHS Education Scotland argue that allocating more posts
to Dumfries may reduce the overall fill rate of West of Scotland training posts,
and may therefore have an adverse impact on all Health Boards.
We intend to continue to push firmly for significant change in the
arrangements in order:

24.

i)
ii)
iii)
iv)
v)

To ensure sustainability and effectiveness of our services
To ensure that we will meet the new GMC requirements
To achieve a better training experience (workload pressures due to
fewer training posts decrease the training experience)
To reduce the workload out of hours for consultants, so that it is
comparable to other Boards.
To improve our longer-term recruitment prospects (many newly
appointed consultants have experienced training here previously, and
that has encouraged them to return to this area).

General Practitioner Training
25.

General Practice trainees are required to complete a 3 year (sometimes 4
year) rotation of various 6 month posts across a range of hospital specialties
and general practice for their training. They are appointed to a complete
rotation over the 3 or 4 years, which would typically cover General Medicine,
A&E, Paediatrics, Obstetrics & Gynaecology, ENT & Ophthalmology, Palliative
Care and Psychiatry. The rotations are worked out for the entire three years,
and so it can be readily appreciated that a vacancy in the training scheme will
mean that there will be separate vacancies over a three year period, moving
from specialty to specialty. This proves very difficult to manage, and is
disruptive for practices, where the trainees are expected to cover a significant
service load.

26.

GP trainee recruitment in Scotland last year was unsatisfactory in that 60 of
the 300 posts were unfilled. As trainees prefer to stay in the central belt,
recruitment to Dumfries & Galloway was less than the national average.

27.

There has been an announcement that there will be an expansion of GP
trainee posts this year, although details of this are not entirely clear. There is
however a danger for Dumfries & Galloway that an expansion in training posts
will not attract an increased number of doctors and the increased capacity in
the central belt will absorb larger numbers of doctors, to the detriment of
Dumfries & Galloway – causing us to struggle to find locums to fill the vacant
hospital posts – at considerable cost.
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28.

As the selection process for doctors is only just starting, we do not currently
have detail to pass to Board members on the number of applicants to General
Practice training in Scotland.

General Practitioner Recruitment, General Practices & associated services
29.

Recruitment of doctors to GP posts in Dumfries & Galloway is becoming
increasingly difficult, and the continuity of service provision from some
practices is threatened. [In the event of a practice becoming vacant, or the
contract withdrawn from by the GPs concerned, the Board is legally obliged to
take over responsibility for delivery of General Medical Services to that
population. In some cases, in theory, this could be by allocation of patients to
existing practices: In the current reality, this would not be practical as
neighbouring practices would not be in a position to take on extra patients in
large numbers due to the strain that is being felt across all practices.

30.

It is more likely that the Board would have to take on the premises, transfer
the practice staff (via T.U.P.E. arrangements) and attempt to find locums
prepared to run the practice until a more permanent solution can be found
(which could take years). Experience from elsewhere outside D&G suggests
that this results in significant extra resource being required to deliver a
comparable service.

31.

Within Dumfries & Galloway it is estimated that 10 out of the 34 practices
should be considered at risk due to potential and actual vacancies – mostly
caused by retirement. Of those 10 practices, 4 could be considered to be at
high risk. The Medical Director, the Primary Care Manager, and localities are
working together to either support practices, or plan for the hand-over of
responsibility for running of services.

32.

It is not appropriate, given the personal and sensitive commercial confidences
of small sub-contractor businesses to detail individual situations in a public
Board paper. However Board members need to be aware of the challenges
that we will face in maintaining General Practice services across Dumfries &
Galloway for the next few years.

33.

A new GMS contract for GPs is being negotiated between Scottish
Government and the Scottish General Practitioners Committee of the BMA.
Details of the new contract are not available at present, but it is understood
that the new contract will support considerable change in General Practice,
with a move for practices to work together in “Federations” or “Clusters”, to
provide services using a greatly expanded non-medical workforce (eg
Advanced Nurse Practitioners, Pharmacists, Physiotherapists, Counsellors,
Mental Health Workers, Social workers etc), and to move from the Quality and
Outcomes Framework which drives a more single pathology, bio-medical
approach to the management of long-term conditions, to a broader approach
that addresses the challenges of an aging population, the complexity of multimorbidity, the prevalence of polypharmacy and the need to provide social
work support in addition to medical and nursing care.
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34.

It is urgently hoped that a new contract will provide an attractive career path,
drawing in an increased number of doctors to enter a career in General
Practice, especially in rural areas. It is however likely that recruitment
pressures across the profession will cause re-shaping of (especially rural)
General Practice, with a likelihood of practice mergers, withdrawal from
branch surgeries and a greater range of services available from practices –
delivered by a multi-professional team, led by a smaller number of doctors.

35.

The pressure on GP recruitment will be felt in many different ways. As well as
being a threat to the sustainable delivery of traditional General Practice, there
will be other impacts: For example GPs have traditionally provided medical
input to cottage hospitals, and we have seen that this may be threatened. In
addition, GPs have provided medical input to a wide range of other settings –
for example HMP Dumfries, police custody suites, drug maintenance clinics
and some hospital services.

Initiatives to address the challenges
36.

Board members will be aware from a number of previous papers of the
initiatives that have been initiated in Dumfries & Galloway. These include:
•

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

•

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

•

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

•

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

•

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

•

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

•

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

Aiding where possible spouse employment

•

Working with the council to develop housing/accommodation for young
professionals in the west of the region – to attract young doctors in
training, teacher trainees, social work juniors etc

•

Ensuring that the reputation for excellent training of young doctors, and
medical students, is maintained – work carried out under the
supervision of the Medical Education Committee and the Director of
Medical education.

•

Ensuring that doctors who might consider Dumfries for hospital posts
are aware of the new, state of the art, hospital that is being built in order
to gain a recruitment bonus from this development.

Conclusion
37.

The Board faces a very high risk to the sustained delivery of services from
difficulties in recruiting medical staff. This is a national problem, although
Dumfries & Galloway seems to face more serious problems than other Health
Boards.

38.

Failure to improve the situation will result in a very significant financial penalty
in the form of increased costs of locum employment – and to a degree, greater
difficulty in recruiting, as staff are reluctant to come to practices or
departments where there will be significant vacancy issues.

39.

As well as continuing to strive for recruitment to this area, we are forced to
review all areas of greater risk, and develop plans to mitigate these risks, and
ensure that we have sustainable services for the future. This will remain a
very challenging task.

40.

The Medical Director proposes that a further report to Board should be
provided in the autumn.
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MONITORING FORM
Policy / Strategy

None

Staffing Implications

None
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None

Consultation / Consideration

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

Risk Assessment

Not applicable.

Sustainability

Not applicable.

Compliance with Corporate Objectives

Corporate Objective 4

Single Outcome Agreement (SOA)

Not applicable.

Best Value

Not applicable.

Impact Assessment
Not applicable.
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NHS Dumfries and Galloway is Carer Positive
NHS Dumfries and Galloway were recognised as an employer that supports Carers
in the workplace on Thursday 21 January when the Board was awarded Engaged
Carer Positive status.
Carer Positive status is awarded to employers in Scotland who have a working
environment where carers are valued and supported. This might be through flexible
working policies or with simple practical measures which can make a big difference
to carers.
The award was presented by Sue McLintock from Carers Scotland.
Blood Bikes Funds Boost
Urgent medical and blood supplies can be transferred across the region and beyond
thanks to an injection of funds from NHS Dumfries and Galloway.
The Endowment Committee granted life-saving charity, Dumfries and Galloway
Blood Bikes, £25,000 which was used to buy new motorbikes.
Raising Dementia Awareness at Midpark
NHS Dumfries and Galloway and University of the West of Scotland (UWS) have
joined forces to host an event to raise awareness of dementia and the challenges
faced by people living with the condition.
This event is part of a wide training programme sponsored by the
Scottish Government to support health boards to implement commitment 11 of
Scotland’s Dementia Strategy – to ensure quality and excellence in specialist
dementia care.
On Monday 15 February staff were invited to come along to the family room at
Midpark hospital cafe and family room to learn about some of the changes in
movement, thinking and senses that some people may develop in dementia.
Visitors wore special clothes, glasses and headsets that simulate the experiences
people with dementia can have. This gave them an insight into the day to day
challenges dementia sufferers can face.
Supporting National Self-Harm Awareness Day
Local people were asked to support National Self Harm Awareness Day which took
place on Tuesday 1 March
On the day and in the weeks leading up to it some people choose to be open about
their own self harm and organisations try to raise awareness about self-harm and
self-injury.
Claire Thirlwall, Health and Wellbeing Specialist with the NHS/Dumfries & Galloway
Council DG Health & Wellbeing Team, works with a number of local organisations to
deliver awareness sessions to people who want to learn more about this difficult
subject.
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International Women’s Day 2016 Campaign To #PledgeforParity
International Women’s Day takes place annually on 8th March and is a universal day
celebrating the social, economic, cultural and political achievements of women. The
day also marks a ‘call to action’ for advancing gender parity.
Worldwide, women continue to contribute to social, economic, cultural and political
achievement – there is much to be celebrated today. However, progress towards
gender parity has slowed in many places.
Child Health 27-30 Month Review
ISD Scotland’s recent publication acknowledged NHS Dumfries and Galloway’s 95%
of eligible children having a review by the age of 3 years old.
Changes to DVLA’s At a Glance guide
A guide that helps medical professionals such as GPs, consultants, nurses and
optometrists assess their patients’ fitness to drive has been given a major update by
DVLA as part of its wide-ranging plans to improve its services for medical
professionals and drivers.
In March, ‘Assessing Fitness to Drive: A Guide for Medical Professionals’ will replace
the At a Glance guide.
The guide also includes advice on when DVLA does not need to be informed of a
medical condition, such as driving after surgery and the use of certain medications.
The new guide forms part of DVLA’s ongoing plans to improve its services for
medical professionals and drivers. These include a brand new digital service for
drivers to go online to tell DVLA about a medical condition that may affect their
driving – this means, in time, there should no more paper forms to fill in and send
through the post. This new service will be quick and easy to use and, in some
cases, should improve processing times. The plan is to test the service with the
public in the summer.
The new guide is available from www.gov.uk/dvla/fitnesstodrive
Retiral
Eric Coupland is retiring from Transport Services on the 25th March 2016 after over
44 years service within the NHS. Eric started his career as an upholsterer/carpet
fitter, then moved to Planner/Estimator in the old DSO and Estates Department,
Handyman at Community Hospitals until his time at transport and has seen many
changes over the years.
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Freedom of Information – 1 January – 29 February 2016
A total of 94 requests were received in this reporting period. 54 in January and 40 in February. Of these 89 were Freedom of
Information requests and 5 were Environmental Information Regulation requests. 3 breached the 20 working day deadline.
Ref
16-001

Received
05/01/16

Type
FOI

Description
Closed
1. Total no of WTE employees 2. Total number of vacancies2a. Total number of 18/01/16
vacancies at Band 1-42b. Total number of vacancies at Bands 5-72c. Total number of
vacancies at Band 8a and above) 3. Please provide your recruitment policy detailing
the recruitment process and any current restrictions to recruitment.

16-002

05/01/16

FOI

I am requesting information on the ethnic background of your workforce. I would like the 11/01/16
percentage of your workforce who identified as BAME (Black, Asian, and Minority
ethnic); the percentage who preferred not to say and the percentage for whom you
don’t have recorded data. I would like the information for the entire workforce and
separately the information for clinical staff only. I would like the data for the most recent
two years that you recorded the information, which should have been collated as part of
your equality mainstreaming responsibilities. If your mainstreaming report fully contains
the information I have requested please do send me a link or email it to me.

16-003

05/01/16

FOI

1.Name of officer responsible for the management of community nursing staff; 2.Their 18/01/16
designation; 3.Their address; 4.Their telephone number; 5.Their email address

16-004

05/01/16

FOI

Wet Macular Affected Disorder

16-005

05/01/16

FOI

All instances of Christmas day A&E treatment for injuries caused by or related to toys, 11/01/16
leisure equipment or anything related to the celebration of Christmas

16-006

05/01/16

FOI

How many patients are readmitted to hospital as a result of being discharged too early. 18/01/16
I would like this information for the past 3 years.
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Ref
16-007

Received
05/01/16

Type
FOI

Description
Closed
How many babies from 1st Jan 2012 to 31st Dec 2015 sustained an injury during 01/02/16
childbirth. I would also like dates for these and details of the cause of injury.How many
babies from 1st Jan 2012 to 31st Dec 2015 died during childbirth.
I would also like the dates and also details of the cause of injury.How much money was
paid out in compensation due to injuries sustained during childbirth from Jan 1st 2012
to 31st Dec 2015.
I would like a breakdown of each payout amount, date of incident and reason for payout
without giving the identity of any family members.How much money was paid out in
compensation due to babies deaths during childbirth from Jan 1st 2012 to 31st Dec
2015. I would like a breakdown of each payout amount, date of incident and reason for
payout without giving the identity of any family members

16-008

05/01/16

FOI

The number of deceased patients on the organ donor register in Scotland whose family 06/01/16
or next of kin have overruled their decision to donate their organs, after they have
died. - The age of the deceased whose consent to donate their organ(s) has been
overruled - The number of organs that have not been donated due to family / next of kin
overriding the deceased's consent. - Number of patients currently awaiting an organ
transplant, and for what organs- Average waiting time for all organ transplants - Number
of people on organ donation register in Scotland

16-009

06/01/16

FOI

Can you tell us how many people, in the past 5 years, have qualified for NHS 02/02/16
continuing care? Can you also tell us how many people applied for NHS continuing
care? Can you tell us what were the three main reasons for refusal? How many
appealed the decision not to award NHS continuing care and how many were
successful? What was your NHS board's budget for NHS continuing care? How man
NHS Continuing Care beds did you have set aside? Can you set out the above on a
year by year basis over the last five years?

NOT PROTECTIVELY MARKED
Page 6 of 32

606

Ref
16-010

Received
06/01/16

Type
FOI

Description
Closed
I would like to make a request under Freedom of Information for details of cyber attacks 03/02/16
on the health board in the last three years. Please provide a breakdown, indicating #
the number of attacks # the date and duration of each attack # how the attack was
conducted - for example, computer virus, spam attack, a direct assault on security
firewalls
# whether security was successfully breached and if so, the type of
information stolen (for example, patients' records) # who perpetrated the attack (ie, the
name given by the hacker or hackers) and any demands made by the perpetrator(s) #
what action has been taken by the health board in light of cyber attacks to improve
security - please include details of costs involved.

16-011

06/01/16

FOI

1.

2.
3.
4.

The number of patients treated at A&E departments between December 25 and 11/01/16
January where the incidents can be attributed to this Christmas’s hit present, the
hoverboard.
The number of fractured bones that needed plastering during the same period of
time for the same reason.
The number of operations to set bones that were needed during the same period
of the same reason.
The youngest and the oldest patient treated during the same period for the same
reason.

16-012

06/01/16

FOI

i What is the overall spending for mental health in the last 5 years
ii What is the overall spending for acute health in the last 5 years

16-013

06/01/16

EIR

How many times in the past two years have the health board had to call out 18/01/16
exterminating services/pest prevention, and the reason - this should include the type of
insect/rodent and where it was found for example (but not limited to) wards, kitchens,
waiting rooms.

16-014

07/01/16

FOI

To disclose how many patients attended Accident and Emergency after ingesting, 18/01/16
inhaling or injecting new psychoactive substances, so called legal highs, between 2014
- 2015. These include but of course are not limited to BZP and MDAT.
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Ref
16-015

Received
07/01/16

Type
FOI

Description
Closed
The number of patients who have had to be treated in another health board in the last 04/02/16
three years. And please include a reason for this - for example (but not limited to)
quicker treatment. Could you please indicate which health board/hospital the patient
was sent to, and break the information down by year.-The number of NHS patients who
have been treated by private clinics/hospitals in the last three years. And please include
a reason for this - for example (but not limited to) quicker treatment. Could you please
indicate which private health care provider the patient was treated by, and break the
information down by year.

16-016

07/01/16

FOI

How many patients within your health board area were administered electroconvulsive 03/02/16
therapy (ECT) in the years 2013, 2014 and 2015? Please provide a breakdown of
incidents per year and also tell me: (a) how many patients consented to the treatment
and (b) how many patients were administered the treatment against their will? EG, an
ideal response would be: 2013 12 cases (6 consented, 6 without consent) 2014 8
cases (2 consented, 6 without consent) Please also tell me, how many complaints the
health board has received regarding the administering of ECT in the years 2013, 2014
and 2015. Please provide a copy of each complaint, or at least a brief summary of each
complaint.

16-017

07/01/16

FOI

1. Do you have a KTP laser for use in Cholesteatoma surgeries?
25/01/16
2. If you are planning on getting one soon, what date are you planning on getting one?
3. If you already have the KTP laser for cholesteatoma surgeries: a), is it routinely available
for cholesteatoma surgeries? b) is it maintained and staff trained to use it?
4. Are there any issues that are preventing you from routinely using the KTP laser?
5. Are you doing your tympanoplasty surgery for cholesteatoma as a day case or overnight
stay? For adults. For Children.
6. If as a day case, why is it not an overnight stay?
7. Are you doing your mastoidectomy surgery for cholesteatoma as a day case or
overnight stay? For adults. For Children.
8. If as a day case, why is it not an overnight stay?
9. What is your standard follow up period of time for a ‘second look’ following
tympanoplasty?
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Ref

Received

Type

16-018

07/01/16

FOI

Description
Closed
10. Are you routinely using CT or MRI to gauge the extent of cholesteatoma growth?
11. Do you have a cholesteatoma leaflet? Yes/No If so, please attach. We are in the
process of setting up a not for profit group to support patients with Cholesteatoma.
12. Would you like to be involved in the clinical advisory group? – If yes – put name.
13. Would you find a leaflet for patients explaining cholesteatoma helpful if we could
provide one? Yes/No
14. If we provided a poster about the support group would you be happy to display this in
ENT/Audiology? Yes/No
15. Do your ENT surgeons feel that cholesteatoma surgery could be more effective if
delivered as a regional service to enable the surgeons to have access to the laser and have
more experience in c-toma opearations?Yes/No
16. We wish to put some of this information on our website, do we have permission to
publish the data in raw format?
17. We wish to summarise the national trends, lists and statistics from the data returned
from all hospitals and put this on our website, do we have permission to summarise the
data?
Question 1: Please complete the following table for your patients, showing the number 25/01/16
of procedures in the first, second or third position (please sum all instances) for a
diagnosis of cholesteatoma in any position, per consultant, split into 18 and over and
under 18s and then into whether the spell involved an overnight stay or was a daycase,
from 1st April 2014 – 31st March 2015. For your ease the following have been
provided: ·Template to complete – attached, Procedure codes – as a tab on the
spreadsheet, ICD codes for cholesteatoma – H71, H604, H950. An example SQL code
has been provided to answer this query - as a tab on the spreadsheet Please note
patients may have more than one relevant procedure code in the first three procedure
codes, please sum all instances where these codes appear even if patients are double
counted. This is because we are looking at the number of procedures and not the
number of patients. The example table attached has been completed as if you had 2
consultants at one hospital. The numbers in this template are not a true account of any
consultant, there are only there to make the table easier to read.
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Ref

Received

Type

Description
Closed
Question 2: Please include a separate count of the number of individual inpatients with
a recorded diagnosis of cholesteatoma in any position for the same time period, split by
18 and over, and under 18. Please put the data in the question 2 template. If you have
less than 5 patients, would you consider giving the exact number of patients as we want
to work out the national prevalence of cholesteatoma?
Question 3: Please could you put the total number of patients having a procedure in the
last year (ie the number of patients used for question 1) into the question 2 template in
the relevant column, broken down by 18 and over and under 18?
Question 4: This data will be summarised to provide national trends, lists and statistics,
and put on a website whose aim is to support patients with cholesteatoma. Do you
consent to the data being used in this way? Please put your answer in column in the
question 2 template.

16-019

07/01/16

FOI

1) To provide breakdown of how many clinical nurse specialists were employed by NHS 28/01/16
Dumfries and Galloway in each month of 2015, including the current figure. How many
of the clinical nurse specialists were (i) epilepsy nurse specialists, (ii) other specialities.
2) To provide details on how many NHS epilepsy nurse specialists have been required
to undertake clinical shifts on wards instead of supporting epilepsy patient care in each
month of 2015.
3) To provide details on what (a) maximum and (b) average number of hours per week
epilepsy specialist nurses have undertaken clinical ward duties in each month of 2015.

16-020

07/01/16

FOI

This is a request under the Freedom of Information (Scotland) Act 2002. I would be 25/01/16
grateful for your help in providing me with the information requested below, regarding
patients and obesity: How many patients to A&E units in each year since 2010/11 have
been registered to be Overweight Obese Could you please break down the total
number of people presenting as obese and overweight by age groups: Up to 10
Between 11-17 Between 18-24 Between 25-40 Between 40-60 60+
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Ref
16-021

Received
07/01/16

Type
FOI

Description
Closed
A breakdown of the number of individuals who have been assessed by your board as 03/02/16
being (i) deaf (ii) deafblind (iii) hard of hearing and (iiii) deaf/deafblind/hard of hearing
with a mental health disorder in each of the last three years.

16-022

08/01/16

FOI

We have the following guideline document relating to CMPA prescribing listed for your 25/01/16
organisation.NHS Dumfries and Galloway - Cow’s Milk Allergy and Intolerance (October
2014)Please confirm if this is up-to-date and still in use?2) If the above document is
no longer used, please provide a link to, or a copy of, the most up-to-date guidelines
referenced by your organisation.

16-023

11/01/16

FOI

1. For each of the past five financial years (2010/11 to 14/15) please list the number of 25/01/16
patients who have attended accident and emergency after suffering ill effects from
taking Dinitrophenol (DNP).
2. For each of the past five financial years please list the number of patients admitted to
a ward after taking DNP.
3. For each of the past five years please list the number of patients who have died in
hospital after taking DNP.

16-024

11/01/16

FOI

I would like to know how many children (age under 18) were admitted to hospital in your 25/01/16
NHS board because of the effects of second hand smoke.
I would like to have the
figures broken down separately for the past three years, 2015, 2014 and 2013 and in
separate age groups, for i.e. 0-3 4-7 8-11. I would like to know what the diagnoses and
treatment for these cases were (under general headings i.e. respiratory illness / asthma
attacks)

16-025

11/01/16

FOI

The amount of money spent by your organisation* on the provision of community 05/02/16
disability equipment** in your area.
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Ref
16-026

Received
12/01/16

Type
FOI

Description
Closed
The number of patients who have been involved in accidents while being treated in the 03/02/16
last three years? This should include, but not be limited to, falls. Could you also include
details of any injuries that were sustained by patients, and whether or not a complaint
was made/upheld. The patients age and why they were in hospital-if at a hospital
(what they were being treated for) should be included - of possible. -How much has the
health board paid out in compensation to patients involved in accidents in the last three
years? Please could this information be broken down by year and place of accident for example name of hospital/health centre.

16-027

12/01/16

FOI

1. Do you have a dedicated policy with a structure of signposting support for staff 03/02/16
affected by domestic abuse? If so, please give details. 2. Do you have a dedicated
policy with a structure of signposting support for patients affected by domestic abuse? If
so, please give details. 3. Do you have a domestic abuse service established within
your organisation? 4. If so, state when it was established and give year-on-year figures
for referrals/the number of people who use the service. 5. Are staff inducted in the
organisation’s policy so that they are fully informed of its content and the support
available to them as well as patients? 6. How many staff have received training in
recognising and supporting victims of domestic abuse in the past year? 7. When was
domestic abuse training last reviewed in your organisation? 8. What does the training
cover?

16-028

13/01/16

FOI

How many operating theatres have there been in each year since 2010/11 in your 05/02/16
health board? How many operations in operating theatres have been carried out in
each year since 2010/11 in your health board? What has the occupancy rate (in days)
of the operating theatres in your health board been in each year since 2010/11? How
many patients were referred to other health boards for a surgery or operation in each
year since 2010/11? If possible, please do not include the surgeries that were referred
to the Golden Jubilee National hospital, or other national specialized units. How many
patients were referred to private hospitals, clinics, or units for a surgery or operation in
each year since 2010/11?
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Ref
16-029

Received
14/01/16

Type
FOI

Description
Closed
I would like to request the number of children (under 16) who have been diagnosed with 03/02/16
a sexually transmitted infection in your area over the past five years. For each year,
please could you specify which STI, the number diagnosed and the ages of the
children.

16-030

15/01/16

FOI

Under the Freedom of Information (Scotland) Act, can you tell me how much you spent 05/02/16
on translators for people who can't speak English, in 2005, 2010 and 2015 (excluding
expenditure on forms of communication and language support for people who are deaf,
deafblind or have hearing loss)?

16-031

15/01/16

FOI

The number of patient admittances to A&E Wards across your Health Board area on 11/02/16
the following dates: Sunday 25th Jan 2015 Sunday 1st Feb 2015 Saturday 7th Feb
2015 Sunday 8th Feb 2015. Whilst it would be preferable and very helpful if you could
provide the numbers per individual ward in your area a global figure across the health
board area would also be acceptable.

16-032

15/01/16

FOI

Please provide the number of people who have died from malnutrition in the past three 03/02/16
years. Could this please be broken down by year, and also provide a breakdown by
age - ie. Under 16 and Over 16 would be enough.

16-033

15/01/16

FOI

1.Can you please tell me how many people over the age of 65 have been treated for 12/02/16
the effects of alcohol in each of the following years – 2005/06, 2015/16, 2014/15,
2013/14 and 2012/13 – please specify which alcohol-related illnesses they were
treated for. 2.For the same years, can you tell me how many people have been treated
for the effects of drugs – for each year, please break down the different drugs they had
taken and the symptoms or illnesses they were treated for.
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Ref
16-034

Received
15/01/16

Type
FOI

Description
Closed
1.Can you please provide the current menu at each of the hospital restaurants and 05/02/16
cafes for visitors – including fizzy drinks and chocolate bars. 2.For each fried item,
burger, pie and cake, please provide a calorie count if you have this. 3.For the same
items, can I also please have the amount of saturated fat, sugar and salt available in
them if possible.

16-035

18/01/16

FOI

1.Can you please provide the current menu for hospital food provided to staff – 05/02/16
including fizzy drinks and chocolate bars. 2.For each fried item, burger, pie and cake,
please provide a calorie count if you have this. 3.For the same items, can I also please
have the amount of saturated fat, sugar and salt available in them if possible.

16-036

18/01/16

FOI

This is a request under the Freedom of Information (Scotland) Act 2002. I would be 08/02/16
grateful for your help in providing me with the information requested below, regarding
doctors (junior and senior): 1) How many senior doctors have there been in your
health board’s hospitals and clinics in each year since 2007/08? Please provide a.
WTE (Whole Time Equivalent) b. Headcount c. The vacancy rate for senior doctors in
your health board’s hospitals and clinics in each year since 2007/08. 2) How many
junior doctors have there been in your health board’s hospitals in each year since
2007/08? Please provide a. WTE (Whole Time Equivalent) b. Headcount c. The
vacancy rate for junior doctors in your health board’s hospitals and clinics in each year
since 2007/08.

16-037

18/01/16

FOI

Directorate Structure

16-038

18/01/16

EIR

To this end we are anxious to develop our construction variation experience within 22/02/16
other Health Boards in Scotland and so were wondering if you could advise who within
your organisation is responsible for commissioning construction variations within the
various hospitals under the control of NHS Dumfries and Galloway?
Can you also
advise which Healthcare partners you work with (e.g Consort Healthcare)?
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Ref
16-039

Received
19/01/16

Type
FOI

Description
Closed
Under the FOI act please can you confirm how many staff work at Dumfries and 19/01/16
Galloway NHS Board.

16-040

20/01/16

FOI

1. Can you please tell me how many people the health board has recorded as suffering 22/02/16
from seasonal affective disorder in each of the following years – 2014-15, 2013-14,
2012-13, 2011-12 and 2010-11. 2. For each year, please provide the treatments
provided and the number of people receiving each. 3. For each year, please provide
the number of men and of women, and the number of under-18s and over-65s suffering
from this.

16-041

20/01/16

FOI

How many foreign (EU and non-EU) doctors/consultants did/does your health board 08/02/16
employ in the years 2013/2014/2015/2016? Is there a difference in pay between
foreign doctors/consultants and their British counterparts? If so, please provide details.
How many foreign nurses did/does your health board employ in the above years? Is
there a difference in pay between foreign nurses and their British counterparts? If so,
please provide details. Any other foreign workers (for each, please provide the number
and what occupation e.g 7 reception staff, 20 porters etc.) in the above years? Again,
Is there a difference in pay between these foreign workers and their British counterparts
doing the same jobs? If so, please provide details. Please provide details of any
recruitment drives abroad made by your health board. For each instance, please
provide the date, which country, the purpose of the trip (i.e nurse recruitment) and the
estimated cost of the trips(s) in the years 2013/14/15/16? Please provide the cost (or
estimated cost if the actual cost is not easily retrievable) of advertising NHS posts
abroad in the above years.

16-042

21/01/16

FOI

Covering the last three years, could you please provide a list of all items given out by 18/02/16
your health board which are classed as drugs paraphernalia (such as spoons, swabs
and syringes).

NOT PROTECTIVELY MARKED
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615

Ref
16-043

Received
21/01/16

Type
FOI

Description
Closed
On how many occasions in the past five years have patients had to be transferred to 08/02/16
another hospital or health board area because they were too large in size for the
hospital scanners available.

16-044

21/01/16

FOI

In your organisation how many patients with Multiple Sclerosis have been treated with 15/02/16
MS disease modifying drugs in the past 12 months, calendar year of 2015 if possible?
Please provide the number of patients by treatment for the following disease modifying
drugs: Aubagio (teriflunomide) Avonex (interferon beta-1a) Betaferon (interferon beta1b) Copaxone (glatiramer acetate) Extavia (beta interferon-1b) Gilenya (fingolimod)
Lemtrada (alemtuzumab) Rebif (beta interferon-1a) Tecfidera (dimethyl fumarate)
Tysabri (natalizumab) Ampyra (fampyra) Peginterferon beta-1a (plegridy)

16-045

21/01/16

FOI

National review of analgesia in patients with fractured neck of femur

16-046

22/01/16

FOI

Question 1 Please can you confirm what your total spend on Allied Health 08/02/16
Professional (AHP) agency staff was during the financial year 2014-15? Can you
please break this financial information down by AHP specialism: • Arts Therapists, •
Chiropodist/Podiatrist, • Dietician, • Occupational Therapist, • Physiotherapist, •
Prosthetist / Orthotist, • Imaging Professionals, • Speech / Language Professionals.
Question 2 Please can you confirm the names of the organisation/s you procure
temporary Allied Health Professionals (AHP) from?

16-047

22/01/16

FOI

This is a request under the Freedom of Information (Scotland) Act 2002. I would be 15/02/16
grateful for your help in providing me with the information requested below, regarding
alcohol-related presentations to A&E: How many presentations to A&E departments
in your health board have there been in each year since 2010/11, with the main reason
being alcohol (either alcohol intoxication or alcohol poisoning or alcohol-related injury)?
Please provide a breakdown by age: Up to 10 years old Between 11-18 Between 1860 60+ (Please note, that if you do not hold information as in the age breakdown
provided above, I would be happy to discuss other age breakdowns that you are able to
provide.)

NOT PROTECTIVELY MARKED
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616

Ref
16-048

Received
25/01/16

Type
FOI

16-049

25/01/16

FOI

Description
Closed
1. The number of nurses (all grades) currently directly employed by the Trust whose 16/02/16
actual pay (i.e. not pro rata) is below £35,000 per year, excluding specialist nurses
working in neonatal intensive care units (SOC code 2231). 2. Of the staff referred to in
response to question 1, how many are on Tier 2 visas? 3. Of the staff referred to in
response to question 2, how many started working in the UK after April 2011? If the
information for question 3 is not held (or would be impossible to locate within the
section 12 cost limit), please ignore it and answer question 4 instead: 4. Of the staff
referred to in response to question 2, how many started working for the Trust
(preferably including any predecessor Trusts, if the Trust is the product of a merger)
after April 2011? If the information for question 2 is not held (or would be impossible to
locate within the section 12 cost limit), please ignore questions 2-4 and answer
questions 5 and 6 instead: 5. Of the staff referred to in response to question 1, how
many are not nationals of member states of the European Economic Area? 6. Of the
staff referred to in response to question 5, how many started working for the Trust
(preferably including any predecessor Trusts, if the Trust is the product of a merger)
after April 2011? All Trusts please respond to question 7: 7. Any assessment, report
etc that the Trust has carried out or commissioned into the effect that the increase to
the earnings threshold for Tier 2 visa immigrants to qualify for permanent residence in
the UK (announced in 2011, implemented from April 2016) will have on the Trust's staff.
(see http://www.workpermit.com/news/2015-07-07/uk-tier-2-visa-immigrants-must-earn35000-to-settle-from-april-2016) All figures for questions 1 to 6 should be provided as
FTE and headcount if possible.
Is a Peer Approved Clinical System (PACS) interim or pilot scheme underway within 29/01/16
your Health Board area? If yes, when did this begin? If yes, how many applications
have been made for medicines to be assessed under the new system since its
implementation? If yes, how many drugs have been approved under the system since
its implementation? If yes, how many applications have there been for the drug
nivolumab in a) lung cancer and b) melanoma, and how many of these have been
approved? If no, what conversations have been had within the Health Board regarding
implementation of the system or a pilot scheme? If no, when are you planning to
implement or pilot the system?

NOT PROTECTIVELY MARKED
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617

Ref
16-050

Received
26/01/16

Type
FOI

Description
1. How many health assessments of Looked After Children and Young People
(LACYP) have been conducted within the health board area since such assessments
were introduced in 2014? 2. Out of the total number of LACYP health assessments
completed, what number identified the young person as a smoker? 3. Does the LACYP
health assessment ask if the child is exposed to second hand smoke/ passive smoking
either within the home, car or elsewhere? If Yes, how many young people were
identified as being exposed to second-hand within their home, car or elsewhere (using
the LACYP health assessment) 4. Does the LACYP health assessment ask if smoking
is permitted by parents/carers indoors, within the child’s home? If Yes, how many
assessments identified that smoking was permitted within the home?

16-051

26/01/16

FOI

"A list of all agency staff used by the health board over the Christmas and New Year
23/02/16
period. This should cover from Sunday December 20 to Sunday January 10. If you
cannot provide details of this full time period, I would be incredibly grateful if you could
provide the information that you do have. Could you please provide details of agency
staff employed. For example their role(nurse, consultant, etc), how much was spent and
how long they were employed for. A list of all temporary staff which were brought in
from foreign countries to work for the health board over the Christmas and New Year
period. Again, this should cover from Sunday December 20 to Sunday January 10. If
you cannot provide details of this full time period, I would be incredibly grateful if you
could provide the information that you do have. Could you please provide details of
agency staff employed. For example their role(nurse, consultant, etc), where they have
come from, how much was spent and how long they were employed for. Please also
include travelling expenses paid to the staff member."

16-052

27/01/16

FOI

1. How much do you estimate the increase in employers National Insurance
contributions (end of contracting out) from 1 April 2016 will add to your organisations
paybill in financial year 2016/17? 2. How much do you estimate the increase in
employees National Insurance contributions (end of contracting out) from 1 April 2016
you will deduct from employee pay in financial year 2016/17?

NOT PROTECTIVELY MARKED
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16/02/16

25/02/16

618

Ref
16-053

Received
28/01/16

Type
EIR

Description
Closed
How many asbestos-related deaths have been recorded in the health board area in 18/02/16
each of the last five years? where possible, can you provide background information
for the type of asbestos exposure predominant in each of these deaths? (eg was the
person involved working in a building with asbestos, etc). have any buildings belonging
to or used by the health board been found to contain asbestos over the last five years?
have there been any reports about asbestos in any buildings belonging to or used by
the health board? Please provide any copies of these.

16-054

29/01/16

FOI

1. Do you currently have endoscopy reporting software installed?
1.1. If the answer to question 1 is yes, who is the provider of this software?
2. Do you currently have cystoscopy reporting software installed?
2.1. If the answer to question 2 is yes, who is the provider of this software?
3. Do you currently have bronchoscopy reporting software installed?
3.1. If the answer to question 3 is yes, who is the provider of this software?
4. Do you currently have any software installed to support the tracking of long term
gastroenterology patients (eg. IBD patients)?
4.1. If the answer to question 4 is yes, who is the provider of this software?
5. Do you currently have order communications software installed?
5.1. If the answer to question 5 is yes, who is the provider of this software?
6. Do you currently have a patient administration system installed?
6.1. If the answer to question 6 is yes, who is the provider of this software?
7. Do you currently have an unscheduled care/emergency department system
installed?
7.1. If the answer to question 7 is yes, who is the provider of this software?
8. Do you currently have an integration platform installed?
8.1. If the answer to question 8 is yes, who is the provider of this software?
9. Do you currently have any business intelligence systems installed?
9.1. If the answer to question 9 is yes, who is the provider of this software? (If there is
more than one provider for different departments please include each provider and the
department their solution is used in)
10. Do you currently have a pharmacy stock management system installed?

NOT PROTECTIVELY MARKED
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619

Ref

Received

Type

Description
10.1. If the answer to question 10 is yes, who is the provider of this software?
11. Do you currently have an eprescribing solution installed?
11.1. If the answer to question 11 is yes, who is the provider of this software?
12. Do you currently have an electronic document and records management solution
installed?
12.1. If the answer to question 11 is yes, who is the provider of this software?
13. If possible, please provide the associated costs of installing and supporting each
system individually.

16-055

02/02/16

FOI

1. How many patients were redirected from A&E in each of the following months – 24/02/16
October, November, December and January. 2. Please provide the number advised to
use self-care in January only, and please list the symptoms and illnesses they had for
which they were advised to use self-care. 3. For January only, please provide the
number of people redirected to community pharmacies and list the symptoms and
illnesses they had.

16-056

02/02/16

FOI

1. Can you tell me please the highest rate per hour offered in waiting time initiative 01/03/16
payments in both 2014-15 and 2013-14 – and the general hourly rate an eligible
member of staff would normally earn for week-day work. 2. In 2014-15, and separately
in 2013-14, please tell me the most a member of NHS staff was paid under the waiting
time initiative for a single shift, including the day of the shift, the rank and speciality of
the staff member and how many hours they worked, as well as, for each year, the work
they were doing (for example, performing operations) and in which ward. 3. For both
years, separately, please provide a list of each member of staff who earned more than
£1,500, and each member who earned more than £2,000 (with the amount they
earned) for a single shift. 4. In each case, please provide the day of the shift, the rank
and speciality of the staff member and how many hours they worked, as well as, for
each year, the work they were doing (for example, performing operations) and in which
ward.

NOT PROTECTIVELY MARKED
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620

Ref
16-057

Received
01/02/16

Type
FOI

Description
Closed
We have asked you what palliative services you have for patients. We would like to 15/02/16
clarify that for the following services below that these should be services that can be
directly accessed by patients. Dedicated online palliative information and advice
Dedicated palliative, nurse staffed expert telephone helpline
Palliative care coordination centre – including signposting to other services We asked about which of
the following services exist for carers. Please can we clarify that in order for these
services to exist for carers, that carers must be able to directly access these services.
Dedicated online palliative information and advice Dedicated palliative, nurse staffed
expert telephone helpline

16-058

02/02/16

FOI

1. How many underage pregnancies have been reported by your health board over the 24/02/16
last five years (meaning pregnancies occurring in girls under 16 that have been noted
under your board)? 2. Could you please distinguish these by year? 3. Could you please
distinguish these by age (of the mother)?

16-059

02/02/16

FOI

I would like to know how much money was wasted in your health board in 2015 01/03/16
because of people not showing up to doctor’s appointments i.e. where they had not
cancelled but simply never showed up. If possible, I would like this information: Divided by hospital/doctor’s surgery - Divided by month And if the information is held
over the last three years, I would highly appreciate those figures too – but it is not
necessary to have these ones divided by month or hospital surgery – just each year’s
total.

16-060

03/02/16

FOI

I would like to know how many reports of female genital mutilation have been made to 17/02/16
your health board. By this, I mean for instance reports of women who have had it done,
or at risk of having it done because their mother has had FGM. It is essentially anything
relating to it – as I know it is a very difficult issue to detect. Could I have this
information broken up by year, over the last five years? Could this information include
the specifics – i.e. a daughter at risk or a women who has had it done etc.

NOT PROTECTIVELY MARKED
Page 21 of 32

621

Ref
16-061

Received
04/02/16

Type
EIR

Description
Closed
A list of all maintenance and repair work carried out on NHS property in the last three 26/02/16
years. This should include hospitals and health centres. Please specify which building
and what work has been carried out. For example X hospital had to repairs carried out
on the roof because it was leaking. This information should also cover any buildings
which are under the PFI schemes. Could you please break this down by year.

16-062

04/02/16

FOI

Contract end dates Dep Pathology; Dep RIS; Dep Theatres; BI & Data Warehousing; 04/03/16
EPR; Order Comms; Diagnostic Reporting

16-063

04/02/16

FOI

How long, in weeks, children (under 16s) waited for an assessment for a wheelchair or 01/03/16
specialist seating following an initial referral to the children's wheelchair service. How
long, in weeks, children had to wait to receive equipment following the assessment.
Please provide data for children referred in 2014 and for those referred in 2015. Data
could be grouped by weeks - less than 4 weeks, 4 to less than 8 weeks, 8 weeks to
less than 12 weeks, 12 weeks to less than 16 weeks and more than 16 weeks.

16-064

04/02/16

FOI

Under the Freedom of Information Act, please can you provide me with the amount 03/03/16
spent on employing agency/temporary/locum doctors in A&E departments, and the
number of FTE roles covered by agency doctors, if possible for each month in 2014
and 2015, or for 2014 and for 2015 as whole years. Please can you provide me with
the number of FTE doctors working in the A&E department, if possible for each month
in 2014 and 2015, or for 2014 and for 2015 as whole years. If possible, please provide
a breakdown between junior doctors and consultants.

16-065

04/02/16

FOI

I would be grateful if you could supply undergraduate timetables issued to students in 29/02/16
years 3 - 5 of the Medicine A100 course for the academic year 2014/2015 for students
placed at Dumfries and Galloway Royal Infirmary from Glasgow medical school.
(Medicine A100 refers to the standard medicine course and does not include graduate
entry medical students). If the trust feels that it is unable to provide detailed timetables
for each individual student, then I would like to request a representative timetable for a
typical student in years 3 – 5 of the course for the 2014/2015 academic year.

NOT PROTECTIVELY MARKED
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Ref

Received

Type

Description
Closed
I am specifically requesting timetables as they are given to the students. I would
imagine it would not take a student more than 18 hours to obtain their timetable for
years 3 - 5 of the course. Therefore a representative timetable for a single student will
suffice.

16-066

04/02/16

FOI

Can you tell me please if the health board uses text messaging for patients to send in 03/03/16
blood sugar and blood pressure readings etc. What are text messages used to record
please – for each condition, can you tell me what they send in by text message, if it is
dealt with by a computer system, what happens if their readings are too high and how
often they are asked to send a text. Is texting used for smoking cessation and dietetics
– if so please provide the same details as above. Can you tell me how much this
programme costs annually please, and provide any information you have on other
digital tools used by the health board, such as Face Time or Skype if you have it?

16-067

08/02/16

FOI

How many people with MS in your Health Board area (including the source for this 04/03/16
number) are diagnosed as the following:
a. Relapsing-Remitting MS
b. Primary Progressive MS
c. Secondary Progressive MS
d. Benign MS
e. Unconfirmed Type
2. The percentage of each of 1a, 1b, 1c, 1d, and 1e, who receive a review by an MS
specialist service every 12 months ( 16.1 a - Clinical Standards - Neurological Health
Services 2009)
3. The current waiting times targets for accessing an appointment with a Consultant
Neurologist with MS expertise for:a. New appointmentsb. Follow up appointments
4. The number of people with MS currently being prescribed the following licensed
treatments for multiple sclerosisa. Avonex (Beta interferon - 1 a)b. Aubagio®
(Teriflunomide)c. Betaferon (Interferon beta 1 b)d. Botox (Botulinum toxin)e. Copaxone
(Glatiramer Acetate)f. Extavia (Beta interferon - 1 b)g. Fampyra® (Fampridine)h.
Gilenya (Fingolimod)i. Lemtrada (Alemtuzumab)j. Plegridy (Peginterferon beta 1a)k.

NOT PROTECTIVELY MARKED
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Ref

Received

Type

Description
Closed
Rebif® (Beta interferon - 1 a)I. Sativex (Nabiximols)m. Tecfidera (Dimethyl fumarate)n.
Tysabri (Natalizumab)
5. Where the above drugs are not on the local drugs formulary please provide the
number of Individual Patient Treatment Request (IPTRs) received for each of the
treatments.

16-068

08/02/16

FOI

I'm getting in touch today to enquire when the review dates are for the following classes 04/03/16
of drugs within the Dumfries and Galloway Health Board Prescribing Formulary? All
three classes are included in the Endocrine system. SGLT-inhibitors; DPP4-inhibitors;
GLP-1 agonists

16-069

10/02/16

FOI

I am looking to acquire figures relating to the number of Inflammatory Bowel Disease 04/03/16
cases that have been recorded over the last five years. I am, in particular, looking for
the following things – - A yearly breakdown of the number of overall cases of
Inflammatory Bowel Disease cases recorded over the last five years- A yearly
breakdown of the number of cases of Chron’s Disease recorded over the last five
years- A yearly breakdown of the number of cases of Ulcerative Colitis recorded over
the last five years

16-070

10/02/16

FOI

I require the organisation to provide me with the following contract information relating 25/02/16
to the following corporate software/applications:
1. Enterprise Resource Planning Software Solutions (ERP)
2. Customer Relationship Management (CRM) Solutions
3. Human Resources (HR) and Payroll Software Solutions
4. Finance Software Solutions
Along with the actual contract information for the above can you also provide me with
the maintenance and support contract associated with each of the categories above if it
not already within the existing contract. For each of the categories above can you
please provide me with the relevant contract information listed below:
1. Software Category: ERP, CRM, HR, Payroll, Finance
2. Software Supplier: Can you please provide me with the software provider for each

NOT PROTECTIVELY MARKED
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Ref

Received

Type

Description
Closed
contract?
3. Software Brand: Can you please provide me with the actual name of the software.
Please do not provide me with the supplier name again please provide me with the
actual software name.
4. Contract Description: Please do not just state two to three words can you please
provide me detail information about this contract and please state if upgrade,
maintenance and support is included. Please also include the modules included within
the contract.
5.
Number of Users/Licenses: What is the total number of user/licenses for this
contract?
6. Annual Spend: What is the annual average spend for each contract?
7. Contract Duration: What is the duration of the contract please include any available
extensions within the contract.
8. Contract Start Date: What is the start date of this contract? Please include month
and year of the contract. DD-MM-YY or MM-YY.
9. Contract Expiry: What is the expiry date of this contract? Please include month and
year of the contract. DD-MM-YY or MM-YY.
10. Contract Review Date: What is the review date of this contract? Please include
month and year of the contract.
If this cannot be provided please provide me
estimates of when the contract is likely to be reviewed. DD-MM-YY or MM-YY.
11. Contact Details: I require the full contact details of the person within the
organisation responsible for this particular software contract (name, job title, email,
contact number). If the organisation have an outsourced provider that looks after all
software can you please request this information from your provider?

16-071

15/02/16

FOI

If Dr S worked as a trust or agency Locum Consultant Radiologist in your trust during 17/02/16
the periods mentioned below- 01/03/2014 to 12/08/2014 all dates inclusive 21/02/2015
to 01/03/2015 all dates inclusive 08/08/2015 to 16/08/2015 all dates inclusive

NOT PROTECTIVELY MARKED
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Ref
16-072

Received
15/02/16

Type
FOI

Description
Closed
1.Can you tell me please for children under the age of five, how many have been 26/02/16
referred for speech therapy within 18 weeks in each of the following years – 2014-15,
2013-14, 2012-13 and 2009-10.2.For each year, please provide the number who waited
longer than 18 weeks.3.In each case, for each year, please provide the number who
have waited longer than six months, the number who waited longer than a year and the
longest amount of time any child under the age of five waited from referral to seeing a
speech therapist.4.Again, providing the year in which this happened, please list those
who waited more than six months, giving the age of those who waited and breaking the
numbers down into the reason they needed speech therapy – with the number waiting
more than six months for each reason.

16-073

15/02/16

FOI

Medical records re diseased husband

16-074

15/02/16

FOI

All minutes and associated papers of your NHS Board's Sexual Health 11/03/16
Committee/Sexual Health Advisory Group/Sexual Health Strategy Group/Sexual Health
Strategy Implementation Group (or similar group dealing with sexual health).Please
supply the information from 1 February 2015 to present.

16-075

15/02/16

FOI

Emergency attendances 26 Jan 15 and 2 Feb 2015

16-076

15/02/16

FOI

The number of injuries caused by or involving musical instruments from Jan 1st 2012 to 25/02/16
December 31st 2015.- I would like details of when (happy to have month and year) this
happened, the instrument involved and what part of the body it injured plus any other
details that can be given without naming any individuals.

16-077

17/02/16

FOI

How many times did a maternity unit close temporarily to new admissions in 2014 and 11/03/16
2015? Please detail the hospital. What were the reasons for this temporary closure?
Please specify hospitals. With regards to the above questions…how long did the
temporary closure in each of those cases last. What is the midwife vacancy rate? How
many midwife posts are currently vacant?

NOT PROTECTIVELY MARKED
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17/02/16

626

Ref
16-078

Received
18/02/16

Type
FOI

Description
Closed
For the past three years, ending 31st December 2015:The number of people who have 04/03/16
had tattoos removed on the NHS for reasons relating to psychiatric problems,
embarrassment or regret For each person their age, and the size, location and a
description of the tattoo The total cost of each tattoo removal

16-079

18/02/16

FOI

How many people were employed on zero-hours contracts by the health board in each 04/03/16
year since 2011-12? How many of these contracts were restricted (included exclusivity
clauses which prevent people from either looking for work or accepting work from
another employer – a practice that was recently banned)?

16-080

18/02/16

FOI

Car leasing and contract services

16-081

22/02/16

FOI

Can you tell me how many linear accelerator machines your NHS board has? Can you
tell me how many CT body scanners your NHS board has? Can you tell me how many
x-ray machines your NHS board has? For each of the three questions can you tell me
which hospital they are used at? Can you also please outline if there are any of the
above pieces of equipment that are currently out of service? And how many? If there
are please outline the reason for it not being in use? Out of this total machines can you
please outline how many machines are: a) Under five years old b) Over five years old c)
Over 10 years old. For the machines over 10 years old can you please outline exactly
how old they are?

16-082

22/02/16

FOI

1. Please provide details of how many adverse incidents related to mental ill health in
each year since 2011-12. 2. Please provide details of how many of these
aforementioned incidents involved suicides or attempted suicides.

16-083

22/02/16

FOI

Reg. Banking, Audit and Card processing services

16-084

22/02/16

FOI

1. the name of your Head/Director of Pharmacy (or Chief Pharmacist) 2. Structure chart
of your pharmacy department 3. Total number of pharmacists, pharmacy technicians,
pharmacy assistants and administrative staff in the dept.

NOT PROTECTIVELY MARKED
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627

Ref
16-085

Received
22/02/16

Type
FOI

Description
Closed
1. What policies are in place to identify women who are experiencing domestic abuse?
2. What policies are in place to identify men who are experiencing domestic abuse?
3. Where are women who are identified as being victims of domestic abuse referred to
for support?
4. Where are men who are identified as being victims of domestic abuse referred to for
support?
5. Does your specification for domestic abuse training include content on male victims?

16-086

24/02/16

FOI

In the past five years (January 2011 – December 2015), how many healthcare workers
working within your health board area have been diagnosed with a blood borne virus?
How many of these healthcare workers conducted surgical procedures? In how many
cases was a patient notification exercise conducted (to advise former patients that they
may have been put at risk by receiving treatment from the medic with the blood borne
virus)?

11/03/16

16-087

24/02/16

FOI

25/02/16

16-088

24/02/16

FOI

1) What is the average cost/spend, per in-patient, for providing a meal for (a)
breakfast, (b) lunch and (c) an evening meal in 2015/16?
2)
Question 1) Using data from your payroll roster can you provide an average breakdown
of clinical staff, working in each of your NHS hospitals and broken down by weekdays
and weekends, for the week 25 January 2016 to 31 January 2016.

16-089

23/02/16

FOI

Notes regarding mother's care

01/03/16

16-090

24/02/16

EIR

Details of buildings belonging to or used by the health board that been found to contain
asbestos over the last five years.

16-091

24/02/16

FOI

Question 1) Do you use the Datex Safeguard, or any other software (please specify
which) to record staff complaints/concerns?
Question 2) How many complaints/concerns have you received in (a)2013/14,
(b)2014/15, (c) 2015/16 (Please specify to which date you are proving the data to)?
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Ref

Received

Type

Description
Closed
Question 3) Which are the different categories that complaints/concerns can be logged
as?
Question 4) How many complaints/concerns were specifically about understaffing?

16-092

23/02/16

FOI

Please could you send me the agency locum spend for the trust for the last financial
year. I would like the spend for doctors only. Please include the agency spend in each
specialty breaking it down into the different grades (SHO, Middle Grade, Consultant).
Please could you also provide the spend on introductory fees for doctors for each
specialty based on Doctors taken onto NHS contracts.

16-093

24/02/16

FOI

Question 1) How many operations were cancelled in (a) 2013/14, (b) 2014/15 and (c)
2015/16 because of unavailability of Scottish Ambulance Service patient transport?

16-094

24/02/16

FOI

Question 1) How many taxi or private car hire journeys were required to transfer
equipment for use between one hospital and another for the last 12 months? Question
2) How many taxi or private car hire journeys were required to transport staff between
one hospital and another for the last 12months?
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Freedom of Information
1 January – 29 February 2016
The following chart illustrates the Directorate responsible for supplying the response
to requests.
Workforce
12%

Acute and
Community
Services
58%

Finance
12%

NMAHP
5%
Chief
Executive
3%
Medical
10%

The following chart illustrates the source of requests within the timeframe.

Other
15%

Trade Union
1%

Organisations
9%

Media
47%

Business
8%
Academic
1%

Political Party
19%
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Current Consultations
From
Scottish Government

Scottish Government

Topic

Response
due by
Independent National Whistleblowing Officer - 10/02/2016
Public Consultation
Strategic Police Priorities Consultation

12/02/2016

Joint Response Submitted
Scottish Government

NHS 24 - Health Information Services - 23/02/2016
Equality and Diversity Impact Assessment.

National Services
Scotland

Cleft Consultation

Scottish Government

Mental Health (Scotland) Act 2015 - first 30/05/2016
consultation on implementation
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Chief Executive’s Diary
Key Events
April
12
12/13
26
29
May
9
10
10/11
16
23
24

Management Team
NHS Chief Executives
Management Team
WoS RPG

Chairman’s Diary
Key Events
May
9 Performance Committee
16 Staff Governance
16 NHS Chairs Meeting
23 Healthcare Governance

Performance Committee
Management Team
NHS Chief Executives
Staff Governance
Healthcare Governance
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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Agenda Item 24

DUMFRIES AND GALLOWAY NHS BOARD
Audit and Risk Committee
Minutes of the Audit and Risk Committee meeting held on Monday 21st December 2015
at 10am – 1pm in the New Boardroom, Crichton Hall, Bankend Road, Dumfries,
DG1 4TG.
Present
Mr R Allan
Dr L Douglas
Ms L Bryce
In Attendance
Mr J Ace
Mrs K Lewis
Prof H Borland
Mrs R Francis
Mrs S McMeckan
Ms J Watters
Mr J Gray
Mrs L Geddes
Ms L Bass
Mr D Bryson

Non Executive Committee Member (Committee Chair)
Non Executive Committee Member
Non Executive Committee Member

Mr G Gault

Chief Executive
Director of Finance
Nurse Director
Audit and Risk Committee Lay Member
Deputy Director of Finance
Chief Internal Auditor
External Auditor – PricewaterhouseCoopers LLP
Corporate Business Manager (Minute Secretary)
Executive Assistant to Director of Finance
General Manager – Facilities and Clinical Support Services
(attending in absence of Chief Operating Officer)
General Manager – Information & Communication Technologies

Apologies
Ms G Stanyard
Mrs G Cardozo
Ms L Paterson
Mrs J White

Non Executive Committee Member
Non Executive Committee Member
External Auditor – PricewaterhouseCoopers LLP
Chief Operating Officer

The Committee Chair welcomed members to the Audit and Risk Committee meeting,
thanking other colleagues for their attendance. The Chair introduced Lesley Bass,
newly appointed Executive Assistant to the Director of Finance and James Gray, Audit
Manager for PricewaterhouseCoopers LLP.
The Committee Chair also congratulated the Chief Internal Auditor on gaining an MSC
in Risk Management with distinction, and highlighted the support provided by the
Director of Finance.
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1.

Apologies for Absence
Apologies as noted above.

2.

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

3.

Minutes of meeting held on 21st September 2015
The Audit and Risk Committee approved the minute from the previous meeting
on 21st September 2015, with no amendments.

4.

Matters Arising and Review of Actions List
The Director of Finance took members through the actions that had been noted
at previous meetings, giving an update on the progress made against each point.
Audit and Risk Committee noted the actions list.

5.

External Audit Quarterly Progress Update
James Gray from PricewaterhouseCoopers LLP gave an update on the External
Audit Quarterly Progress, confirming that he undertakes the role of Audit
Manager for NHS Dumfries and Galloway, while Lindsey Patterson continues as
the Board’s Executive Lead.
A planning meeting has been held with the Director of Finance and Deputy
Director of Finance to look at the objectives for the 2015/16 audit year. James
confirmed that he was content that the Board will achieve the outcomes set out
within the agreed timeframe.
Audit and Risk Committee noted the verbal update.

6.

Report to the Audit Committee External Audit Plan 2015/16
James Gray presented to committee members the External Audit Plan for
2015/16, highlighting that the report confirms that PricewaterhouseCoopers LLP
are independent of NHS Dumfries and Galloway which allows them to undertake
the role of External Auditor.
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The significant risks considered for the 2015/16 audit are:
•
•
•

Risk of management override of controls
Risk of fraud in revenue and expenditure recognition
Risk of expenditure misclassification

In addition, a further risk has been added for this financial year in relation to the
accounting treatment for the new Integrated Joint Board.
The report notes the materiality levels set for the Board, with the Overall
materiality set at £6,926,480 and the Performance materiality set at £5,194,860.
Committee members were asked to discuss and agree that the de minimis
posting level had been set to the correct level of £250,000. This level was
agreed by the Audit and Risk Committee members.
The report includes a section on “Adding value to the Audit”, which allows the
auditors to focus on specific areas that may be of concern to the Board.
Committee members discussed the option of using this audit time to obtain
further reassurance on a number of areas, including data security and agreed for
the Director of Finance to discuss this with committee members and the Chief
Internal Auditor to look at the topics and agree the specific areas. An update on
the decision made will be brought back to the March 2016 committee.
Action: Director of Finance
Audit and Risk Committee noted the report and approved the de minimis level as
£250,000 and approve the working group to agree the added value audit topics.
7.

Audit Scotland Reports Update
The Deputy Director of Finance presented the Audit Scotland Reports Update
paper to committee members, confirming that two new reports had been received
since the last meeting, which have been added to the table noted as Appendix 1
within the report.
A full review of the NHS in Scotland 2015 report is being undertaken and will be
taken to Performance Committee in January 2016 for discussion. A report on the
outcome of this will be brought back to the March 2016 Audit and Risk
Committee to close off the assurance process.
Action: Director of Finance
Committee members queried whether a confidentiality clause had previously
been used within settlement agreements. The Director of Finance agreed to
liaise with the Workforce Director and bring an update on this back to the next
committee meeting in March 2016.
Action: Director of Finance
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The Health and Social Care Integration report is currently being reviewed by Julie
White, Chief Operating Officer, who will arrange for the action plan to be drafted
by the relevant committee. Further updates on the actions taken in relation to
this report will be brought back to the March 2016 committee meeting for noting.
Audit and Risk Committee noted:
•
•
•

8.

Two Audit Scotland Reports have been issued in 2015/16 to date
A best practice update has been issued on the quality of the annual report
and accounts
One report is due back to Audit and Risk Committee to close of the
assurance process

Audit Activity to end November 2015
The Chief Internal Auditor presented the quarterly update on Audit Activity to the
end of November 2015, highlighting that seven audits have been progressed to
reporting stage.
The Galloway Community Hospital Inspection audit has been undertaken and
although a number of improvements have been put in place in regard to
monitoring, review of the processes and enhancement measures, it was noted
that it will be a number of months until evidence can be seen from the
improvements, therefore, the action has a due date of September 2016.
The Governance Statement compliance audit has been completed, giving a
significant level of assurance on the processes, with a number of improvements
having been evidenced since the last audit was undertaken.
Following discussions at the last committee meeting around the wording for audit
grades, a review has been undertaken in regard to this and revised wording was
circulated to members of the committee to reflect the adequacy of controls for
Moderate Assurance audits. The table of gradings is attached as an appendix to
this report. Committee members were content with the revisions made.
A discussion was held around the number of overdue actions that are still open.
The Chief Executive mentioned that although a great deal of work has been
undertaken to close these actions off, it was stressed that there is commitment
from the Board to work towards closing the remaining actions before the end of
the year reporting is undertaken by the Chief Internal Auditor.
Audit and Risk Committee noted the report, which provides an update on
progress against the 2015/16 Internal Audit Plan and details key outcomes from
audit work undertaken.
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9.

Management Update on Internal Audit Outstanding Actions
The Director of Finance updated committee on the management update on
outstanding Internal Audit actions, highlighting the progress that has been made
around the completion of the outstanding actions.
It was noted that increased numbers of management actions can be seen within
this report against the Chief Operating Officer. This is due to the change in line
management for Graham Gault and the Information & Management Technology
Department from the Medical Director to the Chief Operating Officer.
The Director of Finance mentioned that around 26 new actions have been added
to the report since the last committee meeting and emphasised the need to focus
on all actions and not concentrating on the old actions.
The Corporate Business Manager and Executive Assistant were asked to work
with the Director of Finance to close off some of the old actions, specifically with
the Limited Assurance report on circulars and other government information.
Action: Corporate Business Manager/
Executive Assistant to Director of Finance
The Chief Internal Auditor reminded members that management need to pick up
a discussion on legacy actions, to agree whether they have been superseded or
still need to be dealt with.
The Director of Finance confirmed that she aims to circulate an updated report
on the review of actions to committee members in advance of the next committee
meeting.
Action: Director of Finance
Audit and Risk Committee noted the verbal update.

10.

Limited Assurance Audits Update
The Chief Internal Auditor presented an update report on Limited Assurance
Audits to committee members, giving an update on the outstanding actions
related to these audits and the progress being made to complete the actions.
There are three Limited Assurance Audit reports that remain open, which relate
to Chief Executive Letters (CELs) and other Circulars, Risk Management and the
Waste Management Audit. It was noted that of the eight outstanding actions
within the Waste Management audit, three have now been closed off, with the
remainder hoping to be completed by the end of March 2016. It was noted that a
great deal of work has been undertaken in relation to this audit and assurances
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are being taken from the improvements that have been put in place through the
Environmental Management Group to progress the actions.
An audit has been undertaken on Theatre Stores and Stock Controls, which has
been given a Limited Assurance level. Further details on this report will be
brought back to committee in March 2016 for review and discussion.
Audit and Risk committee:
•
•

11.

Noted the progress against previous Limited Assurance audits, and
Considered the timeliness of closure of actions and how the risks
associated with any delays in completion of actions are being managed
within the board.

Risk Management Update
The Nurse Director presented the Risk Management Update paper to committee
members, which gives assurance that continuous review processes are in place
to manage the Board’s Corporate Risk Register and are working towards pulling
together the Board’s Risk Appetite.
It was noted that a Board Workshop was held at the beginning of
December 2015 to look at the current Medical Staffing position and to ensure
Board Members understand the implication of the risks to the Board, both
financially and on the delivery of services.
The draft minute from the Risk Executive Group meeting in December 2015 was
included within the paper to update members on the discussions held at the
meeting, which focussed on priorities around risk management and raised
awareness of capacity issues within the Patient Safety Team.
It was noted that the Board have recently recruited to the Risk Co-ordinator post,
who is hoped to be fully in post by the beginning of March 2016.
A discussion was held around the proposal to bring the draft Annual Risk Report
to the March 2016 committee meeting. It was noted that due to system
constraints the figures would not be available until the end of March 2016;
therefore, an outline of the items to be covered within the report will be taken to
the March 2016 committee, with the final version being circulated to members in
advance of the June 2016 committee meeting for review.
Action: Patient Safety and Improvement Manager
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The Nurse Director confirmed that all nine risks within the Corporate Risk
Register, which are allocated to the Nurse Director have been reviewed and
updated and are due for further review by the new Nurse Director at the end of
March 2016.
The Corporate Business Manager was asked to liaise with the Chief Operating
Officer to ensure that the risk around delays within the new hospital build, noted
on page 15 of the report is closed, as it relates to work that has already been
completed.
Action: Corporate Business Manager
Maureen Stevenson, Patient Safety and Improvements Manager, has been
communicating with other Boards to look at best practice around risk appetite
and a paper will be brought back to the March 2016 committee with a draft
statement for review.
Action: Patient Safety and Improvements Manager
Audit and Risk Committee noted the report.
12.

Acute Services Redevelopment Programme Risk Register
David Bryson, General Manager - Facilities and Clinical Support Services,
presented the Acute Services Redevelopment Programme Risk Register paper
to committee members, highlighting that the report has been compiled to give
assurances that appropriate processes are in place to manage the risks
associated with the key projects for the Board, including the Acute Services
Redevelopment Programme, the Cresswell Project, Clinical and Services
Change Programme and the Information Technology Projects.
The project risk register has been reviewed and discussed at the Acute Services
Redevelopment Programme Board on 15th December 2015, which identified the
addition of two new risks to the register and an increase to the risk level for two
other risks since the last committee meeting.
Concerns have been highlighted by the Project Team around the use of Low
Carbon Steel within the heating system for the new hospital and a further update
from Highwood Health is awaited to look at the justification around continued use
of this type of steel. This will be updated through the Project Board.
Phil Jones, Chairman of the Board, joined the meeting.
Audit and Risk Committee noted the report.
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13.

Policy to protect individuals at risk of radicalisation and exploitation
In the absence of the Director of Workforce, the Director of Finance presented
the draft policy to protect individuals at risk of radicalisation and exploitation
paper to committee members, highlighting that following a presentation at the last
committee meeting by the Director of Workforce and David Irving, Emergency
Planning Officer, the policy was taken to Area Partnership Forum on 17th
December 2015, for approval.
Some points for clarification were raised at Area Partnership Forum, however,
Audit and Risk Committee are being asked to support the principal of the policy
and its implementation, once finally approved by Area Partnership forum
Action: Workforce Director
Ros Francis asked for clarification on the Board’s position in regard to
PREVENT, when it relates to information coming in to the Board and not just
from staff. Further clarification in relation to this point will be brought back to the
next committee meeting.
Action: Director of Finance
Graham Gault, General Manager – Information & Communication Technologies,
joined the meeting.
Audit and Risk Committee noted the support of the policy.

14.

Information Assurance Update
Graham Gault, General Manager – Information & Communication Technologies,
presented the Information Assurance Update paper to committee members,
which detailed the Information Assurance Committee’s activities and specific
projects since the previous meeting of Audit and Risk Committee. The paper
also specifically responded to a query raised in relation to the work being
undertaken to promote awareness of the legislation around the Gender
Recognition Act.
Good progress is being made in relation to the Public Records Scotland Act
work, with the first draft of the action plan submitted to the Keeper of Records at
the beginning of December 2015 for review and comment. The final version of
the plan is due to be submitted in February 2016.
Two new information sharing protocols have been identified. The first protocol
relates to Information Services Division (ISD) sharing information with the
council, through their Discovery software and the second around developing a
sharing mechanism with the Education Department.
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Dr Currie and Dr Kelly have been asked to set out a detailed summary of the key
points within the Gender Recognition Act, focussing on how information should
be handled for this particular group of people. The information will then be
communicated out to primary and secondary care areas for implementation, once
approved by Information Assurance Committee.
A recommendation was put forward for the summary to be taken to the Area
Clinical Forum for discussion and to also involve Grace Cardozo in discussions
following the work she undertakes within this area.
Action: General Manager - Information & Communication Technologies
It was requested that further details on outstanding Internal Audit actions be
brought to the March 2016 committee meeting as part of the next update paper.
Action: General Manager - Information & Communication Technologies
Committee members asked that the next update report to come to committee
should include an update on Information Assurance Governance Meeting, a
detailed summary of outstanding internal audit actions and an update around the
Fair Warning Policy and Monitoring Tool.
Action: General Manager - Information & Communication Technologies
Audit and Risk Committee noted the report.
Graham Gault, General Manager – Information & Communication Technologies,
left the meeting.
15.

Compliance with Standing Financial Instructions (SFIs) Update
The Deputy Director of Finance presented the Compliance with Standing
Financial Instructions (SFIs) paper to committee members, explaining that the
report identifies any deviations from the tendering processes set out within the
SFIs.
The Deputy Director of Finance highlighted that the tables within Appendix 1 and
2 of the report gives details on all tenders over £50,000 and all SFI Waivers
approved since 1st April 2015.
Audit and Risk Committee noted the report.
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16.

Integration Governance Arrangements
The Director of Finance gave a verbal update on the governance arrangements
for the Integrated Joint Board, highlighting that a more detailed paper will be
presented to the March 2016 committee, looking at the overall governance and
financial arrangements.
It was noted that the Partnership Finance Manager is now in place, which will
look at capacity and governance and financial arrangements for the Integrated
Joint Board to support the Chief Finance Officer.
A piece of work around due diligence has been undertaken, which will give
assurance that the appropriate arrangements for both finance and governance
have been put in place in advance of the Integrated Joint Board coming into force
in the new financial year and signing off the annual accounts in June 2016.
Audit and Risk Committee noted the verbal update.

17.

Annual Report Assurances Update Report – including Governance
Statement
The Deputy Director of Finance presented the Annual Report Assurances Update
Report paper to committee members, highlighting that the report sets out the
requirements for the overall governance arrangements for the annual accounts
including the governance statement.
The Deputy Director of Finance confirmed that the Scottish Government
Guidance for the Annual Report and Accounts has been received and confirmed
that amendments have been noted to the signatures on the annual accounts,
with the Chairman’s signature no longer required on the Annual Report and
Accounts.
It was noted that, although the Committee Assurance Packs were well received
last year, there were some issues and delays in submission of forms. A review
of the process will be undertaken prior to circulation for the 2015/16 process.
The Deputy Director of Finance is currently working through the requirements for
the various annual reports which will form part of the information required to draft
up the governance statement.
A question was raised around whether the Public Health Committee should be
included in the list of standing governance committees. The Chief Executive
confirmed that he would look at this in more detail, following the release of the
national Public Health review report expected in early 2016.
NOT PROTECTIVELY MARKED
Page 10 of 12

642

18.

Audit and Risk Committee noted the report.
Board Diagnostic Self Assessment
The Chief Executive presented the Board Diagnostic Self Assessment paper to
committee members, highlighting that as part of the annual governance
statement process, the Board are required to demonstrate compliance with the
UK Corporate Governance Code, by completing a diagnostic self assessment.
It was noted that the Chief Executive met with the Chairman and governance
committee chairs to pull together a combined response on behalf of the Board,
which is being presented to Audit and Risk Committee for review.
A number of actions were taken from the process and it was agreed that these
actions would inform the schedule of Board Workshops and Challenge Days to
ensure continuous development of the Board.
It was agreed to undertake a full Board response on this self assessment for
2016/17 and the Corporate Business Manager was asked to ensure all Board
Members are invited to attend the meeting in December 2016.
Action: Corporate Business Manager
Audit and Risk Committee noted the report.

19.

Fraud Update
The Chief Internal Auditor presented the Fraud Update report to committee
members, highlighting that a review of the existing Fraud Policy and Action Plan
is being undertaken and will be brought back to the March 2016 committee
meeting for review and approval.
Counter Fraud Services (CFS) have provided access to a procurement fraud elearning package. The Chief Internal Auditor is working with CFS to iron out a
couple of issues that have been identified before it is rolled-out to relevant Board
staff.
The Chief Internal Auditor is working with CFS to compile bank mandate fraud
training with a view to holding two training sessions in January 2016. Information
on these training sessions will be circulated to staff in due course.
Insider threat was the key topic for discussion at the CFS conference that was
held in November 2015. The Chief Internal Auditor and Robert Allan are creating
an action plan to implement a number of specific points that came out of the
conference, with a view to filtering this into the pro-active plan.
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A report on the National Fraud Initiative will be brought to March 2016 committee
meeting. The delay is due to supplementary matches having been received at
the end of November, which are still under review.
Audit and Risk Committee noted the report.
20.

Finance Quarterly Update
The Deputy Director of Finance presented the Finance Quarterly Update report
to committee members, highlighting that the manuals for the annual accounts are
due to be received late December 2015.
It was noted that NHS Dumfries and Galloway’s Annual Accounts for 2015/16 will
include a number of changes highlighted as part of the manual updates including
how to account for the Integrated Joint Board.
A slight delay in the previously reported transfer date for the new banking
arrangements was highlighted. It is now anticipated that this will be complete by
the end of January 2016.
Audit and Risk Committee noted the:
•
•
•
•
•
•

21.

Annual Accounts preparation
Improving the quality of NHS annual report and accounts Follow up from
Audit Scotland
Technical bulletin summary
Information on losses and special payments
Banking arrangements update
Process for changing bank details

Draft Audit and Risk Committee agenda – March 2016
Robert Allan, Committee Chair, presented the draft agenda for the March 2016
committee meeting, confirming that an update on progress of the Annual Risk
Report will be included in the Risk Management Update paper.
Audit and Risk Committee noted the report.

22.

Any Other Business
No items were put forward for discussion under this item.

23.

Date and Time of the Next Meeting
The next meeting of the Audit and Risk Committee will be held on
21st March 2016 at 10am – 1pm in the New Boardroom, Crichton Hall, Dumfries.
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DUMFRIES AND GALLOWAY NHS BOARD
Performance Committee
Minutes of the Performance Committee meeting held on 11th January 2015 at 10.00 am
in the New Boardroom, Crichton Hall, Dumfries.
Present
Mr P N Jones
Mr R Allan
Mrs G Cardozo
Mrs M Cossar
Dr L Douglas
Mr J Ace
Mrs K Lewis

Chairman (Performance Committee Chair)
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Non Executive Committee Member
Chief Executive
Director of Finance

In Attendance
Mr J Beattie
Dr A Cameron
Ms V Freeman
Mrs L Geddes
Mrs P Halliday
Mr R Nicholson
Ms C Sharp
Ms L Bass

Employee Director/Non Executive Board Member
Medical Director
Acting Head of Strategic Planning
Corporate Business Manager
Non Executive Board Member
Non Executive Board Member
Workforce Director
Executive Assistant to Director of Finance (Minute Secretary)

Apologies
Ms L Bryce
Ms G Stanyard
Mrs J White

Non Executive Committee Member
Non Executive Board Member
Chief Operating Officer

The Chair welcomed members to the Performance Committee meeting, thanking other
Non Executive and Executive colleagues for their attendance. The Chair commented
on the challenges ahead in the new year and emphasised the continuing importance of
close partnership working.
The Chair welcomed Lesley Bass to her first meeting of the Performance Committee.
Lesley is the new Executive Assistant to the Director of Finance.
1.

Apologies for Absence
Apologies for the meeting have been noted above.

NOT PROTECTIVELY MARKED
Page 1 of 11

645

2.

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

3.

Minutes of meeting held 2nd November 2015
The Performance Committee agreed the minute taken at the previous meeting on
2nd November 2015.

4.

Matters Arising and Review of Actions List
The Director of Finance took committee members through the Actions List from
previous meetings, highlighting the progress that had been made in relation to
the outstanding actions and confirming when further updates would be brought
back to Committee. Comment was made on the following items:
i)

Darataigh Update
At the previous meeting, there was a wide ranging discussion around the
need for effective communication with families, carers, staff and the local
community. It was agreed that a communication would take place initially
with all families and staff, then communication would be made with local
elected members and the wider community.
The Chief Executive provided an update on progress to date, advising of
discussions held with families, carers and staff, and advised there had
been positive liaison with families. The Chief Executive also provided
feedback on the public meeting held on 10 December 2015, noting that
input from the Clinicians in attendance had been particularly useful.
The Chief Executive advised that a Wigtown Area Committee meeting will
be held in Stranraer on 27 January 2016, where an update will be given.
The Chief Operating Officer will be attending this meeting alongside the
Chief Executive, supported by the lead psychiatrist and lead nurse for the
Elderly Mentally Infirm (EMI) change project.
Angus Cameron, Medical Director, joined the meeting.
The Committee agreed that communication in relation to this service
change was important and should be considered carefully throughout all
stages of the process.

NOT PROTECTIVELY MARKED
Page 2 of 11

646

ii)

Arts Strategy
Grace Cardoza referred to the Arts Strategy and asked if there was any
update on the impact assessment. The Director of Finance agreed to
follow this up and report back to Grace and to the Performance
Committee.
Action: Director of Finance

5.

Financial Plan Update 2016/17
The Director of Finance provided a presentation to committee members on the
Financial Plan Update 2016/17, covering the following key areas:
•
•
•

Scottish Government Spending Review 2015
NHS Dumfries and Galloway Impact
Next Steps

The Director of Finance advised that the detail of this will be worked through at
the Board Financial Workshop on 8 February 2016. The Director of Finance
added that a presentation from the Scottish Government was received in
December and this will be shared with board members.
Action: Director of Finance
Joan Pollard, Deputy General Manager Acute, joined the meeting.
The Director of Finance took members through the presentation, highlighting
both the UK position and Scottish position. The Director of Finance outlined the
risks and assumptions, and concluded by advising of the next steps:
•
•
•
•
•
•

Budget setting and financial planning work to conclude during January
Development of detailed Cash Releasing Efficiency Scheme (CRES)
plans with General Managers and Directors ongoing (budget scrutiny and
update meetings during January)
Obtain clarity with Scottish Government on outstanding matters in relation
to the allocations
Review and update difficult decisions framework
Local Delivery Plan guidance still to be issued
Board update at workshop on 8th February 2016
o Draft plans by end February
o Board approval by end March
o Integrated Joint Board budgets agreed by June

A wide ranging discussion took place, with the Committee recognising the
significant challenges ahead in terms of future financial planning and decisions.
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A number of areas were highlighted by members including CRES, longer term
financial planning, social care fund and integration, allocation framework, risks,
the difficult decisions process and communication strategies.
It was recognised that clarity has been sought in a number of areas and it was
hoped that clearer guidance will be available this week from Scottish
Government.
The Committee agreed that an effective communication strategy would need to
be implemented to ensure clear, aligned messages from the very initial stages.
There was also discussion around possible shared communications/messages
with partner bodies (eg. council), noting the importance of future integration and
nationwide funding challenges.
It was recognised that NHS Dumfries and Galloway’s corporate communication’s
team would need support from the board to formulate and deliver
communications, and that the board would need to have a clear understanding of
the reasoning behind any difficult decisions made and the subsequent impact.
The Director of Finance confirmed that a full report will be provided at the
workshop on 8 February 2016, adding that board members will be asked to
carefully consider and discuss the financial plan in detail. The Chair concluded
that it would be important for as many board members to attend the workshop as
possible, with a view to supporting and progressing the financial plan collectively.
Performance Committee members noted the presentation.
6.

Performance Report
In the absence of Julie White (Chief Operating Officer), Joan Pollard, Deputy
General Manager Acute, presented the Performance Report to committee
members. The report focused on three areas:
1. Information on the level of clinical activity and access times achieved within
services to 30/11/2015
2. Data on efficiency of clinical services as measured against clinical efficiency
targets
3. Summary of wider range of activity and data on bed occupancy throughout
the system
It was explained that the month of November 2015 had seen a slight increase in
in-patient 84 Day Treatment Time Guarantee (TTG) breaches, as flagged in last
month’s report also. This continued into December however plans are in place to
bring the position back under control from January onwards. Diagnostic
performance has stabilised at 99.9%. Outpatient 12 week performance was at its
lowest level this calendar year and 0.6% below target.
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18 week referral to treatment (RTT) and Cancer performance are both above
target and the 4 hour Emergency Department (ED) target has stabilised just
below the 98% target and above the 95% standard. Bed days lost to delayed
discharge fell compared with last month. The Allied Health Professional
Musculoskeletal Services (AHP MSK) target has been exceeded.
There was a wide ranging discussion covering a number of areas, with Joan
Pollard providing updates to members. This included delayed discharges,
Patient Flow Co-ordinators, changes in weekend ambulance services, Do Not
Attend rates, return appointments, workflows in cottage hospitals and delays for
care at home packages.
Grace Cardozo referred to the Audit Scotland NHS in Scotland 2015 report and
noted that NHS Dumfries and Galloway are one of the higher performing boards.
Grace noted that NHS Lanarkshire, which is a larger board, also performs well
and queried whether any lessons could be learned from them. The Chief
Executive provided feedback from a recent meeting with NHS Lanarkshire. The
Chair commented that good people and procedures strongly contributed to the
high levels of performance at NHS Dumfries and Galloway.
There were a number of questions from committee members about the progress
with delayed discharges, the impact of the Allanbank beds, delays in transfers to
community hospitals and the role of the Patient Flow Co-ordinators.
The impact of the closure of Allanbank has been to displace Nithsdale patients to
key cottage hospitals: Annan, Lochmaben, Castle Douglas and Thornhill. This
has had an impact upon the Social Work Services team who are required to
travel between these hospitals.
The increasing delayed discharges are primarily due to wait for home care
packages and the Discharge Managers and the Patient Flow Co-ordinators are
working closely to ensure appropriate patients are referred to Short Term
Assessment and Reablement Service (STARS) thus preserving capacity for
those individuals who would most benefit from ongoing rehabilitation upon
discharge. It is anticipated that this will ultimately free packages in downstream
care.
There have been an increase in delays in transfers from Dumfries and Galloway
Royal Infirmary (DGRI) to the cottage hospitals and a daily huddle has been
introduced within the community to manage the overall flow of beds and service
provision in the community. This huddle commenced in the first week of January
and links with the established DGRI morning huddle to ensure best flow of
patients across the region.
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In addition, an update was provided on activity over the festive period,
highlighting that it had been an exceptionally busy time. On Christmas eve, 7080 beds were empty, compared to an average of 120 at that time of year.
Presentations to Accident and Emergency on the holiday Monday (28 December
2015) were 142 and there were 46 admissions to medicine. Ward 4 and the Day
Surgery Unit were opened to support the volume and the Surgical Assessment
Unit was full of medical patients. This resulted in some elective activity through
the 23 hr unit being cancelled and with the ongoing high volume, performance
dropped to 82.2% on the 29 December 2015.
The high activity has continued over the past two weeks. The Chief Executive
advised that a similar pattern had occurred in other areas and, as of today, there
are 44 medical sleepers at DGRI, and that there is generally a surge directly after
the festive period, however, it is normally for 1-2 days. The Committee queried if
any specific reasons could be identified for the unprecedented surge. Joan
advised that were multiple reasons, some of which included high levels of
respiratory and heart conditions. The Chair queried the Out of Hours provision
during this busy period. Joan confirmed that additional staff were in place within
Out of Hours to support the festive period and discharges from hospital. In
addition, Scottish Ambulance had provided a manager to work alongside the
Patient Flow Co-ordinators and the discharge managers to maintain flow.
The Medical Director commended the team for continuing to deliver a high quality
and responsive service during this challenging period. The Medical Director
noted that a risk assessment has been undertaken with regards overdue return
appointments and that this currently remains assessed as medium. The Medical
Director felt that this was an area that needed reviewed again.
It was with deep regret that the Chief Executive advised of two recent suicide
incidents involving patients from Midpark Hospital. The Committee expressed
their deepest sympathies to all affected at this difficult time.
Performance Committee discussed and noted the report.
7.

Capacity Building
Joan Pollard, Deputy General Manager Acute, presented the Capacity Planning
report to committee members. Joan provided background to the paper, which
has resulted from ED Capacity Management Guidance published in September
2015. NHS Boards have been encouraged to develop standardised processes
for management of ED capacity and embed a culture of early referral and
proactive capacity management to ensure that patient flow is high quality, safe
and effective. The guidance supports a whole system approach to ensuring
adequate capacity is available for anticipated emergency admission flow and
builds upon the “6 Essential Actions” national programme with the aspiration that
a full capacity escalation need never be utilised.
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The paper outlined current arrangements, planned improvement actions and
provided an overview of current delayed discharge performance.
Joan highlighted the key areas within the paper, including:
•
•
•
•
•
•
•
•

Clinically focused and empowered management
Capacity and patient flow
Managing the patient journey rather than bed management
Medical and surgical processes designed to pull the patients from ED
Seven-day services
Ensuring patients are cared for in their own homes
Delayed discharges
Care home capacity

Joan summarised that NHS Dumfries and Galloway has made significant
progress towards embedding the 6 Essential Actions programme within its day to
day operation processes, with close working relationships and communication
being developed between Acute and Community teams to ensure the maximal
use of the whole bed base.
Joan recalled that the Performance Committee had requested that a regular
capacity building report be submitted and advised that Stewart Cully would be in
contact to discuss requirements for setting a matrix for reporting.
Action: Deputy General Manager Acute / Chief Operating Officer
Performance Committee noted the report.
Campbell Craig, Acute Services Redevelopment Programme Manager, joined
the meeting.
8.

Revenue Finance Performance – Month 8 to 30th November 2015
The Director of Finance presented the Revenue Finance Performance paper for
Month 8 to committee members. The Committee was asked to note and
consider the month eight financial position, and in particular:
•
•
•

The improvement in the year to-date position
The use of reserves to maintain this position
The ongoing financial risks and challenges

The Director of Finance advised that the Board has a statutory financial target to
deliver a breakeven position against its Revenue Resource Limit (RRL). Whilst
there are significant pressures developing so far this year, overall the Board is
forecast to have a breakeven position (no additional carry forward) for 2015/16.
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The Director of Finance highlighted key areas within the paper including:
•
•
•
•
•

Financial Position
Key Financial Risks
Revenue Resource Limited (RRL)
Efficiency Delivery Plan (CRES)
Operating Directorates Summary and updates on specific
services/directorate

Performance Committee discussed, noted and considered the report.
9.

Acute Services Redevelopment Programme
Campbell Craig, Acute Services Redevelopment Programme Manager, gave a
presentation on the Acute Services Redevelopment Programme, confirming that
we are currently on programme at week 45 (of 141), and we expect to treat our
first patient at the new hospital in December 2017. Campbell gave an overview
on construction status, enabling works procurement and stakeholder
engagement. Campbell concluded by outlining the next steps as follows:
•
•
•

First fit of General Ward 1 scheduled for end Jan/Feb
Complete gas installation and Foul Water system
Analysis of aquifer test results underway

Mary Harper, Planning & Commissioning Manager – Acute & Regional, joined
the meeting.
The Chief Executive recalled that a site visit was planned for board members in
the near future. It was agreed that this should be arranged for March/April 2016.
Action: Corporate Business Manager
Performance Committee members noted the presentation.
10.

Vascular Update
Mary Harper, Planning & Commissioning Manager – Acute & Regional,
presented the Vascular Services Update. The Committee were asked to:
•
•
•

Note progress with and outcomes from the interim service agreement with
North Cumbria University Hospitals NHS Trust (NCUH), and subsequent
reductions in associated risks
Note continued discussions with West of Scotland regarding future vascular
network arrangements and the wider strategic planning context
Support the decision to extend the service agreement with NCUH for a further
three years, to March 2019
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Mary provided background information, advising that in August 2014, NHS
Dumfries and Galloway signed an interim 18 month service agreement with
NCUH covering vascular services. Mary advised that the interim arrangement
has been working well and highlighted the core elements of the agreement as
follows:
•
•
•
•

NHS Dumfries and Galloway contributes one slot to the NCUH/ Solway Basin
vascular on-call rota based at Cumberland Infirmary Carlisle (CIC)
All elective and emergency aortic treatments are undertaken at CIC
NHS Dumfries and Galloway provides a consultant surgeon to undertake 26
(13 full days) elective theatre sessions per year at CIC
All other Dumfries and Galloway vascular activity is retained, as far as
possible, within DGRI

Mary reported that activity has proved to be much less than expected, noting that
original estimates were based on past activity plus projected numbers from the
abdominal aotic aneurysm (AAA) screening programme. Mary advised that the
reduction is reflected nationally also. Mary recallled that it was early days and
numbers may increase in the future.
Mary referred to the risks/concerns identified in July 2014 and advised these
have greatly reduced and provided an update on each of the following areas:
•
•
•

National standards for AAA screening in terms of post-screening repairs
Future sustainability of a vascular centre in Carlisle
Financial framework

The Committee were assured by the progress that had been made and felt that
this was a successful piece of work, resulting in a stable and mutually beneficial
agreement.
There was a discussion about the associated risk of patient transfers and how
this was linked to the evidences used to develop the model.
Performance Committee members noted progress and supported the decisions,
as outlined in the paper.
11.

Audit Scotland’s Review of the NHS in Scotland 2015
The Director of Finance presented a paper to the Committee on Audit Scotland’s
Review of the NHS in Scotland 2015. The Committee was asked to note and
consider this report in light of the recent report prepared by Audit Scotland in
October 2015 and the supplement supporting the report -“NHS in Scotland 2015
– Checklist for NHS non executive directors”.
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The Director of Finance spoke to the report which highlighted the key facts from
the main audit report and demonstrated where assurance can be provided from
the Board’s financial performance report, in relation to each of the areas
highlighted in the non executive directors’ checklist supplement, cross
referencing where each area in the checklist can be identified within the financial
performance report. The Director of Finance added that answers have been
provided in relation to the financial section of the review only. The Director of
Finance advised she would be happy to meet individually with board members
should they wish to discuss any particular aspect of the report or the financial
position.
The Committee felt that the report was very helpful and well presented. The
Workforce Director confirmed that she would be happy to provide a similar report
in terms of the staff governance section.
A brief discussion took place and it was agreed that:
a. The Financial Planning Workshop on 8th February 2016 should include
some focus around the following areas:
o Recurring and non-recurring savings
o Link to 20/20 vision and quality/safety
o Difficult decisions framework
b. It would be beneficial to consider similar cross referencing reports to all
sections within the Audit Scotland Checklist. The report will be taken to the
Non Executives Group for review, to ensure they are receiving the
appropriate levels of assurance around each of the sections within this
report. For reference, the checklist is divided into four sections:
o Financial performance
o Service performance
o Workforce
o Future service delivery
Action: Corporate Business Manager / Workforce Director /
Nurse Director / Chief Operating Officer
Performance Committee noted the paper.
12.

Draft Performance Committee Agenda – 7 March 2016
Committee members noted the draft Performance Committee Agenda for
7 March 2016.

13.

Appointment of substitutes to the Integration Joint Board (IJB)
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The Director of Finance presented the Appointment of substitutes to the IJB
paper to committee members.
The Performance Committee was asked to appoint two members to act as
substitutes for the existing five Elected Members to the IJB, following the
decision taken by the IJB on the 5 November 2015.
Committee members discussed the paper in detail, taking a number of factors
into consideration, including the limited number of members on the Dumfries and
Galloway NHS Board, its current scheme of governance (ie. no substitutes), and
potential capacity and training issues.
In conclusion, the Committee agreed it was content with the current membership
from Dumfries and Galloway NHS Board represented on the IJB and did not wish
to appoint any substitutes at the current time. This can be reviewed in the future
if required. This will be fedback to the IJB.
Action: Chief Operating Officer
14.

Date and time of next meeting
The next Performance Committee meeting will be held on 7th March 2016 at
10am – 1pm in the New Boardroom, Crichton Hall, Dumfries.
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Agenda Item 26
DUMFRIES AND GALLOWAY NHS BOARD
HEALTHCARE GOVERNANCE COMMITTEE
18 January 2016
10 am, New Board Room, Crichton Hall

Present:

Ms. Lesley Bryce
Mr. Phillip N. Jones
Mr. Jeff Ace
Dr. Angus Cameron
Dr. Andrew Carnon
Dr. Ewan Bell
Mrs. Moira Cossar
Dr. Laura Douglas
Mrs. Penny Halliday
Mr. Bill Rogerson
Mrs. Julie White
Mrs. Alice Wilson

Non Executive Member (Chair)
Chairman
Chief Executive
Medical Director
Joint Interim Director of Public Health
Associate Medical Director
Chair – Area Clinical Forum
Non Executive Member
Non Executive Member (by VC)
Lay Member
Chief Operating Officer
Deputy Nurse Director

Apologies:

Dr. Ken Donaldson
Mrs. Elaine Ross
Mrs. Gillian Stanyard
Dr. Milada Tavodova

Associate Medical Director
Infection Control Manager
Non Executive Member
Infection Control Doctor

In Attendance:

Margaret Johnstone
Dr. Linsey Batchelor
Lorraine Haining
Dr. Jenny Halliday

E.A. to Nurse Director
Infection Control Doctor
Advanced Nurse Practitioner
Clinical Lead

Lesley Bryce confirmed that Eddie Docherty has been appointed as Nurse Director
from 1 February 2016, to replace Hazel Borland, and would attend his first
Committee meeting in March.
1.

Apologies for Absence
Apologies as noted above.

2.

Declarations of Interest
Nil.

3.

Minute of the meeting held on 9 November 2015
Approved.

4.

Matters Arising
Perinatal Mortality Surveillance Report 2013
Lesley Bryce noted that the MBRRACE summary report had been circulated
with today’s papers.
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G.P. Representation
Laura Douglas highlighted the lack of a G.P. representative on the Committee
and Dr. Angus Cameron confirmed that he was meeting with the G.P. Leads
and would raise this issue. Jeff Ace noted that it was planned to advertise an
Associate Director in Primary Care post and the postholder would sit on the
Integrated Joint Board and also be a member of the Healthcare Governance
Committee.
Breastcare Radiology Service
Laura Douglas asked if there was any further progress and Julie White
confirmed that the service as described at the last meeting is in place on a
month to month basis. She explained that further work around radiology is
required as our Radiologists are struggling in terms of reporting capacity, Jeff
Ace explained that this vulnerable service was discussed at last week’s Chief
Executive Group meeting and a national piece of work exploring potential to
share radiology capacity across Scotland was agreed. Dr. Angus Cameron
noted that requests for scans have gone up by 13% per year which is
unsustainable and that there is a move to implement a piece of work around
request authorisation to reduce this rate of growth if possible.
Laura Douglas asked if the staff were being given the support they needed to
help deliver the service and Julie White confirmed that we have a strong,
committed Breast Team and the Leadership Team in DGRI provide good
support to them. She explained that the Team are aware management is
doing everything they can and they appreciate this. Laura noted the need to
be careful as it is a small team with huge pressures on the staff and asked
Dr. Ewan Bell to pass on the thanks of the Committee. Julie noted that the
Team welcomed the fact that the service was being discussed at this
Committee.
Non Executive Log
Lesley Bryce asked if the Log was available and Jeff Ace confirmed that the
initial format is in place and he will ask the Corporate Business Manager to
circulate this.
Patient Experience
Penny Halliday highlighted communication with complainants and Dr. Ewan
Bell confirmed that the normal practice within Acute and Diagnostics is to
telephone the complainant to find out whether they would like to come in to
meet with staff or would prefer a written response, explaining that some
complaints are very complex. Penny highlighted a complaint which had not
been responded to and Alice Wilson agreed to raise this issue with the
Complaints Co-Ordinator.
Improving Patient and Carer Experience in Mental Health Services
Penny Halliday highlighted referral to advocacy services and raising
awareness of this and Moira Cossar explained that referral to independent
advocacy is mandatory and part of the process for patients detained under
the Mental Health Act. Other in-patients and out-patients are made aware of
the advocacy services available. At the last meeting Linda McKechnie,
Community Mental Health Manager, noted that it is good practice to raise
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awareness of advocacy services and refer patients but a bit more work is
needed around this although a good local process is in place.
ECT Consent
Dr. Angus Cameron explained that numbers have fallen from 23 to 17 in the
past year with a clear message from Mental Health that no-one who has the
capacity to consent and refuses is given treatment against their will. He
noted how impressed he was that each assessment demonstrated a person
centred approach. .
5.

Action List and Forward Planner
Updated action list tabled.
Review of Themes
Lesley Bryce highlighted previous discussion in relation to a review of the
Committee themes and it was agreed to defer in the meantime with Jeff Ace
advising that a paper should come to the Committee for approval. Dr. Angus
Cameron suggested that Clinical Effectiveness should be included in future
themes. Jeff noted that the National Clinical Strategy published in February
2016 should come to the Committee.
Joint Inspection for Older People
Julie White noted that the outcome from the local Joint Inspection for Older
People would come to the Committee as a verbal update at the March
meeting, followed by a written report at the July meeting.
Julie explained that as part of the process of the inspection a self-assessment
was undertaken with evidence collated against the list of indicators provided
and it was agreed that the self-assessment should be circulated to all Board
Members. Julie noted that one of the challenges is partnership and that the
inspection is not looking at health in isolation and that the self-assessment
would also go to the June 2016 Integrated Joint Board which the Inspectors
would be attending to allow them to understand and evaluate how we work as
a partnership.
Children’s Services External Review
Jeff Ace noted that this review is likely to be published in the spring or
summer of this year.

THEME: Patient Experience
6.

IDEAS Team Annual Report
Lorraine Haining, Advanced Nurse Practitioner, presented the paper
explaining that following a successful project in care homes and the need to
provide staff with the knowledge and skills to improve the management of
patients with dementia in the acute setting, the Board provided funding for six
months to roll out a training programme at DGRI on specific aspects of
dementia in acute care with a consultation and support element around
individual cases.
Following the unannounced inspection at Galloway
Community Hospital (GCH) at the end of 2014 the team were asked to
expand their remit and deliver the training programme at GCH. Lorraine
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highlighted:
• Dementia Standards
• Training
• Resources
• Outcome Measures
• Feedback/Focus Groups
• Individual Consultations at DGRI
• Conclusions and Recommendations
Lorraine noted that there is still a piece of work to do to build on these
foundations for the future explaining that the whole team approach taken at
GCH was very positive. There has been a suggestion that the Dementia
Training should be mandatory and Lorraine noted that some other Boards
have already implemented this and it may be something for NHS Dumfries
and Galloway to consider.
Laura Douglas noted it was good in terms of raising awareness and that so
many staff attended the training at GCH but the attendance at DGRI was only
25%. Alice Wilson commented that the IDEAS training is not the only training
available for staff. Laura asked about how to embed this type of training and
Lorraine confirmed the programme would continue to be available to all staff.
Penny Halliday agreed with what Laura was saying and agreed that this
should if possible be incorporated into the Induction Training so that every
member of staff has an introduction to dementia awareness. Penny went on
to say she was concerned about the low uptake in DGRI but was aware of
the difficulties in releasing staff, however, it would be good to see an increase
in this percentage. She suggested that it would be useful for carers and
families to take part in a course like this out in the community and the
Dementia Champions may be able to undertake a piece of work around this.
Penny highlighted the Arts Strategy Group suggesting that a member of the
IDEAS Team should join the Group. Alice explained that there had been a
gap since Gladys Haining, Nurse Consultant in Dementia, had retired but that
Julie Garton was now in post and would be a member of the Arts Strategy
Group and also part of the other workstreams for the new build.
Alice highlighted the Dementia Standards Strategy Group (DSSG) which
brings together pieces of work going on across the organisation, the local
authority and the third sector, explaining that the IDEAS Team feed in to this
group. Lorraine noted that she had presented today’s report to the DSSG
last week. Alice explained that there was a big piece of work for Julie Garton
to pick up where Gladys Haining left off in supporting the Dementia
Champions and embedding this along with the IDEAS programme across the
region.
Alice highlighted “John’s Campaign” which is around bringing families and
carers into the hospital to support patients with dementia as often the best
person to assist in care for them is the person who looks after them at home.
She commented that dementia could be added to the pre-registration training
programmes and Lorraine confirmed that the University of the West of
Scotland have changed their nurse training programme to include Dementia
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in the first year.
The Committee:
• Noted the report
7.

Patient Experience Report
Jeff Ace presented the paper noting that two-thirds of complaints received in
September and October 2015 had been responded to within 20 days and
noted the need to improve this to four-fifths. He highlighted the positive
feedback recorded by Patient Opinion explaining that this ties in with some
national work which was discussed at last week’s Chief Executive Meeting.
Patient Opinion can be much more data focussed and provide information for
each service within each Board with a local focus of the work being done to
provide a richer analysis of where we are. Jeff will pick this up with Eddie
Docherty when in post.
Laura Douglas highlighted concerns asking why there was a rise in the
figures for July and August and Dr. Ewan Bell explained that managers had
been available in the Front Hall of the hospital to meet with patients, carers
and visitors and asking if they were happy with their experience.
Lesley Bryce noted that the Complaints Quality Assurance Group, which last
met on 11 November 2015, would resume when Eddie Docherty and the new
Associate Director for Allied Health Professionals were in post.
The Committee:
• Noted the report

8.

Patient Experience in the West
Jeff Ace highlighted the recent verbal briefing on the outcomes of the
Galloway Community Hospital (GCH) inspection and had hoped to be in a
better position to include this in patient experience. He noted that there were
still some clinical gaps despite lots of work going on in the West. Jeff
highlighted maximising local access to services, for example, not responding
quickly enough to concerns in relation to transportation etc, and addressing
this by focussing on the West of the region’s patient experience, drawing up a
framework and setting performance standards including theatre activity and
out-patient appointments. Jeff will bring an update paper to the May meeting.
The Committee:
• Noted the verbal update, paper to come to May meeting

STANDING ITEMS
9.

Patient Safety Report : Patient Safety in Primary Care
Dr. Angus Cameron presented the paper detailing progress of the Scottish
Patient Safety Programme in Primary Care noting that the first year had
focussed on Warfarin management and the second year on Medicines
Reconciliation. He commented that the pressure on GP practices at the
moment is very high and they are finding the bureaucracy related to the
Patient Safety Programme is something they do not have time for. The paper
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sets out the situation. Moira Cossar commented that despite the pressures in
primary care at the moment it is good that twenty-seven practices have
signed up to this.
Penny Halliday asked if the practices have Significant Adverse Events
(SAEs) and Angus responded that as part of the Quality Assurance
Framework (QAF) GPs are required to note SAEs. He explained that the
standard three years ago was rather poor but a couple of GPs have done a
piece of work along the lines of where you need to focus attention to stop
things going wrong and this highlighted the management of tests and
communication. He explained that further information about tests and
communication will be received mid-March and he will bring this to the May
Committee.
The Committee:
• Noted the report
• Tests and Communication Update to May meeting
10.

H.A.I. Report
Dr. Linsey Batchelor presented the paper highlighting the key messages,
noting that the SAB target for the year is 26 and we currently have 31 and
that the C.Diff target for the year is 40 and we currently have 41. She
highlighted two HAI deaths which have been reported as per the policy, a
review of Orthopaedic SSI following a slight increase in incidence and noted
that one ward was closed for five days following a Norovirus outbreak.
The Committee:
• Noted the report

11.

Looked After Children : Implementation of CEL 16 (2009)
Dr. Jennifer Halliday, Clinical Lead, presented the paper highlighting progress
made towards meeting the needs of looked after children in Dumfries and
Galloway. She explained that the Team had started by clearing the backlog
and health assessments are now carried out within four weeks of notification.
Rolling health assessments out to School Nurses and Health Visitors has
given a much clearer picture of mental health services across the region and
this is working well. Currently working with IT in relation to data around the
timelines of the assessments which is going well although we would like to
have more outcomes. The first lot of data from the SDQs is coming through.
It takes a long time to see improvement in health and we are under pressure
from the Corporate Parenting Group who use the Covalent system. We are
trying to get reports off the ground but not sure the information is clinically
meaningful.
Penny Halliday requested more information around the partners in relation to
children asking how this work relates to the Children’s Services Executive
Group (CSEG). She noted that concerns the inspectors had were mainly due
to partners not challenging one another and not communicating with each
other. She noted there is a certain amount of risk here and asked about our
care for looked after children, acknowledging that with the staffing shortages
we have it is difficult for us to achieve short term and asked what assurance
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could be given to the Board that this is not a risk to looked after children.
Jenny responded that the risk is less than it was but measureable workforce
training in terms of delivery is enormous as it includes foster carers, doctors,
kinship carers and social workers. It was difficult to know where to start and
where the target is although we have a small team delivering the second lot
of training for social workers this week. This is an achievement for us but in
the whole scheme of measurable workforce it is a small part.
Penny asked if there is a risk to the Board in relation to the delivery of these
services and Jenny responded that communication is much improved through
the Corporate Parenting Group but there is a problem nationally around the
sharing of information about young people who move around the country
although once we have the information delivering health assessments is
greatly improved. Locally, with leadership from the Children’s Services
Executive Group, things are much improved. Bill Rogerson suggested that
the Getting It Right For Every Child (GIRFEC) database may be a means of
sharing this information with Jeff Ace agreeing that this would work well when
we have children identified but the difficulty here is tracking the child as they
move in and out of the region and how quickly we can pick them up. Phil
Jones commented that a huge amount of work had been done and he was
pleased with the progress that has been made recognising that we are in a
better place to make improvement measures. Dr. Ewan Bell asked how we
communicate that a child has moved from Dumfries and Galloway and Phil
responded that this was Social Work to Social Work which sometimes leaves
health vulnerable around this issue and our challenge is how we address this.
Penny noted an element of risk due to the staff shortages and would like us
to look at how we might mitigate this. Jeff Ace noted the investment in
additional staff to address each responsibility which has resulted in good
progress and improved working with partners over the last eighteen months
but added that this will always be an area that scores highly on the Risk
Register.
Jenny noted that on the allocation of the money it was decided to focus on
the specialist side of the service with children having a health assessment
and being seen depending on the level of problems they have. The gap in
service is between health assessments and transfer to the specialist service.
Currently working with social workers to allow them to undertake some of
these assessments. In response to Penny asking if this was working well
Jenny explained that this comes back to training a measurable workforce and
resources to fill the gaps but this is where we currently are and as good as it
can be at the moment.
The Committee:
• Noted the report
INTERNAL REPORTS
12.

Nursing and Midwifery Revalidation
Lesley Bryce tabled the paper which was presented at Staff Governance
Committee on 23 November 2015, noting the Nursing and Midwifery
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Council’s proposal for the revalidation for all nurses and midwives, which will
be live from 1 April 2016. In response to LauraDouglas asking if staff were
aware of this process, Alice Wilson confirmed that lots of quite detailed work
is going on around this led by Margo Christie, Associate Nurse Director. The
first group of staff to go through revalidation have all been contacted and are
being supported. Further training awareness sessions are in place. Alice
noted that the Scottish Government have provided funding for a full-time post,
for one year, for the implementation of revalidation, an Education for Scotland
Practice Education Facilitator (PEF) is working with us and we have our own
group of PEFs who are also assisting. The Staff Governance Committee will
monitor the implementation of the revalidation process with updates being
presented to Healthcare Governance Committee.
The Committee:
• Noted the report
13.

Care of Older People in Hospital
Alice Wilson presented the paper highlighting the responsibilities of the Care
of Older People in Hospital Steering Group in overseeing the collation of
information relating to the standards. A shared area has been developed to
give steering group members access to all information gathered. Alice
explained that Public Involvement participation had been requested for this
group and this will be addressed when the new Associate Director for Allied
Health Professionals is in post.
Alice explained that she had highlighted the MUST tool at the previous
meeting and would share this with the Committee.
Alice noted an improvement in the recording of patient height and weight
information explaining that across the Board record keeping audits are taking
place, with Nurse Managers and Senior Charge Nurses checking five sets
per week to provide a stronger level of reassurance around the quality of
what is being included in patient records.
Alice highlighted a piece of work started in Ward 16 by the Improvement
Adviser, appointed for one year in relation to the standards of care for older
people, which has moved on to two other areas. Alice will bring an update
paper to the May meeting.
The Committee:
• Noted the report
• Update paper to May meeting

EXTERNAL REPORTS
14.

Observation in Mental Health : Mental Welfare Commission
Lesley Bryce tabled the paper in relation to the Mental Welfare Commission
Report “Enhanced Observation” and a request for approval to review the
NHS Dumfries and Galloway “Observation and Engagement Policy” to allow
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any necessary adjustments in line with the report recommendations.
Jeff
Ace noted national work is taking place led by Health Improvement Scotland
(HIS) around developing national guidance for Enhanced Observations and
highlighted a couple of incidents over Christmas which will be investigated
and the learning from these reviews would feed in to this piece of work.
The Committee:
• Noted the report
• Approved a review of the Observation and Engagement Policy
15.

HMIPS Prison Inspection Report
Moira Cossar presented the paper explaining that prison healthcare had
transferred to the NHS in 2011 and this was the first inspection in which
healthcare was included. Noted that the NHS was not included in the verbal
feedback although a draft copy of the report was shared prior to the
publication of the formal report. Moira explained that an action plan to
address the recommendations in the report had been agreed at the Prison
Healthcare Governance Meeting in December 2015 and this will be reviewed
on a quarterly basis. Moira will bring action plan to July meeting.
Moira highlighted Quality Indicator 4.20 on Page 4 of the report explaining
that when the nursing staff finish their shift there is no-one else to take
responsibility for out-of-hours health care. Noted that the nursing staff only
have access to prisoners when the SPS staff bring them to them.
The Committee:
• Noted the report
• Progress Report to July meeting

ITEMS FOR NOTING
16.

Minutes of the Board Donation Committee – 25 August 2015
The minutes of the Board Donation Committee held on 25 August 2015 were
noted.

17.

Minutes of the Healthcare Scientists Advisory Committee – 3 November
2015
The minutes of the Healthcare Scientists Advisory Committee held on 3
November 2015 were noted.

18.

Minutes of the Health Child Protection Committee – 7 October 2015
The minutes of the Health Child Protection Committee held on 7 October
2015 were noted.

19.

Minutes of the Infection Control Committee – 29 September 2015
The minutes of the Infection Control Committee held on 29 September 2015
were noted.

20.

Minutes of the Point of Care Testing Management Group – 21 August
2015
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The minutes of the Point of Care Testing Management Group held on 21
August 2015 were noted.
Any Other Competent Business
21.

Nil.

Date of Next Meeting
Monday 14 March 2016, at 10 am, New Board Room, Crichton Hall.
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Agenda Item 27

DUMFRIES AND GALLOWAY NHS BOARD
PERSON CENTRED HEALTH & CARE COMMITTEE

Notes of meeting held on Monday 19 October 2015
1.30 pm, Conference Room, Crichton Hall
Present:
Penny Halliday, Chair, Non Executive Board Member
Jim Beattie, Non Executive Employee Director, and Chair of Area Partnership Forum
Dr Andrew Carnon, Joint Interim Director of Public Health
Moira Cossar, Non Executive Director and Chair of Area Clinical Forum
Rev Douglas Irving, Church of Scotland
Jan Lethbridge, Inter Faith Council member
Jill Osborne, Lead Officer Integration Project (East), Third Sector
Mandy Spence, Midwife
Shirley Turberville, University of West of Scotland
Attending:
Prof Hazel Borland, Nurse Director
Caroline Sharp, Workforce Director
Lynsey Fitzpatrick, Equality and Diversity Lead
Jan McCulloch, Committees’ Co-ordinator
Apologies:
Dr Ken Donaldson, Consultant Physician
Carolyn Hornblow, Volunteer Member
Rev Dr. Ewan Kelly, Spiritual Care Lead
Gill Stanyard, Non Executive Board Member
Phyllis Wright, Council representative
1.

Apologies for Absence

2.

Declarations of Interest
There were no declarations of interest intimated.

3.

Note of the meeting held on 17 August
Approved

4.

Matters Arising
The Chair apologised for the lateness of the papers being sent out and
explained that this was due to some papers not being submitted on
time. The Chair asked if in the future it would be helpful for members for
the agenda and minute along with any papers received to be sent out
two weeks prior to the meeting, as stated in the Terms of Reference and
that any late papers would then be marked ‘to follow’ and sent out
directly to members by the author when ready.
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Members agreed to this and Prof Borland agreed that the Terms of
Reference should be followed and that the agenda and papers are sent
out two weeks prior to the meetings. Prof Borland said that she would
chase up any papers not ready in time.
The Chair confirmed that the Terms of Reference for the committee
would be adhered to and in future, any late papers would be sent out
directly to committee members by the author responsible.
• PCH&CC Terms of Reference for Final Approval
Prof Borland said that the committee membership required an
amendment and the objectives needed to be corrected. The
required quorum was now 6 members and should include the
committee Chair, or Vice Chair in the absence of the Chair. The
Chair asked members to pay particular attention to the role and
function of committee and the need for assurance in applying
scrutiny to fulfil the committee’s function and role.
• Volunteer Steering Group
Prof Borland informed members that no updates are available for
the meeting as the group is not meeting until next week due to
diary problems. Prof Borland asked members to note that the
Volunteering Policy needs to be renewed and Morven Gemmill,
Patient Experience Lead, will have a role in this. Prof Borland
said that the group has two key priorities - volunteers for new
build e.g. Wayfinders and looking at volunteering in future in
communities and community hospitals. Prof Borland confirmed
that there is 3rd Sector representation on the Steering Group.
• Public Involvement Panel
Prof Borland has been in discussions with the Scottish Health
Council and said that Morven Gemmill will also be leading on a
piece of work around public involvement. Staffing issues are
being addressed and, working along with Jeff Holt from the
Health Council, they will be looking at the virtual model from NHS
Ayrshire and Arran.
The Chair spoke about the recent Integrated Joint Board
development session that was centred on effective
communication and how the 96 community councils in Dumfries
and Galloway are used by the council as an effective way of
contacting the public for opinions. The Chair suggested that
consideration should be given for NHS D &G to also use the
community councils.
The Chair also informed members that the Celebration Day
arranged for the 3 October 2015 has been postponed until March
2016.

NOT PROTECTIVELY MARKED
Page 2 of 6

667

Rev Irving informed members that he had taken part in
discussions about community engagement at a recent
Community Council meeting and how valuable lessons were
learned about effective communications. He also added that
someone from NHS would be attending a future meeting of the
community council.
STANDING ITEMS
5.

THEME: Spiritual Care
Professor Borland updated members in the absence of Rev Dr Kelly.
Spiritual Care Policy
Approved with minor changes to be made to the wording in relation to
confidentiality.
Delivery Plan Update
Rev Irving asked how practices express an interest in CCL, as there
have been concerns about staffing in practices. Professor Borland said
that Ewan Kelly had been very encouraged by the level of interest
received but there is not a huge capacity at present until volunteers have
been trained and a good support system for the volunteers in place. Rev
Irving said that he was pleased to have been approached by Grace
about pastoral care referrals and that they would be built into the
admission procedures.
Spiritual Care Team
In response to a question from a committee member about appendix 3,
Professor Borland informed the committee that the Spiritual Care Team
comprises of Ewan Kelly and two other members of staff who are on
short term contracts. There will also be trained volunteers who will be
part of the team but these are not paid members of staff. The Chair
hoped that there would be more funding available in March 2016 for
these posts.
VBRP Road Test Feedback and Evaluation
In answer to a question about the staff listening project, Ms Sharp
explained that she had been in discussions with Ewan Kelly about the
need to be mindful about the differences around governance for staff
and the risk of harm. Ms Sharp said this was work in progress and
would come back to the committee to update. Ms Sharp also spoke
about the successful Ayrshire and Arran model.
Rev Irving sought clarification that the CCL volunteer listeners are not
employees of the Health Board and are independent of the organisation
and Prof Borland confirmed this.
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The Chair said there was an appreciation that work on this project has
been on-going for some time and looked forward to receiving updates
and progress/performance reports.
6.

Staff Experience
Equality and Diversity Update
Lynsey Fitzpatrick informed and updated members of the requirement
for NHS Dumfries and Galloway to comply with the Public Sector
Equality Duty and said that the paper has also been to the Healthcare
and Staff Governance committees. She explained that the aim of the
Equality Act is to ensure everyone is protected by law from
discrimination, harassment or victimisation. There are five outcomes,
related to workforce, healthcare services and community and
partnership working.
Lynsey spoke about the requirement for the Board to publish an up to
date mainstreaming report, detailing progress about embedding
equalities. Lynsey highlighted the need for staff to be more aware about
equality and diversity and how she is looking at different options and
resources to do this. Work is currently being undertaken with public
health and the council to develop an impact assessment toolkit.
There is a requirement for the organisation to gather information on a
number of wide ranging categories, including grievance procedures and
organisational change. The data has been gathered for 2014/15 and
although there are some limitations to the amount of data collected,
progress is being made.
Lynsey spoke about the importance of using the data for analysis and
how they were looking at better use of the data collected. At a recent
Scottish Government Event about occupational segregation, Close the
Gap was asked to look at NHS D &G data in more detail and how the
Board can use the data to allow us to perform better.
Ms Sharp reminded the committee that Terms and Conditions for all
staff are prescribed by the Government and there is no room for local
manoeuvres.
Prof Borland asked members if it would be useful to think about
characteristics and what pockets of work could help improve patient
experience and that by identifying this, it may help to focus what the
Person Centred Health and Care Committee is about. Professor
Borland said that it was useful for this Committee to be aware of the
clear public agenda for safeguarding and that the organisation was
hoping to achieve white ribbon status.
The Chair agreed that it was important when looking at person centred
care to be aware of health and inequalities and should be mindful of how
things apply.
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Ms Sharp spoke about cultural and behavioural level and structural
connectivity and how when staff feedback messages that come back
they are about structural and cultural issues and matters.
In response to a question from a committee member, Ms Sharp
responded that bullying and harassment sits within staff governance and
that there has been some reluctance from individuals to discuss
characteristics and what is individual and what is structural. Lynsey said
that the data available regarding grievances is being looked at and how
the organisation could use the information more effectively.
The Committee noted the support and progress.
Communication Support Update
Lynsey also informed members that the use of Language Line Services
had been raised at a recent Board meeting and following an incident in
Tayside a report has been produced by NHS Tayside. Working with
Agnes Somerville, Patient Information Co-ordinator, Lynsey is looking at
the report and a local questionnaire for staff is being designed. Work
with different groups, including sensory impairment groups has begun to
identify particular issues and give direction for staff to work on. Lynsey
highlighted that getting the message across to staff about their
responsibilities will be challenging. The Chair agreed and thanked
Lynsey for her updates and looked forward to receiving progress
reports.
7.

Patient Experience
Participation and Engagement
The Chair asked members the question “What does Patient Experience
mean to individuals?” It was agreed that it meant different things to
different people and there was discussion around people’s perceptions
and understanding about what patient experience means. Members
questioned if we valued the patient experience the same as complaints
and how should we ensure measures are in place to deliver good
experiences and ensure that we care about the experiences of patients.
The Chair commented that in order to see a difference we must
understand what the experience means and that it would be useful to
see some data to design a framework for patient experience. Prof
Borland suggested that the data and information available about patient
experience was not being pulled together and this Committee could
have a role in patient experience.
Ms Sharp said that whilst it was important to recognise the importance of
complaints and how to learn from them, a rounded and holistic approach
to feedback was needed and this Committee could be valuable in
championing a cultural shift.
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Prof Borland said that Ms Gemmill, as Patient Experience Lead, will be
doing a significant piece of work around patient experience, looking at
frameworks, identifying trends and themes and evidencing system
approaches and that a draft report will come to the February Committee
meeting.
8.

Any Other Business

a)

Carol Service
Members noted the annual Staff Carol Service will take place on 8
December 2015, at 7pm, in the Crichton Church, Dumfries.

b)

White Ribbon Standard (WRS)
Prof Borland asked members to note that the Domestic Abuse and
Violence Against Women Partnership is recommending D&G becomes a
WRS region.

c)
Patient Experience Lead
Prof Borland introduced Morven Gemmill, Associate Director for Allied
Health Professions, as the Patient Experience Lead and welcomed her
on to the Committee.
d)
New Post
Prof Borland informed members that she has been appointed as Nurse
Director for Ayrshire and Arran Health Board and will be leaving NHS
Dumfries and Galloway at the end of the year. The Chair wished Prof
Borland well in her new post and thanked her for all for her help and
assistance in the past.
Date of Next Meeting
Monday 8 February 2015, at 1.30 pm, in the New Board Room, Crichton Hall.
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Agenda Item 28

Staff Governance Committee
New Board Room, Crichton Hall
Minutes of the Meeting held on 23 November 2015 at 10am

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

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

In Attendance
Jeff Ace
Margo Christie
Pamela Jamieson
Ros Kelly
John Knox
Lorraine Laing
Arlene Melbourne
Paula Moreira
Tracy Parker
Fiona Patterson
Caroline Sharp
Nicola True

Chief Executive
Associate Nurse Director
Workforce Manager
Occupational Health Manager
Lead Manager
Workforce Business Partner (for item 4)
Executive Assistant to Workforce Director
Workforce Development Partner
Workforce Information Manager
Workforce Manager
Workforce Director
Workforce Support Officer – Medical Staffing (for item 4)

ACTION
1

Welcome, Introduction and Apologies
Apologies were received from Linda Davidson, Karen Etchells,
Julie White and Alice Wilson.
Everyone introduced themselves.

2

Draft Minutes of the Previous Meeting held on 28 September
2015
Item 3 - Penny Halliday raised that there had been a discussion
around nurse revalidation but she could not remember the
outcome of that discussion and asked
• for more detail to be in the minute
• if there was any assurance or reassurance
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Item 4 - Penny raised that the Workforce Director had talked
about 2 high level risks and she would find it helpful if the risks
could be stated in the minute. She would also like to know if any
assurances were given around the mitigation plans for the
Corporate Risk register and if so, what they were and she would
like more detail around the discussion that had been held.
Caroline asked if she was seeking for the minutes to be changed
and Penny said that she was.
Caroline stated that within the risks element it does say what the 2
high level risks are but agreed to clarify the wording in the minute.

CJS

Caroline was not sure she would be able to provide more detailed
wording for the other items as it is over 2 months since the
meeting, and her notes and recollection were not at that level to
ensure accuracy of an amended minute.
Phil Jones advised that he had had a conversation with Laura
Geddes, new Corporate Business Manager for her to speak to
Chairs and Minute Secretaries to introduce more detail and
definition into minutes. It was agreed to pass the draft minutes to
Chairs as soon as possible after the meeting for them to comment
on and add any detail, as the responsibility sits with the Chair to
clear with the Director and the Minute Secretary that the minutes
are as accurate as can be. Once this has been done they can
then be circulated to members.
Jeff Ace said he would support consistency of minutes across
Board Committees but was wary about naming contributors in the
minutes as these could be subject to FOIs. Phil Jones advised his
belief that we should be as open as possible and was satisfied
that Caroline will have a look at the minutes going forward.
Otherwise the minutes were agreed as a true and accurate
record.
3

Matters Arising
There were no matters arising.

4

iMatter – Workforce Team Reflections
Members of the Workforce Team gave the committee a short
briefing on how iMatter had been implemented in their team.
Caroline thanked the members of the Workforce Team for
attending the meeting to share their thoughts and reflections
around the Workforce Team’s experience of iMatter. A positive
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thing that the team reported was that they hold a daily huddle
which has made a huge difference to the wider team and has
enabled better communication, helped to understand each other’s
work pressures and encouraged the team to work together to help
each other out. Gill Stanyard praised this initiative and asked if
the sharing of this good practice would take place with other
teams.
Jim Beattie asked if the members of the team who work on
integration were also involved and it was stated that they were
and that everybody provides updates on the key things that they
are currently working on.
Val Douglas reported that they also have huddles in nursing at
Midpark and agreed that it was a positive experience.
Gill Stanyard asked where we were currently with iMatter and
Caroline said she would pick this up under item 7.

Nicola True and Lorraine Laing left the meeting
5

Corporate Risk Register Update
Caroline Sharp reported that she looked at the risks on a quarterly
basis so the paper was the same as the one that came to the last
meeting. In response to the action set at the last meeting, she
reported that the Nurse Director had already set up a risk for
nurse revalidation which would run through Healthcare
Governance Committee, and so she was able to give assurance
that this had been put on the risk register.
Laura Douglas asked for more detail to be given if a risk has
moved from one level to another in terms of the action taken, by
whom and the timescales involved, to facilitate the move in a
transparent and accountable way.
There was discussion around risk relating to employment. It was
reported that these usually relate to matters about terms and
conditions which are nationally set but are managed by ourselves
which makes the ability to fix them very limited.
There was discussion around the equal pay claim risk and
assurance was given that the risk was being managed as this was
being dealt with nationally. The Workforce Team have a local
database and know the details of all involved.
There was discussion around the sickness absence risk and
assurance was given that individual cases were managed by the
Workforce Team working at an operational level with Managers
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and Occupational Health.
The Staff Governance Committee noted the status update in
relation to Staff Governance risks identified on the Corporate Risk
Register.
6

Workforce Report
There was discussion around the figures in the report. There was
discussion around vacancies and the Committee were advised
that Scottish vacancies are unable to be advertised on NHS Jobs
as this is an English system. It was agreed to explore if there was
an opportunity to advertise in Cumbria and allow them to advertise
their posts with us to widen the field of applicants.
There was discussion around the significant increase in absence
figures for the Women & Children’s Directorate. The reason given
for this was because they were the last Directorate to be put on to
SSTS. Fiona Patterson was asked to look into this more and give
further clarification at the next meeting.

LD

FP

There was also discussion that the attendance of medical staff
was not recorded on SSTS but assurance was given that their
attendance was recorded manually.
There was discussion around the reduction in sickness levels for
Mental Health staff and it was reported that a mental health
patient safety programme had been designed to reduce stress
and distress amongst patients which will reduce violence against
staff and would make a better working environment. Lynnette
Dickson, Inpatient Manager at Midpark was to be asked to a
future meeting to update on this.
A request was made to introduce a split in figures between full
time and part time staff.
Due to the national reporting timescales and now that Staff
Governance Committee meets bi-monthly, members were asked if
a full Workforce Profile Paper could come to the meeting every 4
months so there could be a bigger discussion, with a 2-monthly
limited assurance report on sickness absence, vacancies,
disciplinaries, grievances sickness absence and bullying and
harassment in between.
Staff Governance Committee agreed to this proposal.

John Knox entered the meeting
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7

Staff Health, Safety and Wellbeing Report
Staff Governance Standard E – Improved & Safe Working
Environment
The following areas were discussed:
Flu Campaign – staff have been sent appointments but they also
have access to drop in clinics. Hoping to meet the HEAT target of
65% and get the best figures in Scotland and results will be
communicated in the new year.

Paula Moreira entered the meeting
iMatter – Caroline Sharp gave a brief update on iMatter. She
reported that the second cohort had been postponed due to
operational reasons given the significant amount of work being
undertaken with the new build and also with integration. She had
spoken to the National iMatter Lead and will update her on our
again in March 2016 when hopefully we can use iMatter more
purposefully.
Gill Stanyard asked if this had been communicated out and
Caroline said it hadn’t been communicated widely to the service.
Pamela Jamieson advised that the service was not aware of a big
roll out of the plan and Ros Kelly reinforced that we were still
ahead of the initial plan, even with this delay, so could still meet
the timescale.
The Staff Governance Committee noted this latest Staff Health,
Safety and Wellbeing Report and assessed the continuing
progress against Staff Governance Standard E – “Provided with
an Improved and Safe Working Environment”.

8

Staff Transition to 2020
Workforce Planning for Integration
Following discussion at the last meeting, a suite of papers had
been provided around the different activities being undertaken to
support the transition.
An update was given on the integrated workforce plan as well as
timescales and some of the contributions and challenges. It was
reported that a sub group had been set up, which was chaired by
Linda Davidson from the NHS and David Coulter from the 3rd
Sector, to look at the plan with membership which included social
work, 3rd and independent sector, Jim Beattie from the NHS and
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Ann Farrell from Unite. Gill Stanyard asked if a representative
with public involvement could sit on the group.
Caroline
responded that public involvement groups had not been included
at this stage. Phil Jones stated that volunteers need to feed into
this and they need to be made aware that they can get their views
heard through the third sector representation.
It was noted that it should have stated 2015 and not 2016 for
approval which was a mistake in the paper.
It was confirmed that the Integrated Workforce Plan for IJB was
not the Workforce Plan for the Health Board as that is a separate
plan.
Phil Jones stated that the question of accountability and
responsibility had been raised and clarity was required and asked
for a workshop to be held so that everyone is clear, particularly
around staff. Caroline Sharp confirmed that all staff remains as
NHS employees and the Health Board retains responsibility as the
employing authority. The IJB responsibility is to secure and
deploy resources to deliver all strategic plans but the employing
authorities remain as the Health Board and Council so the IJB is
not an employing authority.
Jeff Ace stated that from an NHS Board point of view there is no
loss of accountability but there is not a clear defining line so a
workshop would be arranged to set out proposals and these can
then be ratified at a Board meeting.

JAA

Paula Moreira left the meeting
The Staff Governance Committee reviewed the progress with the
development of the first Integrated Health & Social Care
Workforce Plan.
Staff Transition Planning for new DGRI
John Knox gave an update on the Change Programme. Highlights
included:
•
•
•
•

The proposal to combine 4 workstreams into 1 workstream
for Women & Children
An 18 month Programme Plan had been developed
A change programme risk register was reviewed on a bimonthly basis
Regular updates were provided to various committees and
boards and also attendance at departmental meetings
when requested

Gill Stanyard and Laura Douglas asked to meet with John Knox to
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discuss the plan and this would be organised.
Pamela Jamieson reported that the paper detailed overall key
objectives and detailed work was being done to get a process in
place to move staff from DGRI to new posts, aiming that all staff
would know what they would be doing by the end of 2016. Staff
sessions were to be held in January and there was good
communication links with Glasgow to share learning.
Staff Governance Committee would be kept informed of progress
and a copy of the detailed plan would be sent to the Committee
following the meeting.
Laura Douglas asked if it was anticipated that a huge number of
staff would be doing different roles and if so, how would this be
managed. Pamela advised that they were hoping to directly match
people into the same role in the majority of areas.
There was discussion around the Project Manager post requiring
NHS experience and it was clarified that this would be helpful as
they would be working with different NHS groups. It was also
noted that there is a Commissioning Manager role advertised
which could bring skills from outwith the NHS.
Jeff Ace asked how a desktop exercise around monitoring A&E
would be taken forward. John Knox confirmed that he was
meeting with David Pedley again to look at patient flow and he
had had discussions with Nicole Hamlet and other colleagues
from that Directorate and a workforce plan will be put together for
that department. A request was made for GPs to link into
discussions for this area as well.
Jeff Ace left the meeting
The Staff Governance Committee:
- noted the purpose of the Workforce & Transition Workstream
and what progress had been made to date
- noted the work of the Workforce & Transition Programme Plan
and
- noted the objectives of the Organisational Development Draft
Plan
Cultural Diagnostic Overview
Fiona Patterson reported that the closing date was 26 November.
The workforce team had worked tirelessly doing the work for this
and had delivered around 65 sessions and she wished the
commitment of the team to be acknowledged. She reported that
around 55% response rate so far which was way below the 95%
which had been hoped for.
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Gill Stanyard asked if there was scope to extend beyond the date
and Fiona replied that a reminder was being sent out that week.
It was formally acknowledged that the workforce team have
undertaken a significant exercise and thanks and appreciation for
her work were given to Fiona and Staff Governance Committee
asked that Fiona pass on their thanks to the whole team.
9

FP

Professional Development within the NMAHP Directorate
ASPIRE to Lead Report
Practice Education and Development Annual Report
LBC/RTC Report
These 3 reports highlight the framework to ensure we have the
knowledge and experience needed currently and in the future and
that there is connectivity between the reports. They also link into
the work being done by Pamela Jamieson around the clinical and
service change programme. Margo Christie gave a bit of
background to the reports.
Phil Jones was impressed by the work done and how it fitted in
with our Core Values.
A request was made for the Aspire to Lead dates to be shared.

10

MC

Revalidation of Nurses
Margo Christie assured the committee that everything was being
done to support staff but they needed to own it themselves.
Sessions are being held in December and notifications have been
received of all revalidation dates.
The Staff Governance Committee noted the Nursing and
Midwifery Council’s proposal for the revalidation for all nurses and
midwives, which will be live from 1 April 2016.

11

Laura Douglas left the meeting
Disclosure Scotland Audit
An action plan had been prepared and was being progressed
following the Disclosure Scotland audit.
Phil asked if Non Executive members required Disclosure and
Caroline reported that she had discussed this with Scottish
Government and as they were not technically our employees,
Scottish Government did not consider that the posts were
disclosable. Caroline agreed to speak to Phil outside of the
meeting about it.
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Margo Christie left the meeting
The Staff Governance Committee acknowledged the report from
Disclosure Scotland following an audit on 14 September which
described the recommendations and the remedial steps
undertaken locally to assure compliance for the organisation.

12

PVG Retrospective Checking – Assurance Report
This was an assurance report around the PVG retrospective
exercise which has been undertaken over the past 18 months and
has been a significant piece of work for the Workforce Directorate.
The exercise has now been completed. This is a significant
achievement to have that level of assurance of the status of our
employees.
An item on PVG to be added to the next agenda for more
information and discussion.
The Staff Governance Committee acknowledged the progress
made with the PVG Retrospective checking.
Items to Note
The following items were noted:

13
14
15
16

17

APF Minutes – August 2015
Remuneration Sub Committee Meeting 28 September 2015
Update
Everyone Matters Letter
Attendance/Absence Management Internal Audit Preliminary
Report
Any Other Business
Gill Stanyard asked how members would feel about extending the
meeting to 12.30pm but it was agreed to keep to the current
timings.
There was discussion about the high violence and aggression
figures at the Garrick Ward at the Galloway Community Hospital
and the committee asked for reassurance that there were enough
staff on this ward and that they were adequately trained to deal
with dementia.
Alf Hannay stated that from a Trade Union point of view they did
not want to see Garrick and Dalrymple wards being divided and
treated differently and the leaders in the 2 wards should create a
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ward structure to deliver whatever that service is required in the
Galloway Hospital. Caroline stated that Alf made a valid point but
reports are pulled out for different areas because it is relevant to
do so, and Pamela Jamieson was asked to work with Nicole
Hamlet and provide an update at the next meeting.
Following the discussion earlier on the Workforce Plan, Penny
Halliday asked if it would be an idea for a representative from
Building Healthy Communities to be on the sub group. Caroline
said she was not sure at this late stage that changing the
membership of the group would be helpful. David Coulter is on
the group from the 3rd sector however she acknowledged that he
only represents a part of it. Tracy Parker was asked to make
contact with the Building Healthy Communities team to see how
they can feed in without actually having a seat at the table.
18

Date of Next Meeting
The next meeting will be held on Monday 25 January 2016 at
10am in the New Board Room, Crichton Hall.
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Agenda Item 29

Staff Governance Committee
New Board Room, Crichton Hall
Minutes of the Meeting held on 25 January 2016 at 10am

Present
Jim Beattie
Val Douglas
Karen Etchells
Penny Halliday
Alf Hannay
Philip Jones
Gill Stanyard

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

In Attendance
Jeff Ace
Linda Davidson
Ros Kelly
Arlene Melbourne
Caroline Sharp
Julie White
Alice Wilson

Chief Executive
Deputy Director of HR
Occupational Health Manager
Executive Assistant to Workforce Director
Workforce Director
Chief Operating Officer
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
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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.

AFM

LD

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.

AW

Otherwise the minutes were agreed as a true and accurate
record.
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.
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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.
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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.

Items to Note
The following items were noted:
11
12
13

14
15

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

16

Any Other Business

17

There was no other business.
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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Agenda Item 30

DUMFRIES AND GALLOWAY NHS BOARD
Area Clinical Forum
Minute of the Area Clinical Forum meeting held in the
Education Centre, DGRI on Wednesday 25th November 2015
Present
Moira Cossar (Chair)
Paul Beardon, Lorna Carr, Adele Foster, Bill Irving
In Attendance
Jan McCulloch, Professional Committees’ Co-ordinator
Hazel Borland, Nurse Director – Items 5 and 6
Viv Gration, Programme Manager, Strategic Planning – Item 7
Apologies
Heather Currie, Kim Heathcote, James Lemon, Alison Milne
Alyson Turnbull, Ross Warwick,
1.

Apologies

2.

Minute of Previous Meeting
The Minute of the meeting held on Wednesday 23rd September 2015 was
approved.

3.

Matters Arising
a) PREVENT STRATEGY

4.

Standing Items
a)
Chair’s Report
 Moira fed back that the recent developments at Darataigh was the
main item for discussion at the Board Management team meeting.
 ACF Chairs meeting will take place next week when feedback from
ACF Chairs Annual Report is expected.
 National Clinical Strategy is due out by the end of December
b)

Quality and Patient Safety Leadership Group
No feedback

c)

The Change Programme
• Work streams are still working on operational policies and this should
be finished by the end of December when they will be cross
referenced. Lorna has been assured that a community based work
stream will be established by the New Year.
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•

d)

e)

Concerns have been expressed about the reduction of rehabilitation
beds in the new hospital. It was agreed that there will be challenges
in changing culture and customs and having different practices in
place before moving to the new build.

Health and Social Care Integration
Moira informed members that the first meeting of the Integrated Join Board
(IJB) has taken place with Jim Dempster, Councillor, Dumfries and
Galloway Council taking up the Chair and Penny Halliday, Non-Executive
Board Member, NHS Dumfries and Galloway agreed as Vice Chair. There is
a 3 year term of office for members and the required deputies for Board
members have still to be agreed.
Feedback from Committees
Last meeting had been Positive with discussions about the future business
of the committee and how to refresh the committee in the New Year.
Issues remain about 7 day service and the committee look forward to being
involved and included in future discussions to provide necessary clinical
HCSAC
Discussions focused around the local deliverables for the National Delivery
Plan.
ANMAC
 Revalidation for Nursing Staff
 Presentation about Changes to Health Visiting and moving away from
Child protection to family practitioners
 Older peoples inspection
Pharmacy Committee
No report as the committee has not met

5.

Revalidation for Nurses
Hazel Borland attended the meeting and informed members that following papers
presented to the Health Board it was agreed that progress reports on revalidation
would be made through staff governance committees, as revalidation is now
required to be on the corporate risk register.
A Revalidation Steering Group has been established and first meeting been held. It
was noted that although it is the nurses’ responsibility to ensure revalidation is
completed, the Health Board is responsible for ensuring revalidation of nursing staff
not in the NHS e.g. Care Homes, 3rd sector and practice nurses. Arrangements
are being made for them to join in sessions arranged for NHS staff; employers do
have a responsibility to support staff achieve revalidation and Practice Managers
have been made aware of revalidation.
Hazel said that approx. 100 staff will be involved first term and one of the key things
will be to support staff and reflective practice areas. It is anticipated that some staff
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will need support and help to understand the terminologies used and how to
evidence practice.
Margo Christie will continue to lead and PEFs have arranged awareness training
sessions and are encouraging nursing staff to start and maintain a portfolio that has
the NMC templates. A Foundation exercise will be complete by December. The
Chief Nursing Officer is providing a band 7 post to support Boards for 2 years. This
will be a 0.5 equivalent for NHS D & G. A national job description is being
developed for all Boards to use.
6.

Integrated Professional Advisory Committee
Hazel Borland said that she and Lilian Cringles, Chief Social Work Officer have
developed a suite of papers for the IJB around Clinical and Care Governance and
had drafted Terms of Reference outlining an integrated professional advisory
committee to be approved by the IJB. Hazel said that the Terms of Reference for
the Integrated Professional Advisory committee had proved more complicated and
sought ACF‘s opinion before the draft is brought to the committee. It is proposed
that the Integrated Professional Advisory Committee (IPAC) should incorporate an
ACF that should have additional Social Workmembers. Hazel suggested that ACF
should invite Lilian Cringles to the January meeting to sign off the Terms of
Reference
Hazel said that the Health and Social Work Professional Assurance Framework
will come to ACF for formal sign off and that the implementation stage will discuss
and agree what is needed across region and localities, including establishing an
additional Directorate.
Healthcare Governance Committee and Social Work Committee.
A decision about Clinical Governance will be made when the IJB meets in January.
Moira thanked Hazel for attending the meeting and said that members would
consider her proposals and feedback to the Board. Moira also wished Hazel well in
her new job as Nurse Director for NHS Ayrshire and Arran. Hazel left the meeting.
Members then had further discussions about the model for the IPAC presented by
Hazel Borland and highlighted areas of concern.
It was firstly agreed that decisions and sign off could not take place until members
had seen the proposed Terms of Reference and had the opportunity to discuss
them fully.
It was also agreed that as Area Clinical Forum and the Professional Advisory
Committees are statutory advisory committees to the Board and a requirement for
all Boards to have and as ACF has Terms of Reference laid down by the
Government, it would be more prudent for ACF to be the principal lead committee
with additional representation from a Social Work professional Advisory Committee
attending in the first instance.
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It was further agreed that the present structure works well just now as ACF and the
PACS have the experience that any newly established Social Work Committee
would lack. Members said that it made sense to continue at present with the
established statutory advisory committee structures, with the addition and inclusion
of a Social Work Advisory Committee.
Members therefore recommended that the status quo should remain and that this
should be discussed further by members at the January meeting when members
will have received and had the opportunity to study the draft Terms of Reference.

7.

Health and Social Care Integration (HSCI) Consultation
Viv Gration attended the meeting to raise awareness about the consultation that
ends on the 11th December. This is the first consultation for Locality Plans and
second consultation for the strategic HCSI Plan. Viv said that previous feedback
received from the advisory committees and ACF had been very helpful and
encouraged members to also feedback for this stage of the consultation. Viv
emphasised that this was still a strategic plan and not an implementation or delivery
plan.
Moira said that she had concerns that Drugs and Alcohol were not mentioned
anywhere in the plans and will include this in feedback.

8.

Older People’s Inspection
Members noted that the inspection will commence on the 11th January 2016 and
should last for approx. 3 months.

9.

ACF EVENT OCTOBER 2015
Very positive feedback had been received about the successful Event that had
been well attended on the night. It was agreed that many big issues were ahead in
the New Year with the impact of the Clinical change programme and Strategy and
changes for the future ways of working and the new hospital.

10.

Any Other Business
a)
Future meeting dates
It was agreed that future meeting dates should continue with the 4th
Wednesday in the month for 2016.
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